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Executive Summary

Introduction

This rapid literature review report has been compiled to provide evidence for the
Health, Social Care and Sport Committee’s scrutiny of the National Care Service
(Scotland) Bill, with funding for the review having been provided by the Scottish
Parliamentary Corporate Body (SPCB). The report describes and compares
international social care models focusing on the social care systems in: Australia, the
United States, Japan, New Zealand, Switzerland, Alaska, the Nordic (Scandinavian)
Countries (Sweden, Finland, Denmark, and Norway), EU Countries (The
Netherlands, Germany, and France) and UK Countries (Scotland, Northern Ireland,
Wales, and England). The review considers: 1) how social care is structured,
delivered, funded and governed in each country, 2) the benefits and limitations
associated with each model of social care and the evidence for these benefits and
limitations, 3) the impacts of each model of social care on population health
outcomes and health care service delivery, 4) enablers and barriers to the effective
implementation and delivery of each model of social care (including reforms to
existing models) and the lessons learned/ recommendations for good/best practice
identified in the literature, 5) enablers and barriers to the long-term sustainability of
each model of social care, and 6) key considerations required for considering the
potential transfer of one model for implementation in another context. The purpose of
this report is to provide a descriptive overview of the relevant literature available to
help aid decision makers seeking to explore the potential for implementation of
similar models within Scotland as part of the establishment of a new National Care
Service (NCS) for Scotland.

Methodology

The rapid review of the academic research and policy-relevant (grey) literature
combines systematic with narrative and abridged Delphi Method techniques to
review the existing literature focusing on the different national social care models
and their associated impacts, successes, challenges, and limitations. This allowed
the literature search and evaluation to be conducted in a way that adhered to the key
principles of systemic reviewing in the applied social sciences and best practice in
the health and medical sciences, while simultaneously allowing for subjective and
expert-led evaluation of the literature to determine relevance to the research
questions. The total number of documents selected for inclusion in the final sample
for review was 166.

Findings

Analysis of the available literature revealed important differences between the social
care systems of each of the different countries. Fundamental differences in exist in
how social care services are funded, delivered, structured and governed across
high-income countries in the international context. The review also highlighted the
key strengths and limitations of each of the different models of social care. The
review also highlighted important barriers to sustaining the existing social care
models and the enablers and challenges of improving the integration of health and
social care services.



Australia

In Australia, social care services are determined on the basis of need and charges to
the individual are means tested. Financing of social care comes from tax revenue
and user charges, which means the wealthiest people have to pay all or the majority
of their care costs themselves up to a specified government defined limit. It can be
difficult to obtain private forms of insurance to cover these costs. Provision of health
services falls to state governments, while the provision of pensions and funding for
welfare services is a federal responsibility, resulting in an unclear definition of
responsibility for social care. While increasing care provision from private service
providers has been identified as a way to reduce the fiscal demand on the federal
government, concerns have risen about increasing inequalities in care provision as a
result of increased private sector involvement. Lack of integration between health
and social care providers negatively impacts the delivery of care for users with
complex care needs. However, the Australian emphasis on external care provision
reduces the need for informal care provision. Care user choice is emphasised in
determining care providers. The provision of basic social care services based on
need is linked to improved health outcomes. However, limitations in access to
services in certain geographic areas (including rural areas) hampers efforts to
achieve more integrated care. Attempts to increase user choice also must be
responsive to existing structural inequalities, as otherwise it risks increasing social
and health-related inequalities. Several barriers exist to the long-term sustainability
of the Australian social care model: lack of forward planning and significant
investment, as well as the need to increase government funding costs for sustaining
future care provision. Ongoing financial instability means that that user contributions
will likely need to increase further in the future. Changing patterns of care needs,
with more people requiring care at home, also means that more individuals will be
required to pay more for their care in the future because individuals with incomes
higher than the full state pension pay more towards their care.

United States

In the US, all social care costs are paid for privately by individuals. The US Medicaid
programme is a publicly funded system which provides a safety net by covering the
costs of health care and health care-related services for those with low incomes, but
does not cover social care per se. The US model is associated with exacerbating
socio-economic and racial health inequalities. The US has done little to date to
integrate health and social care compared to other high-income countries. Under this
model, potential ability of reforms to improve outcomes and generate reserves —
whether public or private — is dependent on the broader economic situation. The
future long-term sustainability of the US model is highly dependent on changes in the
wider economy.

Japan

Japan’s social care system is based on a mandatory social insurance scheme that is
separate from its mandatory health insurance scheme. Half the revenue for the long-



term care insurance scheme comes from general taxation, with one-third coming
from insurance premiums from people aged between 40—-64 (at a rate of 1 per cent
of income) and one-sixth from people over 65 (according to a fixed tariff of premium
rates). User co-payments account for the rest. Municipalities operate the public long-
term care insurance system and have the responsibility for planning long-term care
in each jurisdiction. For people in employment, individuals’ contributions are shared
with employers and premiums are determined and collected nationally and
redistributed to municipalities according to need. Benefits in Japan are generous and
designed to cover the costs of a wider range of care services, with less than a 10 per
cent co-payment required from individuals, which is further reduced on a means-
tested basis for people on lower incomes. Social care policy in Japan is paternalistic
and involves medical expertise in assessing eligibility to services and leaves little
scope for individuals to express their agency, choice, and decision-making
capacities. Japan also places a high level of expectation on families to provide high
levels of informal care. This creates challenges in an increasingly aging society
where increasingly older people will bear the brunt of caring for the oldest members
of society. Medical approaches to social care provision come at the expense of
general wellbeing and quality of life. However, access to care is standardised. The
long-term impacts of major social care reforms in the early 2000s are not fully
known, but have been linked to improving quality of life amongst people with
disabilities. The rapid growth of the aging population in Japan means that sustaining
the system depends on willingness to expand welfare and insurance schemes for the
provision of long-term care. Sustaining the care workforce also presents a huge
challenge.

New Zealand

New Zealand differs from other countries in that social care and services are all part
of a health board’s allocation. Care service provision is subject to a needs
assessment and the health ministry funds and purchases care for people with
disabilities under the age of 65. New Zealand has a large range of private sector
care provision and primary health organisations contract with district health boards to
provide a range of primary and community services. Integrated care provision
embedded upon an ethos of respect for socio-cultural diversity has enabled positive
steps to be made towards addressing health and social inequalities between
Indigenous people and other New Zealand citizens. The integrated system is
associated with improved health and quality of life outcomes, particularly in relation
to mental health. The system also helps address the care needs of those with
complex needs. Lessons learned from the success of the New Zealand Canterbury
model demonstrates that having a clear vision of a ‘one system, one budget’
approach and investment in staff through training and skills development, helps
achieve positive outcomes. While integrated health and social care systems help
reduce spending on emergency hospital care and medical services, this is
dependent on increased spending on community-based services. Funding provision
for the system through taxation may be difficult to sustain in the future owing to the
aging population.

Switzerland



Social care in Switzerland is financed directly by contributions from taxation and a
compulsory health insurance system that also provides for social care service
provision. People on lower incomes are eligible for subsidies and those with the
lowest incomes have their premium paid for by the government. However, all earners
earning above a certain income level all have to pay the same premium.
Internationally, the Swiss system ranks well regarding quality of care, access,
efficiency, equity, and promotion of healthy lives. However, fragmentation of
governance and delivery, with responsibilities divided between the federal, cantonal,
and local levels, is associated with an increasing risk of sub-optimal care quality. The
literature does not specify the impacts of the system on population health outcomes.
The 2017-2020 Promotion of Interprofessional Collaboration in Healthcare helped
identify good practice in fostering the coordination of care and interprofessional
collaborations, highlighting the need for legal clarification about the responsibilities of
non-medical care providers in the development of a more integrated system.
Different organisational cultures and interests and a lack of accountability among
managers hindered improvement processes. Participatory approaches where care
delivery improvements were co-created and tailored to local priorities were found to
be enablers of success. The long-term sustainability of the model is likely to come
under pressure as a result of the aging population and declining funding for welfare
and service provision.

Alaska

The delivery, structure, and governance of social care services in Alaska differs
slightly from that of the other US states as it has its own particular arrangements
regarding the coordination and provision of care for Indigenous Alaskans. Alaska
also has its own version of Medicaid, which covers some of the costs associated with
home care and is administered by the Alaska Department of Health and Social
Services Division of Public Assistance. Eligibility is determined by financial need.
The literature did not specify evidence of the impacts of its model of social care for
population health outcomes amongst all Alaskans, however both the Maniilaq and
SCFNuka programs for Indigenous Alaskans are associated with significant
reductions in emergency department visits and hospital admissions, and
improvements in the diagnosis and treatment of chronic diseases. Experience of
implementing the SCFNuka system in Alaska demonstrates how structural
integration across services is important for achieving success in the integration of
health and social care. However, the Alaskan models are, for the most part, primary
care systems, with very little social care been integrated into the systems.

Nordic (Scandinavian) Countries (Sweden, Denmark, Finland and Norway)

Nordic models are underpinned by the principle of universalism. Eligibility for all
social care services is based on need rather than contributions. Until the 1990s,
services were based almost completely on public provision. The state and local
authorities heavily subsidise care services, financed through income and local taxes.
Since the 1990s, changes in policy have transformed service delivery into a more
hybrid public-private approach, with greater involvement of the market in service
provision. However, care services are still provided to all citizens who require it.
Local authorities have the freedom to organise care delivery, but the system is
supported by national level legislation which ensures equality in levels of state-
funded care provided. Since the 1990s, care users have also had the option to pay



for additional services. However, evidence suggests that increased marketisation of
at-home social care services is linked to widening health inequalities and unmet care
needs. However, the literature also shows that universalism can be maintained if
attention is given to how the use of additional services are distributed and how this
interacts with the political commitment to finance care. While Nordic social care
provision is based upon universality, general tax financing, high decommodification,
high labour market participation, equality and generosity, a key question remains as
to whether this model will be sustainable in the future owing to an aging population.

EU Countries (Germany, France and The Netherlands)

The Netherlands, Germany and France have social care systems that are based on
mandatory social insurance schemes, which function separately from their health
insurance schemes. In the Netherlands and Germany, these schemes are funded by
general taxation at central government level. In France, it is funded both by taxation
at central government level and at the regional government level. The system is
designed to cover a basic level of care only, with informal carers expected to cover
the majority of care needs. Insurance-based systems relying on a single source of
funding can leave long-term care budgets more vulnerable to macroeconomic
fluctuations. However, having a contribution-based system is associated with a
reduced need for political bargaining, which can be more prevalent in systems that
rely predominately on general taxation. It was not possible to ascertain the impacts
of the French, German, and Dutch models of social care on population health
impacts, but the literature revealed that enablers of improving integrated care
included interprofessional meetings and improving communication between all
stakeholders. Key challenges to the long-term sustainability of this model are:
challenges to access linked to the underdevelopment of publicly funded formal long
term care services, challenges to sustaining the quality of care due to significant
increases in demand, challenges to the life opportunities of carers and gender
equality resulting from increased informal care being required to plug the gaps in
future care access, and challenges to the financial sustainability of the system due to
a need to increase public spending to fund care services for an ageing population.

Canada

Responsibility for social care comes entirely under the jurisdiction of provinces and
territories. While the Canada Health Act specifies a set of criteria in which health
care services deemed medically necessary must be covered by provincial health-
insurance programs, municipal governments have the freedom to plan their own
particular arrangements. In addition, the Canada Health Act also excludes long term
and other social care services. Instead, social care is considered an extended health
service that can be provided at the discretion of the provinces and territories. The
system is dominated by a medical approach to care and the vast majority of long-
term care is still provided in residential institutions. For those requiring support at
home, waiting lists can be long. Differences in provincial arrangements for care
provision has resulted in inequalities in distribution of services between provinces.
However, efforts to more closely integrate health and social care over the past few
decades have helped improve the provision and coordination of long-term services.
Provincial control allows services to be more specifically tailored to the needs of local
geographic areas. In Canada, the impacts of programs aiming to integrate health



and social care more closely on population health outcomes cannot be ascertained
from the literature alone. However, health outcomes continue to lag behind those of
other high-income countries and health inequality remains high. In addition, greater
amounts of care being delivered within residential settings has a negative impact on
health care services, as lengthy waiting lists for residential care means that people
occupy beds in hospitals during the time they wait for a place in a residential care
facility. The literature identifies the importance of governance in enabling improved
integration of care and moving towards a wellness model. Research shows how
provincial amalgamation of district health authorities into a single provincial health
authority have helped to increase access to care, provide greater coordination of
care for those with complex care needs, enhance the quality of care delivered, and
improve targeting towards population care needs. The literature also asserts that
quality, not finance, needs to be the driving force behind integration if it is to prove to
be successful in practice in improving access and quality of care.

UK Countries (Scotland, Northern Ireland, Wales, England)

In the UK context of devolution, health and social care are wholly devolved matters,
with Scotland, Northern Ireland and Wales having subtle differences in the funding
and financing social care to that of England. Each of the four National Health
Services are funded primarily from general taxation gathered at a UK level, but funds
are distributed to the Scottish, Welsh, and Northern Irish governments through the
Barnett formula, based on current and historical population size. The Scottish and
Welsh governments also set some devolved taxes and have limited powers to raise
or lower income tax bands with revenue going to them. Since 1973 Northern Ireland
has operated under an integrated structure of health and social care. Scotland,
England, and Wales are gradually moving towards increasing integration of their
health and social care systems. While increased integration of health and social care
in Wales, Scotland and England is associated with the potential to provide a more
holistic approach to care, the system in Northern Ireland has come under criticism for
having multiple layers of decision-making and unclear lines of accountability.
Similarly, complex arrangements between the local authorities and health boards in
Scotland have not always resulted in the well-integrated services, with health
emerging as the dominant partner in integrated boards and being better financed.
The lack of statutory basis in England for integration, means that England’s health
and social care partnerships often rely on voluntary commitment and lack designated
resources to fully deliver integrated ways of working. In all four UK countries,
evidence suggests that the increased integration of care has had a relatively limited
effect on population health outcomes and on reducing existing health inequalities.
Important lessons can also be learned from the case of Northern Ireland, where
commissioning systems make it difficult to reshape service provision for the future.
Literature focusing on Scottish efforts to integrate health and social care have shown
that one of the most significant barriers to integration is that the development of
integrated care bodies does not necessarily lead to more effective partnership
working. Underlying challenges, such as social care being more financially
overstretched than health relative to the level of need, remain unaddressed in joint
arrangements alone. Integrating finances effectively requires reliable information
sharing across all aspects of care and a financial framework that can adequately
share risks and benefits across different commissioners. Integrated finances have
also been shown to be unlikely to make much difference until underlying funding
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pressures are addressed, as budgets intended to be allocated to integrated care
boards can end up offsetting overspends in acute care. Lessons learnt from Wales
have revealed the need to adopt a place-based approach to ensure that care
services are responsive to the needs of population. In England, it has been shown
that while integrated finance arrangements can help lead to improvements in
collaborative working, this will not necessarily lead to financial savings, especially in
the short term. In all four UK countries, social care is experiencing pressure as the
population ages. Growing rates of health inequality between the wealthiest and
poorest social groups in each country and falling birth rates suggest that demands
for long-term care will likely increase further in the future.

Factors to Consider when Determining the Feasibility of Transferring a Social Care
Model from One Context to Another

The review identified factors that need to be considered when assessing the
transferability of one model of social care from one context to another. The literature
also reveals that: prior acceptance of the program amongst relevant stakeholders is
fundamental for effective transfer; the abilities of each model to succeed and
generate revenues inevitably depends on the wider economy; and there is need to
consider fundamental principles that underpin a country’s model of social care when
thinking about its transferability, as a widely supported principle in one country as a
basis for care provision (e.g., universalism) may not be as strongly upheld in
another. Important demographic information is provided for each country that can be
used to infer whether the model might face similar future challenges if it were
implemented another context. Important factors to consider when assessing the
suitability of each model for transfer are: the rate of population ageing in both
countries, the geographic location of the population, projected levels of health and
income inequality, governance structures, population diversity, socio-cultural values
and expectations about responsibility over care provision, and public willingness for
public spending to be increased.

Conclusion

The review concludes with a comparative discussion of the similarities, differences,
strengths, and limitations of each of the different models of social care. The
discussion also highlights the key recommendations and lessons that can be learned
from the international literature for improving the provision of social care in countries
facing the challenge of responding to the care needs of an increasingly aging
population. Important enablers and barriers to the sustainability of the existing social
care models are emphasised, including the financing of these models, and to
improving the integration of health and social care services. From this, a series of ten
specific recommendations is presented for decision-makers involved in the
development of a National Care Service in Scotland.
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1. Introduction

The Scottish Government announced its intention to establish a National Care
Service (NCS) for Scotland in its 2021-22 Programme for Government (Scottish
Government 2022). The National Care Service will build on the recommendations
made in the Independent Review of Adult Social Care in Scotland (Scottish
Government 2021) to create a social care system that addresses current challenges
in the Social Care system and which ensures consistent and fair access to social
care and support and improves outcomes for people. This report details the findings
obtained from conducting a systematic rapid literature review (SRLR) to explore the
existing published scholarly research (research literature) and publicly available
policy-relevant research reports (grey literature) to describe and compare
international social care models and funding within the context of an ageing
population. The review was undertaken between August and October 2022 in order
to provide evidence for the Health, Social Care and Sport Committee’s scrutiny of
the National Service (Scotland) Bill, with funding provided by the Scottish
Parliamentary Corporate Body (SPCB). The review considers the features of each of
the different social care models, their strengths and weaknesses, enablers of and
barriers to success, challenges to their sustainability, and the potential of the
different models model for improving health care delivery and population health
outcomes to help aid decision makers seeking to explore the potential for
implementation of similar models within the Scottish context.

The systematic rapid literature review examined and compared the social care
systems in Scotland, England, Wales, Northern Ireland, selected EU Countries,
Switzerland, Alaska, the United States, Japan, Australia, Canada, New Zealand, and
the Nordic (Scandinavian) countries. It explored how each model is funded,
governed, structured, delivered, and facilitated. As such, this review also builds upon
previous research published by the Scottish Government focusing on social care
models in the Nordic Countries (Scobie et al., 2022a), and in the Alaskan and New
Zealand (Scobie et al., 2022b) contexts.

1.1: Background and Rationale

Establishing a National Care Service (NCS) in Scotland aims ‘to improve the
consistency and quality of care and support across Scotland’ (Scottish Government
2022: 1), and local responsibility for the design and responsiveness of care and
support to communities. In Scotland, social care services and support cover a wide
range of services and are aimed at providing direct support to people to help them
meet their personal outcomes. Social work is a statutory role which involves
assessing need, managing risk, and promoting and protecting the wellbeing of
individuals and communities. The population receiving social care and social work
support in Scotland is diverse and represents a wide range of needs and
circumstances. For example, people may receive care and support owing to age,
physical disability or frailty, learning disabilities, mental health conditions, addiction,
or experience of homelessness. Social care and support services also support
unpaid carers, including young carers, and provide help for children and families who
may need additional support, or where children are unable to live with their own
families. Justice Social workers work with people to address offending and its
causes.
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A recent Scottish Government report explains that although many examples exist of
how social care and support have provided positive life changes to Scottish citizens,
there is evidence of a need for improvement in how social care, social work, and
community health work for people (2022: 1-3). To improve outcomes, it is
fundamental that the National Care Service is responsive to the present and
predicted future needs of the Scottish people and society. Development of the NCS
offers an opportunity to address the existing challenges and limitations evidenced in
current social care services. In 2021, the Independent Review of Adult Social Care
(IRASC) made a series of recommendations to the Scottish Government for
improving adult social care. In Autumn 2021, Scottish Government consultation
proposals then considered widening the National Care Service scope to include
children's social work and social care, justice social work, addiction and rehabilitation
and related services. Proposals made sought to ensure that: a) social care services
and support is consistent in the quality of delivery to all citizens requiring the services
across Scotland, b) better support is provided for unpaid carers, and c) social care
workers are respected and valued. NCS consultation responses supported making
changes to the delivery of care across Scotland, including the need for greater
integration of health and social care services, as well as for improvements in the
accessibility of referral processes and in the provision of information about support
available (Scottish Government 2022: 3). This is because existing evidence
demonstrated that the interrelationship between health and social care issues is
strong and can also be complex, with people often requiring access to multiple
services simultaneously and having to transition between services from across the
social and health care spectrum (Scottish Government 2022: 3).

It was subsequently decided that the National Care Service will be responsible for all
areas of social work and social care support, including support for carers, and will
also be responsible for planning and commissioning primary care and community
health services The NCS consists of eight key aims: 1) to enable people of all ages
to access timely, consistent, equitable and fair, quality health and social care support
across Scotland; 2) to provide services that are co-designed with people who access
and deliver care and support in ways that respect, protect and fulfil human rights; 3)
to provide support for unpaid carers; 4) to support and value the workforce and
unpaid carers; 5) to ensure that health, social work and social care support are
integrated to improve outcomes for individuals and communities; 6) to place
continuous improvement at the centre of all plans and developments; 7) to provide
opportunities for training and development, and 8) to enhance recognition of the
value of investment in social care. The Scottish Government is committed to
establishing a functioning NCS by the end of the current parliamentary term in 2026.
The NCS Bill was introduced to Parliament in June 2022. This Bill sets out a
framework for the changes proposed and provides Scottish Ministers with the
powers to gradually work through the detail and co-design new approaches to the
funding, delivery, governance and regulation of social care services and support
through: a) continued engagement with people with experience of accessing and
providing support and b) by scrutinizing evidence of the strengths and limitations of
different possible potential approaches to the funding, delivery, structure and
governance of integrated care services for improving social care, support and
population health outcomes in Scotland, as well as for ensuring that the approaches
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chosen and their associated positive outcomes may be sustained on a long-term
basis.

This report contributes to the evidence base available for Member scrutiny of the
different approaches available for consideration and implementation within the
Scottish NCS. It provides an outline of the evidence available from the existing
international scholarly and policy-relevant research to compare selected different
models of social care funding, delivery, structure, and governance available, and
highlights the lessons that can be learned from the existing research concerning the
strengths, limitations and challenges associated with each of these different
approaches to social care.

1.2: Aims and Objectives

The objectives of the rapid review were threefold:

1. To inform Members of the Scottish Parliament of the similarities and
differences of the different models available to help support the Health, Social
Care and Sport Committees scrutiny of the National Care Services (Scotland)
Bill.

2. To provide evidence-informed recommendations for good practice and to
inform Members of the Scottish Parliament about the opportunities,
limitations, challenges, and barriers associated with each model of social
care.

3. To expand on the findings and scope of the recent rapid review reports of
the Nordic Countries social care model and the Alaska and New Zealand
systems by exploring a broader range of international social care models
(Scobie et al., 2022a).

With these objectives in mind, the review aimed to achieve the following:

a) To provide an outline each of the different social care models available in
the high-income international context,

b) To provide evidence from the available literature and devise
recommendations based on this evidence to aid government decision making
for achieving long-term sustainable and effective social care delivery in
Scotland, and

c) To outline the main strengths, limitations, barriers, and enablers associated
with each social care model and highlight key contextual information relevant
for consideration when thinking about the feasibility of these models for
implementation within the Scottish context.

1.3: Research Questions

To achieve these aims, the rapid systematic review of the literature focused on
answering the following six research questions and associated sub-level questions:
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Research question 1: How is social care structured, delivered, funded, and
governed in each of the different countries?

The question was broken down into the following five associated sub-level questions
to help identify key similarities and differences between the funding, structure,
governance, and delivery associated with each model:

e 1 a)How are social care services associated with each model integrated and
at what scale?

e 1 b)How is the provision of social care distributed between the different
sectors (public, private, voluntary, and informal) for each of the different
models of social care?

e 1) How are social care services integrated with health care services for
each of the different models?

e 1.d) How is funding provided within each of the different models?

e 1 e)What are the key governance and regulatory frameworks associated with
each of the different models?

Research question 2: What are the benefits and limitations associated with
each model of social care and what evidence is available within the academic
and policy-relevant literature of these benefits and limitations?

This question considered the strengths and limitations of each of the different models
in question and from the perspectives of the following:

e Evidence from service users (user experience)

e Evidence from professionals (including experiences of providing person-

centred care)

e Evidence from informal/familial care providers

e Evidence from policy makers

e Evidence from economists

Research question 3: What evidence is there of the impacts of the each of the
different models in terms of population health outcomes?

This question is answered by exploring each of the following sub-level questions:
e 3 a) What has been the impact of each model on population health outcomes
and what evidence is available to support this?
e 3 b) What has been the impact of each model on health care systems and
what evidence is available to support this?
e 3 c) How effective is each model in reducing health inequalities and what
evidence is available in to support this?

Research question 4: According to the literature, what are the enablers and
barriers to the effective implementation and delivery of each model of social
care and what recommendations can be made for good practice?

Answers to this question were obtained by examining the following:
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e 4 a) What lessons can be learnt from the trials and implementation of the
different social care models or aspects of these models across different
national contexts?

e 4 b) What recommendations can be made from lessons learned in other
countries for improving social care provision?

Research question 5: According to the available literature, what are the
enablers and barriers to the long-term sustainability of each model of social
care?

And
Research question 6: What information/considerations are required when
considering the potential transfer of the different models for implementation

within the Scottish context?

1.4: Structure of Report

This report is divided into several sections. The next section presents an overview of
the methodology used to conduct the systematic rapid review of the literature. This is

followed by discussion of the findings. The findings are broken down into different
sub-sections corresponding each of the different models examined to aid ease of
accessibility. The final section of the report consists of comparative concluding
discussion, which highlights the main strengths and weaknesses associated with
each model. From this, a set of detailed recommendations is presented for
consideration by decision-makers.
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2. Methodology

The rapid review combined systematic, narrative, and abridged Delphi Method
techniques to review the existing academic and policy-relevant research literature
focusing on the different national social care models and their associated impacts,
successes, challenges, and limitations. This allowed the literature search and
evaluation to be conducted in a way that adhered to the key principles of systemic
reviewing in the applied social sciences (Bryman 2012) and best practice in the
health and medical sciences (Munn et al., 2018, Methley et al. 2014), while
simultaneously allowing for subjective and expert-led evaluation of the literature to
determine relevance to the research questions (Snilstveit et al., 2012).

Selection of the research questions was determined by the aims of the review. The
review focused on the following countries and social care systems, as per the
requirements of the research: UK Countries (Scotland, England, Wales, Northern
Ireland), EU Countries (Germany, The Netherlands, France), Switzerland, Alaska,
the USA, Canada, Japan, Australia, New Zealand, and the Nordic countries
(Sweden, Denmark, Finland, Norway).

2.1: Data Collection
Data collection consisted of two main components:

1. Systematic search of the published academic and policy-relevant (grey) research
literature focusing on the different national social care models, and the social,
regulatory context and policy context that they exist within.

2. Web-based search for additional relevant policy-relevant literature consisting of
reports and policy documents that may not be available through the academic
research literature databases.

2.1.1: Component 1: Systematic Review of the Academic Literature

The systematic aspect of the review drew upon Bryman'’s (2012) approach to
conducting a systematic review and was used to conduct a database search of the
published academic research literature. Seven academic research databases from
which to perform keyword searches were identified, which reflected both the purpose
of the research and the interdisciplinary nature of the research problem which
required consideration of the evidence spanning across the social care, social
sciences, health and medical sciences, and policy-relevant research. Databases
selected as being most appropriate for these purposes were: Web of Science
(multidisciplinary, including medical, health and social sciences), Scopus
(multidisciplinary), Medline (medical and health sciences), Embase (medical
sciences), ProQuest (policy-relevant literature), CINAHL (health sciences), and SCIE
(social care). Key words relevant to the research questions were identified to enable
keyword searches of the databases to be performed using multiple combinations of
keywords. The same combinations of keywords were used for each of the different
countries in question. This allowed articles of potential relevance to the research
questions to be identified for each specific country and associated social care model.
Keywords included (but not limited to) were: integrated care, social care, social care
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funding, social care governance, social care delivery, social care experience, social
care outcomes, strengths, limitations, and evidence.

These searches generated articles and reports of potential relevance to the research
questions, with an initial total of 3107 articles of potential relevance being identified.
Initial systematic evaluation of the relevance involved developing and applying an
inclusionary/ exclusionary based on the research questions, adoption of a PICOS
framework (Methley et al., 2014) and the screening of references using Covidence
systematic review software. Due to the limited timeframe in which to conduct the
review, articles older than ten years were excluded. This ensured that only articles
that included the most up-to-date research evidence were included in the final
sample. This also helped ensure that the strengths and limitations identified were
applicable to the present funding, governance, structure, and delivery context of
each country, whereas older research papers may not account for more recent
reforms in each country’s social care model when discussing associated strengths
and weaknesses. Articles that had not been peer-reviewed in scholarly academic
journals and those published in languages other than English were then also
removed from the final sample. Duplicates in the number of articles were then
removed. This resulted in bringing the total number of articles selected for possible
inclusion and evaluation down to 457. All references were then screened in
Covidence, a commercial reference manager software tool. Further criteria for
inclusion/exclusion were applied based on the PICOS framework - Population,
Intervention, Comparison, Outcomes and Study design. This brought down the total
number further to 221. Abstracts where the full article was not available from the
research databases were also removed to ensure that only articles which could
readily be drawn upon by decision-makers were included in the final sample. This
brought the number of articles selected for inclusion down further to 195.

2.1.2: Component 2: Search for additional policy-relevant literature and policy
documents

An additional 39 references were retrieved from the grey literature using the Google
web search engine. The same keywords and combinations used to perform the
searches of the research databases was deployed in the online Google search to
ensure consistency and relevance to the objectives of the research. A preliminary
first screen of the grey literature was undertaken to remove reports such as blogs
and websites. The process resulted in 24 references being added to the pool for
potential inclusion.

2.2: Evaluation, Review and Quality Check

The narrative, subjective aspects of the review involved: 1) researcher screening and
evaluation of all the titles and abstracts (and where applicable, report executive
summaries) of references indicated as potentially being of relevance via the
systematic database searches for their actual relevance to the key research
questions and objectives of the project, and 2) application of an abridged version of
the Delphi Technique to verify the quality and evaluate the relevance of the grey
literature obtained through the Google web-based search.
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The Delphi Method is a research technique that involves drawing on the extensive
knowledge and expertise of academic experts and/or practitioners working in the
field of the issue of relevance (Barrett and Heale 2020, Dalkey and Helmer 1963).
Given that with policy-relevant literature, publication may not necessarily guarantee
the same level of quality control as can be expected by the peer-review process for
academic literature published in academic journals (Adams 2017), it was deemed
important to seek expert verification that grey literature documents obtained for
review were of sufficient quality for inclusion. For this purpose, a Co-Investigator
from the Assembly of Social Care, and an international leader in research on social
care currently based in the Department of Social Work at the University of Stirling,
helped provide checks on the quality and relevance as part of a quality assurance
process. The Assembly of Social Care is a multisectoral advisory group that was
formed through the IMPACT partnership and which consists of members from
private, public, and voluntary care providers, from the academic sector, from
communities and third sector providers, as well as service users, informal care
providers and care recipients.

Articles, reports, and documents not deemed to be of sufficient quality or relevance
were removed from the pool. This brought the total number of articles for
inclusion in the final sample to 166.

A summary of the reduction process used to determine the final number of articles
selected for inclusion in the final sample for detailed analysis and scrutiny can be
seen in the flow chart on the following page. This shows the number of articles
included and excluded at each stage of the process.

2.3: Breakdown of the Final Sample

The 166 documents included in the final sample were grouped according to each
specific country (or state or nation) and associated social care model. 160 focused
on one country (state or nation), with 6 focusing on two or more countries. Those
which focused on more than one country were included for each country that they
discussed. As a result, 6 of the documents were grouped more than once. Out of the
total 166 documents included, the total numbers that discussed each country (or
nation or state’s) social care system was as follows:

e EU Countries: 26 documents

Nordic (Scandinavian) Countries: 23 documents
Australia: 19 documents

Switzerland: 15 documents

Japan: 12 documents

New Zealand: 9 documents

USA (excluding Alaska): 15 documents
Canada: 8 documents

Alaska: 7 documents

Scotland: 10 documents

England: 10 documents

Wales: 7 documents

Northern Ireland: 5 documents
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2.4: Analysis and Coding

Analysis and coding of the 166 documents included in the final sample was
undertaken using qualitative descriptive analysis of the abstracts, executive
summaries and contents of each document to identify, assess, and code for key
themes (Sandelowski 2000). The coding process enabled the analysis to address
the research questions for each of the different countries and associated social care
models. Some of the documents were relevant for answering only one of the
research questions, while the majority were relevant for answering two or more of
the questions. Articles were then coded according to: a) the components of the
different national models of social care (governance, structure, delivery and funding),
b) recommendations/lessons learnt for good practice in trialling, implementing and
reforming these different models, c) qualitative and quantitative evidence of the
strengths and limitations associated with each model, d) evidence of the impact of
the model on population health outcomes, addressing inequalities, and on health
care systems, and e) social, demographic, economic, geographic, regulatory and
policy factors associated with each country as relevant to its associated model of
social care.

Figure 1: Flow chart summarising the reduction process to determine the
number of documents included in the final sample

Keyword Search Performed of the Academic Research Databases: 3107 Articles

.

Application of Inclusion/ Exclusion Criteria and Duplicate Removal: 457 Articles

.

Application of PICOS Framework: 221 Articles

.

Removal of Articles where Full-Text Access was Unavailable: 195 Articles

.

Google Web-Search: Addition of 24 Documents = 219 Documents

.

Researcher Screening of Abstracts and Executive Summaries and
Application of Abridged Delphi Technique: 166 Documents

Total Number of Documents Included in
the Final Sample: 166
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3. Findings

The findings are discussed below for each of the different countries and associated
models reviewed. Greater detail is provided in the discussion of the findings for some
of the models owing to differences in the amount, content, and topic diversity of
literature and research evidence available.

3.1: Australia

3.1.1: Structure, Delivery, Funding, and Governance of Social Services and
Social Care

The Australian social care sector focusses on the most vulnerable people, with the
greatest and most complex needs. The social care sector includes child and family
services, child protection, mental health, and aged care. It includes provision of
residential care for people with high levels of need requiring complex care and
provision for care needs such as everyday accommodation, personal care services,
and community care packages for those eligible for residential care, but who prefer
to stay at home.

The Australian system is not universal and government assistance focuses on those
with low incomes. Service provision is determined on assessment of an individual’s
need and charges to the individual are determined on the basis of means testing. In
residential care, individuals make a means-tested contribution to their care costs and
pay the accommodation costs and daily living expenses themselves. Regulations
specify a maximum amount each person can be charged for accommodation, as
based on their assets, and a maximum daily living charge. In low-level residential
care, residents can be asked to buy an accommodation bond to cover their
accommodation costs, which takes the form of an interest free loan to the residential
provider. In low-level residential care, user contributions are higher and the majority
of individuals pay approximately half of the costs themselves. Users pay
approximately between 4 and 10 per cent for community care costs. The basic daily
fee payable by consumers covers living costs. For those in residential care or home
care, this is set at broadly 85% and 17.5% respectively of the single-person state
pension.

The government covers the full cost of lower-level community support services such
as cleaning in states that signed up to the National Health Reform Agreement. Since
2012, individuals have been able to receive a personal budget to tailor services to
their own needs. Community and residential services are rationed by limiting
entitlement approvals and operating waiting lists. There exists a maximum number of
people who can receive care services at any one time, based on a set proportion of
the at-risk population. Lower-level care services are prioritised within a set budget
based on need.

Social care services are financed through tax revenue and user charges, with the
wealthiest people having to pay all or the majority of their care costs themselves up
to a specified government defined limit. It can be difficult to obtain private forms of
insurance to cover these additional costs. Approximately, two-thirds of government
spending on social care goes towards residential care, while the remaining third is
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spent on community, assessment, and information services (Robertson et al., 2014).
While the provision of health services falls to State governments, the provision of
pensions and funding for welfare services is a federal government responsibility. As
such, aged care policy and legislation, funding and regulation come under the
responsibility of the Federal government (Brennan et al., 2012). Since 2014,
residential aged care in Australia has undergone significant reform as a result of the
2011 enquiry into aged care by the Productivity Commission, which highlighted the
need to ensure an adequate aged care workforce while identifying means of
reducing the fiscal burden of aged care on government. Recommendations of the
enquiry included allowing service users to contribute more towards the cost of care,
and a reduction in reporting requirements (Robertson et al., 2014).

Non-profit social care organisations provide the majority of residential care, but over
a third is provided by for-profit organisations. Less than 6 per cent is provided by
national and state governments (Robertson et al., 2014). Over 80% of community
care is provided by non-profit organisations, with the remainder being provided by
for-profit and government organisations (Robertson et al., 2014).

3.1.2: Benefits and Limitations of the Australian Model of Social Care

Of the 19 documents focusing on the Australian social care system, 17 discussed
evidence from research to identify key strengths and limitations associated with this
model of care. Important limitations identified were:

¢ Difficulties for individuals in obtaining insurance to cover the costs to the
individual for long-term care (Robertson et al., 2014.

e Individuals’ vulnerability to market fluctuations in financing the private costs of
long-term care (Fitzgerald et al., 2019).

e Difficulties navigating increasingly complex systems of care provision
(Fitzgerald et al., 2019; Henderson and Willis 2020).

e Pressure caused by increases in demand and costs to the federal government
under the current system for aged care resulting from an increasingly aging
population (Henderson and Willis 2020).

e Concerns about standards of care as a result of increasing private sector
involvement in care provision (Fitzgerald et al., 2019).

e Problems associated with increasing deregulation of services (Henderson and
Willis 2020).

¢ Increasing inequalities in care provision (Chesterman 2019, Fitzgerald et al.,
2019; Hummell et al., 2020).

e Power imbalances in leadership and service delivery (Henderson and Willis
2020).

e Lack of integration between different providers in the delivery of care for
complex needs, especially in disability service provision (Eastwood et al.,
2019; Gill et al., 2018; Hummell et al., 2020).

e Problems relating to service user ability to exercise decision-making and
choice in personal care services and provision, especially in relation to aged
care for people affected by dementia (Fitzgerald et al., 2019; Gill et al., 2018;
Tatangelo et al., 2018).
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e Coordination and integration of services for young people and vulnerable
families, especially in rural areas where service provision remains more
limited (Eastwood et al., 2019; Hickie et al., 2019).

e Means testing rules can be difficult to understand, resulting in people
selecting a type of care based on financial rather than needs-based
considerations (Hummell et al., 2020).

o Workforce challenges in the context of an aging population (Hummell et al.,
2020).

For example, Henderson and Willis (2020) discussed how increasing privatisation of
services can lead to poorer service quality due to incentives to cut costs to achieve
profits. For-profit private services in Australia have a higher proportion of sanctions
applied for failure to meet minimum care standards (ibid). Fitzgerald et al., (2019),
who used evidence from service-users living with dementia in Australia and their
carers to explore experiences of navigating the Australian care system, found that
diversity in care coordination, affected quality of life outcomes. Information about
services, their purpose and eligibility criteria were difficult to obtain, and potential
care pathways were largely unexplained. In addition, support provision tended to be
reactive rather than proactive (ibid).

Strengths of the current system identified from the literature were:

e Personalisation of services can, at least potentially, better meet individual
need (Fitzgerald et al., 2019).

e Care is means tested and the Australian system is more generous than the
English system, with public spending per capita for those aged over 65 being
60 per cent higher and with greater government coverage of community
services and lower user contributions are lower (Robertson et al., 2014).

e Consumer expectations create demand for high quality service provision
(Wang et al., 2022; While et al., 2020).

e The system allows people to receive care in their own homes and as part of
an aging-in-place approach which has positive impacts on quality of life (While
et al., 2020).

e Integration of services can potentially lead to better care planning, monitoring
and evaluation of services (Eastwood et al., 2019).

e Integrated service provision leads to an approach to care that is responsive to
the social determinants of wellbeing (Eastwood et al., 2019).

e Emphasis on external care provision reduces informal care provision and
associated negative impacts, including lower workforce participation of
working adults and the negative impacts on the health and wellbeing of
informal (familial) care providers (Mohanty and Niyonsenga 2019).

¢ Increasing the opening up of care provision to private service providers and
market forces has been identified as a way to reduce the fiscal demand on the
federal government (Fitzgerald et al., 2019).

3.1.3: Impacts of the Australian Model on Health Care and Population Health
Outcomes

Six of the documents reviewed discussed the impacts on population health
outcomes and impacts on health care systems. The findings were mixed. Henderson
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and Willis (2020) reviewed secondary literature from the Australian context and
described how increasing marketisation of aged-care in Australia and the increased
presence of private-for-profit service delivery has resulted in falling care standards
and has not helped to improve equality in care service provision. Similarly, Malbon et
al., (2019) showed that the personalisation of social care has led to growing social
and health inequalities, owing to how social and structural inequalities manifest in
abilities to access the full range of service providers and to exercise decision making
in care choices. However, as the system allows people to live in their own homes as
they age, this benefits health and quality of life amongst older people (While et al.,
2020).

Integrated care service provision was linked to positive outcomes in relation to
mental health and improved quality of life for people with complex disabilities. For
example, Parker et al., (2020) argues, using long term data from service user
records and statistical analyses, that the integration of care services in the
rehabilitation of service users with complex mental health needs improves long-term
outcomes, especially in terms of social functioning, and also helps to reduce hospital
admissions and emergency mental health service provision. Du et al., (2021) shows
that integrated health and social care can help to alleviate psychological distress
amongst people living with disabilities, using evidence obtained from a national
survey and cross-sectional study. However, Malatzky et al., (2022) used qualitative
evidence obtained from semi structured interviews with young people and argued
that increased integration of service provision may reinforce biomedical approaches
to care provision in the context of youth mental health. This can potentially reduce
impacts on wellbeing, owing to failure to fully account for individual circumstances
and social, cultural, and political contexts in care service provision.

3.1.4: Enablers and Barriers to Effective Implementation and Delivery of the
Australian Model of Social Care: Recommendations for Good Practice

Seven of the documents reviewed discussed enablers and barriers to the effective
implementation and delivery of the Australian model of social care, particularly in
relation to the integration of health and social care services. Several key
recommendations can be drawn from this for ethical, and effective practice that may
be applicable to other national contexts.

In the context of greater integration of health and social care, Bosco et al., (2019)
drew on evidence from ethnographic and qualitative data to devise
recommendations to overcome barriers in the provision of person-centred care for
people living with dementia. They argue that best practice in integrated care should
involve efforts to maintain personhood, sense of belonging and dignity in care
planning and delivery. While et al., (2020) explored how increased teamworking can
help to overcome problems with care integration resulting from poor communication
and poor staff retention and help to increase trust between multiple care providers.
Wang et al., (2022) used evidence from a cross sectional survey of service users
accessing aged-care in Australia and concluded that in the context of multiple care
providers and person choice over selection of care services, people prefer to decide
by themselves rather than having professionals make decisions for them. They also
highlight the importance of the role of social workers in providing information about
the full range of options available to individual care users. Eastwood et al., (2019)
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used evidence from a research trial to improve integration of health and social care
for vulnerable families in Sydney to demonstrate that integration of care services can
help to break intergenerational cycles of poverty, reduce crime and poor educational
outcomes, and improve employment opportunities, health, and lifestyle behaviours
by adopting a social determinants of wellbeing approach to care provision. However,
they also highlight that limitations in access to services in certain geographic areas
(including rural areas) can hamper efforts to achieve more holistic approaches to
integrated care provision. Similarly, Malbon et al., (2019) argue that integrated care
systems and user choice models need to be responsive to existing structural
inequalities, because if they fail to do so, they risk increasing social inequalities.
They argue that government policy should address existing structural inequalities to
enable an integrated health and social care system to achieve its maximum
potential.

Similarly, Hummell et al., (2020) use evidence from a rapid review of the literature on
inter-organisational collaboration was undertaken to identify and describe key
barriers and enablers of relevance to current social care policy and delivery for
people with disabilities in Australia. They identify a series of macro, meso and micro
level factors that help to improve the integration of health and social care and help to
overcome existing limitations. They explain that legislation, policies, regulation, and
governance rules need to help tackle legal, administrative, and bureaucratic barriers
to collaborative engagement and working, ensuring that differing levels of rules do
not conflict. They also demonstrate how financial resources are key to the success of
integration, as inadequate funding and fragmentation in funding limits potential
success. Organisational purposes and roles must be clearly defined and non-
ambiguous, while appropriate IT systems for data management across shared
organisations is important for optimising service delivery. Focusing on building
personal relationships and establishing mutual trust between service providers rather
than imposing structures to build collaboration was also seen as a key enabler of
inter-organisational collaboration.

One article draws on evidence from research from the impacts of increasing
privatization of social care in Australia to devise a set of recommendations for
overcoming the limitations associated with this model of care (Chesterman 2019).
Chesterman’s (2019) 10 Principles for safeguarding adult social care in an era of
privatization are drawn from lessons learned and also consider human rights and
their role in relation to care provision. These 10 principles specify that:

1. The target “at-risk adult population” needs to be defined carefully so as to
ensure an appropriate nexus exists between a person’s right to make their
own decisions and society’s protective responsibilities.

2. A functionally independent agency must be empowered to investigate, both
on its own and following a complaint or notification, any situation of concern
3. An assessment power, which enables experts to see and speak with the
person in question, is fundamental.

4. The person’s wishes must be a key consideration.

5. Consistent with the principle of the “dignity of risk,” where the person in
question has the capacity to do so, he or she must be able to refuse to be
assisted by an agency.
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6. A “supportive intervention” approach by the agency that enables it to
identify and, where necessary, coordinate support services (e.g., aged care,
disability, mental health, family violence support services) is central to
controlling its effectiveness.

7. Appropriate safeguarding mechanisms must be in place.

8. Responses must be commensurate with the risk faced by the person in
question

9. Access to personal data should be regulated and be subject to monitoring
and review.

10. Information sharing laws need to enable relevant agencies to
communicate necessary information.

Fitzgerald et al., (2019) make specific recommendations for improving personalised
care approaches specifically for people with dementia, based on the findings from
focus groups with service users and their carers. They argue that centralising access
to information and services would help tackle the problem of practice inconsistency
and help to promote holistic integrated care. They also recommended the
establishment of ‘systems navigator’ roles to be the first point of contact for
consumers and carers, responding to queries, giving service advice and confirming
eligibility, which would help people understand possible care pathways and reduce
stress and anxiety amongst users by providing clear outlines of what supports and
services they would receive and when and to whom they should direct questions or
escalate issues.

3.1.5: Enablers and Barriers to the Long-term Sustainability of the Australian
Model of Social Care

The literature identified several barriers to the long-term sustainability of the
Australian social care model. These were:

e Lack of forward planning and significant investment (Hummell et al., 2020).

e The need to increase government funding costs for sustaining future care
provision (Schofield et al., 2019).

e Concerns about ongoing financial instability and the likelihood that user
contributions will need to increase further (Schofield et al., 2019).

e Due to the way the subsidy is calculated for residential care, providers still
bear some of the accommodation costs of low-income residents themselves
(Khadka et al., 2019).

e Changing patterns of care provision with more people accessing care at home
rather than permanent residential care mean that individuals will be required
to pay more for their care in the future, as individuals with incomes higher
than the full state pension pay more towards their care. This means it
financially benefits providers to seek out patients with higher incomes and
could result in working inequalities (Khadka et al., 2019).

However, several interventions may help to enhance the sustainability of the model
in the long-term. The Australian Productivity Commission’s Inquiry into Aged Care
investigated three different options for the future funding of older people’s care
(Robertson et al., 2014). Encouraging working-age individuals to save money during
their working lives to pay for care in older age, either via private savings accounts or
superannuation, could help to avoid long-term problems with care finance. However,
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long-term care costs can be unpredictable and most people will have moderate care
costs and will save more than is needed to cover them, while a small number of
those least likely to be able to save will have very high care costs and will be unlikely
to be able to pay for their care. Because of this, the Commission viewed the ideal
policy solution as one that protects people from high social care costs, while
encouraging them to save money during their lifetime to cover the predictable costs
of long-term care. A home equity release scheme, which already exists in Australia,
was also viewed as a potential solution allowing people to draw on the equity in their
homes to pay for care. However, these are vulnerable to changes in property prices
and interest rates. The Commission also considered the role of long-term care
insurance policies in redistributing money from low- to high-intensity users but
concluded that voluntary long-term care insurance was unlikely to be financially
workable and, due to the ageing population, it would now be too late to establish a
compulsory insurance system that would collect enough money from the working-
age population to cover the increasing care needs of the ageing population
(Robertson et al., 2014).

3.1.6: Information/Considerations Required when Considering the Potential
Transfer of the Australian Model

While the literature itself did not specify any particular considerations that should be
made if its social care model were to be adopted elsewhere, including in Scotland,
several key issues were implicated that have relevance when considering the
feasibility of the Australian model for the Scottish context. These are:

e Rate of population aging. There are four million people aged between 65—-84
years with predicted rapid acceleration of the aging population trend in the
next ten years. Demand for aged care is expected to outstrip supply in the
next 30 years (Schofield et al., 2019).

e Australia has a population of 22 million, the overwhelming majority of whom
(89 per cent) live in urban areas (Hummell et al., 2020).

e Average life expectancy of 82 years is one of the highest in the world
(Hummell et al., 2020).

e The care sector is highly regulated by the Federal Government, but the
devolved state governments have discretion in deciding how to organise
health and social care services for which they have responsibility (Robertson
et al., 2014).

e Public spending per capita for those aged over 65 was approximately 30 per
cent higher than in Scotland in and nearly 60 per cent higher than in England
in 2014 (Robertson et al., 2014).
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3.2: United States

3.2.1: Structure, Delivery, Funding, and Governance of Social Services and
Social Care

Spending estimates within the U.S. social services sector are less well defined than
those for health care. International economic analyses (e.g., among OECD
countries) shows that social spending accounts for a considerably lower percentage
of GDP than social spending in other countries. Among the OECD industrialized
countries, the United States has the lowest ratio of social-to-health spending: for
every $1 spent on health care in the United States, about $0.90 is spent on social
services, while in OECD countries, for every $1 spent on health care, an average of
$2 is spent on social services (Bradley et al., 2016). According to a 2016 RAND
Europe report, although U.S. social care spending is lower than it is in other member
countries in the OECD, spending on old age (e.g., pensions and home-help and
residential services) is higher than comparative OECD countries (Ling et al., 2018).
In recent years there has been greater integration of health and social care (ibid).

The majority of all social care costs are paid for privately by individuals. The main
source of public funding is the Medicaid programme, which covers nursing home and
some home nursing care for those with low incomes who have spent their assets.
Medicare does not cover social care costs, except for a small amount of
rehabilitative residential care for up to 100 days. This means that in the US, most
people requiring residential care are private payers and required to spend their own
finances until they qualify for coverage from the Medicaid programme, which
provides a safety net for those with low incomes. As residential care is expensive,
averaging above £45,800 a year, most people qualify for Medicaid assistance after
only a few years (Sandhu et al., 2021). For those not requiring nursing care,
residential assisted living centres are available, but these are not covered by private
health insurance or Medicare. However, in 40 states, waivers are available so that
low-income residents are covered by Medicaid. Home and community care is
expensive and most private health insurance policies and Medicare do not cover
these expenses, and the Medicaid programme only covers these expenses in certain
states. Wealthy people may obtain private long-term care insurance to cover the
costs of residential and long-term nursing care but take up is low (approx. 5 per cent)
and policies are often liability capped which limits their ability to protect against the
high costs of care (Robertson et al., 2014). Administration of the Medicaid program is
undertaken at the state level and the federal government has given states flexibility
in the types of service delivery models each state employs and what benefits are
afforded to beneficiaries (Sandhu et al., 2021). Medicaid agencies use payment
levers to incentivize or reward private healthcare payers to invest in social care
interventions.

Plans for a national, voluntary, self-financed long-term care insurance scheme called
the Community Living Assistance Services and Support (CLASS) Act, were included
in the Affordable Care Act of 2010 (Commonwealth Fund 2014), but this Act was
repealed in January 2013 before implementation, following concerns about financial
stability and the need to find savings during budget reconciliation negotiations.
Congress established the Federal Commission on Long-term Care to look for an
alternative solution to financing the costs of social care but did not reach agreement
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owing to different underlying beliefs about whether responsibility for financing long-
term care needs ultimately lies with society or with the individual. Over the last
decade, federal and state governments in the US have demonstrated a newfound
and robust commitment to health and social care integration, however as service
delivery is largely driven by private companies, policy action has focused primarily on
financing and payment structures rather than quality of care (Sandhu et al., 2021).

The majority of residential nursing homes in the United States are for-profit (61 per
cent), one-third are run by non-profit providers (31 per cent) and a small number are
government-run facilities (8 per cent).

Funding for children’s social services and care is different and is facilitated by the
Federal government directly and also via State and Tribal child welfare agencies.
Types of child welfare services provided by States and counties vary and include
family support and preservation services; child abuse prevention; and supports for
out-of-home care, adoption, and guardianship. The largest Federal source of child
welfare funding is title IV-E of the Social Security Act, which supports foster care,
adoption assistance, and guardianship assistance programs, The Family First
Transition Act, passed in 2019, provides one-time, flexible funding to help States and
Tribes implement Family First. Federal funds are also provided through the
Children's Bureau, which administers several Federal programs dedicated to child
welfare services and prevention.

3.2.2: Benefits and Limitations of the US Model of Social Care

Of the 15 documents examining the US model of social care, only three discussed
key limitations of the system (Carter et al., 2018; Sandhu et al., 2021; Stokes et al.,
2018) and only one identified potential strengths associated with the system (Sandhu
et al., 2021). Key limitations identified were:

e Financing social care now as well as in the future given that over the last
decade the burden of chronic disease and fragmented care delivery have
increased at alarming rates (Sandhu et al., 2021).

e Fragmentation and gaps in service delivery for private care provision (Carter
et al., 2018).

e Inequalities in access to aged care (Sandhu et al., 2021).

e Lack of government policy and regulation of care providers (Sandhu et al.,
2021)

e Traditional provider payment mechanisms do not create appropriate
incentives for integrating health and social care (Stokes et al., 2018).

e Integrated care tends to be sector and disease specific and unable to fully
meet the needs of those with complex needs (Stokes et al., 2018).

e Lack of standardised reporting and monitoring of care (Stokes et al., 2018).

e Lack of policy action from public actors other than on financing and payment
structures (Sandhu et al., 2021).

e Health care-centred integration efforts risk inadvertently medicalizing social
care, with social care needs being viewed as being like a pathology to
diagnose and treat
at the point of care, with little acknowledgement of the root causes. (Sandhu
et al., 2021).

29



¢ Interventions are focused on individual-level social needs which fail to
address the upstream, community level and systemic root causes of health
and social inequality (Sandhu et al., 2021).

In contrast, a potential strength of the US system is that the decentralized approach
to care, in which the government provides incentives and flexibility for care re-
design, private actors and community-based organizations, can result in better
tailoring of care services to specific states or individual need (Sandhu et al., 2021).

3.2.3: Impacts of the US Model on Health Care and Population Health
Outcomes

One of the articles reviewed specifically focused on inequalities in health under the
US system. Williams and Cooper (2019) explain that huge inequalities in chronic
disease levels are evident in the US, with adverse social determinants of health
being the major drivers of poor health and health inequalities. They argue that poor
efforts to integrate health and social care compared to other high-income countries
contributes significantly to these health inequalities. They also highlight how this
model of social care delivery exacerbates racial health inequalities, including via
unconscious bias in care service promotion and delivery.

3.2.4: Enablers and Barriers to Effective Implementation and Delivery of the US
Model of Social Care: Lessons Learnt and Recommendations for Good
Practice

Nine of the reports discuss enablers and barriers to the effective implementation and
delivery of the US model. For example, Stokes et al., (2018) and McGilton et al.,
(2018) discuss how incentivising payments for integrated care can help to more
closely align social and health care to address the social determinants of health and
wellbeing more effectively. Cylus et al., (2018) discuss funding reforms and policy,
explaining that changes tend to be incremental and arguing that the ability of reforms
to improve outcomes and generate reserves — public or private — is dependent on
the broader economic situation. However, they suggest that increased spending from
public sources paid for by federal tax revenues would help to improve the financing
of care and reduce inequalities and limitations in social care delivery and quality of
life outcomes.

Beresford et al., (2019) discuss lessons learned for improving outcomes for
recipients of care and suggest that greater public participation in social care decision
making could help to bring improvements, but only if regulation and support are
present to help people exercise their rights as service users. However, they also
explain that neoliberal ideology in social care policy has resulted in it becoming
increasingly residual with users having become increasingly disempowered and that
more options need to be made available for people to exercise choice and person-
centred care that responds to their needs. Williams and Cooper (2019) argue that
greater integration of community health workers and social workers could help to
address the social determinants of health to reduce inequalities and argue for an
integrated social needs care service. They also argue that training and workforce
recruitment should be better integrated to help promote greater interaction between
care providers. Similarly, Bunn et al., (2018) show, using stakeholder interview data,
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that increased integrated decision making for older people and those with multiple
care needs could help to improve delivery outcomes in the context of multiple care
provision. Chute and French (2019) discuss how digital technology developments
could help optimise health and social care provision to achieve greater integration for
delivering a person-centred approach. Greater attention should also be given to
ensuring equality in access to information about care to help to improve equality in
care receipt and better matching of services with personal need (McGilton et al.,
2018).

Sandhu et al., (2021) examines the impact of prioritizing three major national and
state policy initiatives to improve integrated health and social care over the last ten
years in the US, with a focus on the Medicaid public insurance program for
Americans with low incomes, to outline the effectiveness of these efforts and the
lessons learned from translating policy to practice. They explain that policy
development enabled initiatives to test new integrated health and social care models
and argue that the findings demonstrated a need for greater engagement across
levels of organizational leadership and frontline staff, and greater flexibility from
national policymakers in order to better align incentives across sectors.

3.2.5: Enablers and Barriers to the Long-term Sustainability of the US Social
Care Model: Recommendations for Best Practice

Only one of the articles reviewed discussed challenges to the financial sustainability
of the US social care model and recent efforts to expand integration between health
and social care. Cylus et al., (2018) explained that changes in the wider economy
pose challenges to the sustainability of the funding of US social care services and
explain how the socio-cultural and political context may influence long-term
outcomes, by discussing how societal and political values in relation to norms and
ideas of fairness will shape future reform.

3.2.6: Considerations for the potential transfer of the US Model

While the literature itself did not specify any particular considerations that should be
made if the US social care model were to be adopted elsewhere, several key issues
were implicated that have relevance when considering the feasibility of the US model
for transfer. These are:

e The US currently faces challenges from rapid increases in the number of
people living with complex health and care needs and rising health and socio-
economic inequalities (Sandhu et al., 2021).

e The US has a strong, long-term history of private sector provision of services,
including for health and social care (Beresford et al., 2019).

e The strength of the US individual rights-based approach to governance and
service provision is an important consideration (Sandhu et al., 2021).

e Public spending on social services remains the lowest amongst OECD
countries (Sandhu et al., 2021).
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3.3: Japan

3.3.1: Structure, Delivery, Funding, and Governance of Social Services and
Social Care

Japan has a compulsory long-term care insurance scheme (Kaigo Hoken) that
covers the social care needs of the population aged 40 and over and which is
separate from the health care insurance regime. The public long-term care insurance
(LTCI) system was launched in April 2000 by reorganising the existing elderly care
system in combination with related medical services (Robertson et al., 2014). It
aimed to offer a conventional welfare service through social insurance. Municipalities
operate the public long-term care insurance system and have the responsibility for
planning long-term care in their jurisdictions and developing infrastructure for care
services. This system was introduced to replace the tax-based bureaucratic decision
of granting access to services to poorer people with an insurance-based system in
which all citizens were allowed to make individual choices as to the care they
received. This allows competition among service providers, including the existing
social welfare corporations and for-profit companies, cooperatives, and not-for-profit
providers. Existing health care providers also expanded into social care, hoping to
attract patients by offering more integrated health and social care (Curry et al.,
2018). Individuals are assessed by a team to determine eligibility for care and the
individual then chooses a care manager who then commissions services from a
range of providers.

Benefits are designed to cover the costs of care, with less than a 10 per cent co-
payment required from individuals. This is further reduced on a means-tested basis
for people on lower incomes. One third of accommodation costs are covered, with
the remainder subject to means testing. Assessment does not take informal care
provided by an individual’s community into account and the intention is that social
care services will provide a substitute for informal care (Robertson et al., 2014). The
scheme is designed to cover the care needs of those aged 65 and over. Adults aged
40-64 are only covered for long-term care needs arising from particular age-related
issues, such as dementia and osteoporosis. Unlike other countries, familial and
informal care provision levels remain particularly high.

Half of the revenue for the long-term care insurance scheme comes from general
taxation, with one-third coming from insurance premiums from people aged between
40-64 (at a rate of 1 per cent of income) and one-sixth from people over 65
(according to a fixed tariff of premium rates). User co-payments account for the rest.
A small proportion of the population have private long-term care insurance as an
alternative to the public system. Private plans are also available to cover cost-
sharing obligations in the public system, but take-up is very low (Robertson et al.,
2014).

Japan traditionally relied on hospitals and informal care settings to provide care for
the long-term sick and disabled, but use of residential care is now increasing. For-
profit residential care institutions are not allowed (Matsuda 2013). The majority of
home help providers are private for-profit or non-profit organisations, with some
publicly owned providers.
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National and local governments are responsible for providing social care and social
services to children requiring protection and people with disabilities to support their
living and well-being.

3.3.2: Benefits and Limitations of the Japanese Model of Social Care

Six of the documents reviewed outline the strengths and limitations associated with
the Japanese model of care and social service provision. Specific limitations
identified were:

Social care policy is paternalistic and involves medical expertise in assessing
eligibility to disability services (Lindqvist and Lamichane 2018), which leaves
little scope for individuals to express their agency, choice and decision-
making capacities.

Expectations for families to provide informal care remain the norm, creating
challenges in an increasingly aging society where increasingly older people
will bear the brunt of caring for the oldest members of society (ibid;
Yamaguchi et al., 2022).

Informal care provision is a gendered issue with the majority of informal care
being carried out by women, resulting in lower employment opportunities and
quality of life for women (Washio 2019).

Social care services are dominated by medical models of care leading to
issues relating to general wellbeing and quality of life (ibid; Kurimoto 2021).
Rapid ageing of the workforce population leads to challenges with long-term
care funding via state subsidies.

Holistic care is not evenly achieved and people can be excluded through
unemployment and low employment (Kurimoto 2021).

The increasing number of migrant workers in Japan with poor safety nets has
led to increasing pressure for means tested reductions (Lindqvist and
Lamichane 2018).

Widening discrepancies between urban and rural social care provision (ibid).
Integrated services can be poorly coordinated (Kurimoto 2021).

Middle class individuals may face difficulties paying for care as subsidies are
applied only to those on a lower income (Steil 2022). For example, when
Japan’s compulsory public long-term care insurance scheme was
implemented in 2000, demand for services was higher than anticipated with
10 per cent of the over-65 population found to be eligible for social care
services, which then rose to 16 per cent by 2005 (Curry et al., 2018). This led
to the introduction of restrictions to entitlements including means testing for
accommodation and restrictions of home help services to those with the most
complex needs or to those who live alone (Curry et al., 2018).

User contributions in the form of co-payments mean that fewer poorer people
are taking up entitlements (Robertson et al., 2014).

In 2009, 10 per cent of the population evaded compulsory insurance
payments and either cannot access services or are more likely to delay
entering services (Robertson et al., 2014).

The literature also shows that despite these limitations the Japanese system has
several important strengths (Curry et al., 2018). Key strengths of the Japanese
model are:
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e Access to care is standardized.

e For people in employment, individuals’ contributions are shared with
employers. Premiums are determined and collected nationally and
redistributed to municipalities according to need.

e Maximum co-payment towards the cost of care is capped at 30 per cent for
the highest earners. This helps ensure equality of service receipt as if an
individual wants more services beyond their entitlement, they must pay 100%
of the costs out of their own pocket.

e State provision of services is generous and demand for additional services is
low.

e As contributions start at the age of 40, by then most people know someone
who requires care and can see the benefit of the system first-hand and,
therefore, are more willing to contribute.

3.3.3: Impacts of the Japanese model on Health Care and Population Health
Outcomes

None of the documents reviewed presented evidence of the impact that the social
care system has on health care services and population health outcomes. This
suggests that this is an area where future research could be undertaken, especially
as the long-term impacts of major social care reform will only now be fully evident
(20 years later). However, one article (Lee et al., 2020) discussed the impacts on
quality of life amongst people with disabilities, showing that because young people
with disabilities receive services from infancy to adulthood, there is consistency in
care and service provision, which in turn, improves quality of life and independence.

3.3.4: Enablers and Barriers to Effective Implementation and Delivery of the
Japanese Model of Social Care: Lessons Learnt and Recommendations for
Good Practice

Two documents highlighted key enablers of the effective implementation of the
Japanese model, with implications for best practice. Zhou and Zhang (2022) argue
that elder care requires strong multi-level regulation and, in the case of Japan, it has
been demonstrated that comprehensive and systematic policy for resource
integration together with rigorous evaluation and continual improvement can aid in
the successful national transformation of social care systems. Curry et al., (2018)
show how clear communication of the benefits and the contribution system to the
general public helped increase support for the new system. They also show the
importance of the need to be flexible as a result of fluctuations in demands for care
services and adjust eligibility criteria accordingly to control expenditure. In addition,
they show how making services easy to navigate by having a care manager
responsible for care plans can help to make an integrated system easier for users to
navigate.

3.3.5: Enablers and Barriers to the Long-term Sustainability of the Japanese
Social Service and Social Care Model: Recommendations for Best Practice

Okma and Gusmano (2020) and Curry et al (2018) provide details of enablers and
barriers to the long-term sustainability of the Japanese social care system. Okma
and Gusmano (2020) show that the main challenge is the growth of the aging
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population in Japan, which means that sustaining the system depends on willingness
to expand its welfare and insurance scheme for the provision of longer-term care.
Curry et al., (2018) show how sustaining the care workforce presents a huge
challenge to the long-term sustainability of the current system. Wages in social care
are relatively low compared to other professions and Japan faces a shortage of
approximately 300,000 care workers in the next 10 years. In addition, without greater
focus on prevention-focused health services and the promotion of wellbeing amongst
younger adults to delay people’s need for formal care services, the sustainability of
the model may face increasing challenges from the rise in people requiring
coordinated care in future years.

3.3.6: Considerations for the Potential Transfer of the Japanese Model of
Social Care

While the literature itself did not specify any particular considerations, several key
issues were implicated that have relevance when considering the potential of the
Japanese model for reforming social services and social care in Scotland:

e Japan has a much larger population than Scotland with 127.4 million people
(Curry et al., 2018).

e |t also has particularly stark demographic projections with an average life
expectancy of 84 (ibid).

e By 2040, the number of people aged over 65 is projected to increase to over
one third of the population (ibid), compared to nearly one quarter of the
population in Scotland.

e The population aged 80 or older in Japan has risen sharply, from 0.9% in
1970 to
8.2% in 2016, nearly twice that of Scotland (Curry et al., 2018).

e Japan’s economic growth rate is slow compared to that of other countries and
its total debt amounts to over 200% of its GDP (Plackett 2022).

e Japan’s low population growth in the 1990s means there are lower numbers
of working age adults today than in previous decades (Robertson et al.,
2014).
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3.4: New Zealand

3.4.1: Structure, Delivery, Funding, and Governance of Social Services and
Social Care

The New Zealand health care system is similar to that of the UK nations. However,
the social care system is different with most social care being part of a health board’s
allocation. The budget covers both care in people’s own homes and residential and
nursing care. Both types of care are subject to a needs assessment. Residential care
is asset and means tested. Personal care at home is included and provided for free,
subject to the individual district health board resource allocation for community-
based services (Morgan et al., 2019). Domestic care, such as cleaning and
shopping, is means tested and charged for. The health ministry funds and purchases
care for people with disabilities under the age of 65. A wide range of social service
support is available and services are focused on individuals, families, and
communities, and are delivered by a range of government agencies, non-
government organisations and for-profit providers. New Zealand has a larger range
of private sector care and service provision than the UK, and primary health
organisations contract with district health boards to provide a range of primary and
community services.

Social services for children and families cover a wide variety of activities and are
funded by the central Government. The Pépi, tamariki and rangatahi Maori
Indigenous people of New Zealand have specific rights to health and wellbeing under
Te Tiriti o Waitangi (Te Tiriti) (King et al., 2018; Moton et al., 2020), which forms the
foundation of the contractual relationship between the Maori nation, as tangata
whenua of Aotearoa, and the Crown. Te Tiriti articulates tangata whenua rights to
health and wellbeing for pépi, tamariki and rangatahi Maori under all four articles
collectively with the intent of Te Tiriti as expressed through the phrasing and words
of the text (King et al., 2018).

3.4.2: Benefits and Limitations of the New Zealand Model of Social Care

The following key strengths were identified from the literature focusing on the New
Zealand model:

¢ Integration of health and social care helps facilitate collaborative care
amongst providers (Morgan et al., 2019).

e Integration of health and social care services are better able to address the
care needs of those with complex needs (Morgan et al., 2019).

e Integration helps reduce barriers to care access (Morgan et al., 2019).

e Integrated care provision embedded upon an ethos of respect for socio-
cultural diversity has made positive steps towards addressing health and
social inequalities between Indigenous people and other New Zealand
citizens that result from the history and legacy of colonialism (Moton et al.,
2022).

e Integrated care can reduce reliance on informal care provision, which is
associated with lower workforce participation, poorer quality of life and mental
ill health stemming from carer burnout (Chan et al., 2021).

e Having a single vision for a single model can help facilitate strong leadership
and continuous staff development (Scobie et al., 2022b).
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However, negotiating diverse agencies for care provision can impose difficulties in
accessing care and support for service users (Morgan et al., 2019). In addition,
funding the system faces challenges due to an aging population (Parsons et al.,
2018). Recent studies have also highlighted functional deficits in provision for aged
care recipients with dementia (Chan et al., 2021), and suggest that greater
information support needs to be provided by allied-health organisations to improve
quality of life for care recipients (ibid). Care service users identifying as LGBTQ+ are
also reported to experience greater difficulties in accessing appropriate care services
(Moton et al., 2022).

3.4.3: Impacts of the New Zealand model on Health Care and Population Health
Outcomes

Moton et al., (2022) and Carlson et al., (2022) use findings from qualitative research
with culturally diverse young people to demonstrate how integration of services for
young people and an increasingly individualised approach to young people’s
wellbeing has helped to improve mental health outcomes in young people aged
between 16 and 20. Chan et al. (2021) use evidence from a comparative study of
New Zealand and Hong Kong to demonstrate that greater integration between health
and social care is effective in improving cognitive performance, daily function and
hospital stays amongst older people living with dementia. Scobie et al., (2022b)
examine the impacts of the introduction of the Canterbury model of integrated care in
New Zealand and suggest that redesigning and implementing different ways of
providing health and social care can have beneficial outcomes, especially in
reducing numbers of hospital admissions and emergency department visits amongst
older adults.

3.4.4: Enablers and Barriers to Effective Implementation and Delivery of the
New Zealand Model of Social Care: Lessons Learnt and Recommendations for
Good Practice

Five of the documents reviewed discuss important enablers and barriers to the
effective implementation and delivery of the New Zealand model. Parsons et al.,
(2018) uses evidence from the development and trial of a Casemix funding solution
for home-care services and user assessments from older people to improve flexibility
in approaches to care funding. They conclude that adopting this system within home
care services can help facilitate care that is more responsive to the changing needs
of older people. Robinson et al., (2021) also uses evidence from experimental
studies to examine how proactive primary care may help to reduce aged-residential
care placements for frail older people and concludes that enhanced goal setting,
care planning, regular follow-ups and enhanced assistance for health and social care
navigation helps to achieve positive outcomes. Morgan et al., (2019) uses qualitative
evidence with service users to reveal how integrated models founded on interagency
collaborative can help to improve care delivery and how divergent organisational
paradigms can compromise collaboration.

Scobie et al., (2022b) identify the following enablers as crucial to the success of the

Canterbury model of integrated health and social care provision: having a clear
vision of a ‘one system, one budget’ approach, investment in staff through training
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and skills development, and development of new models of service contracting and
integrated working. They explore how Acute Demand Management Systems (ADMS)
help to prevent patients being placed in hospital when they can be cared for in the
community and help to allow discharged patients to receive specialist care in the
community. They also show how electronic shared care record systems help to
improve information sharing between different parts of the integrated system without
increasing the risk of revealing confidential information. Wodchis et al., (2020)
examine how policy support can help to improve integrated care delivery and argue
that the frequent monitoring of indicators and quality in New Zealand helped to
improve care delivery standards. In particular, policies that emphasised partnerships
between health and social care organisations and non-governmental organisations,
particularly Maori-led organisations, helped to emphasise connections between local
providers of care. They also helped with the devising of programs of care that could
better address the social as well as medical needs of care users.

3.4.5: Enablers and Barriers to the Long-term Sustainability of the New
Zealand Social Service and Social Care Model: Recommendations for Best
Practice

Only one of the documents reviewed discusses the barriers and enablers of the long-
term sustainability of the New Zealand model. Scobie et al., (2022b) explains that the
success of the Canterbury model may be at risk due to its financial position and
significant changes of leadership. In addition, while the Canterbury model may result
in lower spending on emergency hospital care compared to the rest of New Zealand,
this requires increased spending on community-based services. Funding provision
through the current system of taxation may also be difficult to sustain in the future
owing to the aging population.

3.4.6: Considerations for the Potential Transfer of the New Zealand Model

While the literature itself did not specify any particular considerations, the following
issues should be noted when considering the potential of the model for reforming
social services and social care in Scotland:

e New Zealand has a similar population level to that of Scotland

e By 2051, there will be 1.18 million people aged 65 and over in New Zealand,
representing an increase of 165% since 1999, with older people expected to
make up 26% of the total New Zealand population of just under 5 million
(Morgan et al., 2019).

e Adults over the age of 85 have the highest growth rate (ibid).

e Life expectancy is 81.7 years (ibid).

e While Scotland does not have an Indigenous minority population like New
Zealand, lessons learned from experience of incorporating socio-cultural
diversity in health and social care delivery to reduce the health and social
inequalities prevalent amongst minority groups may provide valuable insights
for enhancing care and services to better meet the needs of minority
population groups.
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3.5: Switzerland

3.5.1: Structure, Delivery, Funding, and Governance of Social Services and
Social Care

Switzerland is a federal state divided into 26 cantons and its long-term care system
is financed by directly by contributions from taxation and a compulsory health
insurance system that also provides for social care service provision (Swiss Federal
Social Insurance Office, 2015, in De Pietro et al., 2015). People on lower incomes
are eligible for subsidies and those with the lowest incomes who receive welfare aid,
have their premium paid for by the government. Approximately 40 per cent of the
population have their premium subsidized or fully paid by the government. However,
all earners earning above a certain income level all have to pay the same premium.

The Government provides non means tested long-term care allowances under the
social insurance scheme according to acuity levels. For example, an older individual
is defined as moderately dependent if they require regular assistance with at least
two aspects of personal care or permanent personal supervision, whereas severely
dependent people require regular and personal assistance to meet their care needs
(Becker & Reinhard, 2018). Professional care can be delivered at home or via
institutional care. However, the federal governance system means that social care is
not delivered in the same way across the different cantons (Courbage et al., 2020).

Owing to the expansion of the older-age population, social care costs increased from
CHF 10.8 billion to CHF 12.6 billion between 2012 and 2017 and now represent 2%
of Swiss GDP. Various stakeholders are involved in financing social care. Using
direct and indirect financing, the State Government takes over 10% of expenditures.
Direct financing is provided through allowances paid to older adults in need of care,
while indirect financing comes from covering parts of the institutional care costs.
Another 30% of the costs fall under the responsibility of the social health insurance
scheme. This covers medical care costs, but does not account for accommodation
costs (e.g., lodging and meals). Households are responsible for covering the
remaining 60% of the costs (Swiss Re, 2014). In the case of at-home care, this
includes household and family assistance, monitoring and assistance, meals on
wheels, and reduced mobility transportation. For institutional care, it includes costs
related to accommodation services (lodging, feeding, and laundry) (Fuino et al.,
2022). Care services are provided by an array of private and public providers.

3.5.2: Benefits and Limitations of the Swiss Model of Social Care

Specific strengths identifiable from the literature were:
e Internationally, the Swiss system ranks well regarding quality of care, access,
efficiency, equity, and promotion of healthy lives (Fuino et al., 2022).
e Users are offered a large choice of services (ibid).
e Inter-institutional collaboration and integration of health and social care
services help to enhance care provision (Filliettaz et al., 2018).

However, the following limitations were also identified:
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e Fragmentation of social care governance and delivery, with responsibilities
divided between the federal, cantonal, and local levels, increases the risk of
sub-optimal quality of care (Gerritzen and Kirschgassner 2018).

e Reform in the integration of services has predominantly focused on health
care rather than social care services (Felliettaz et al., 2018).

e Lack of federal regulatory frameworks and policies for integrated care

e High out of pocket contributions from care users (Filliettaz et al., 2018).

e An ageing population is putting strain on the current system of financing social
care (Eling 2020; Schusselé Filliettaz et al., 2021).

e Lower income earners have to contribute a greater proportion of their income
towards financing the system than those with higher incomes for both direct
payments and mandatory insurance (Gerritzen and Kirschgassner 2018).

e Insurance premiums are determined by private health insurance providers.
State-level actors can only indirectly influence this via regulation (Gerritzen
and Kirschgassner 2018).

e Premium subsidies are the responsibility of the cantons. As a result, large
cross-cantonal differences in eligibility conditions and premium subsidy levels
exist (Gerritzen and Kirschgassner 2018).

e Limitations in professional support available for informal care providers,
especially young care providers (Frech et al., 2021).

e System complexity can make options for care delivery difficult for users to
navigate (Nicolet et al., 2022).

3.5.3: Impacts of the Swiss model on Health Care and Population Health
Outcomes

None of the documents reviewed presented evidence of impacts of social care
delivery for health care systems and on population health outcomes.

3.5.4: Enablers and Barriers to Effective Implementation and Delivery of the
Swiss Model of Social Care: Lessons Learned and Recommendations for Good
Practice

The literature identifies several important enablers and barriers to the delivery of the
Swiss model of social care. Eling (2020) explains that many international studies and
the World Bank have concluded that Switzerland has a good retirement system and
good healthcare provision, with the combination of a mandatory health insurance
scheme, taxes at the municipal level, and out-of-pocket expenses, making the
financing of long-term care more diversified and less vulnerable than systems funded
by one means alone.

Nicolet et al., (2022) explain that the diversification of responsibilities in care service
provision make chronic care integration particularly challenging. However, they also
acknowledge that better integration of health and social care services can help
eliminate inefficiencies in the system through enhanced coordination and better
alignment with user needs.

Schusselé Filliettaz et al., (2021) identify various programs and policy developments
that have helped to enable greater integration of health and social care services for
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better delivery and user outcomes. They explain that the National Dementia Care
Strategy helped to develop common frameworks for managing dementia and led to
the development of recommendations to improve the continuity of care and inter-
agency coordination of services. In addition, the 2015 Onwards: National Project on
the Coordination of Care set out recommendations for improving care quality by
focusing on improved processes for meeting user needs. The 2017-2020 Promotion
of Interprofessional Collaboration in Healthcare helped identify good practice in
fostering the coordination of care and interprofessional collaborations and
highlighted the need for quality indicators and greater legal clarification about the
responsibilities of non-medical care providers. The 2020-2030 Federal Council’s
Health Strategy has eight main objectives aimed at improving outcomes, including
improving healthy ageing and increasing the quality and coordination of care. In
addition, the strategy aims to control costs and their burden on low-income
households and promotes greater coordination of services and resources between
stakeholders.

3.5.5: Enablers and Barriers to the Long-term Sustainability of the Swiss Model

Only one of the documents focuses on the long-term sustainability of the Swiss
model. Eling (2020) explains that, at present, the personal contributions of those in
need of care account for a high proportion of total financing in Switzerland compared
with other countries (30%, while the average internationally is only 13.5%). If this is
maintained, the financial burden on those in need of care and on the municipals will
reach the limits of feasibility in the near future.

3.5.6: Considerations for the Potential Transfer and Implementation of the
Swiss Model

The following contextual factors should be noted when considering the feasibility of
adoption the Swiss model:

e Swiss residents have a high life expectancy compared to other Europeans
(e.g. 85.6
years for women in 2020) (Nicolet et al., 2022).

e Switzerland is a federal state with differences in governance present in each
of the cantons.

e The principles of subsidiarity, liberalism, federalism, pragmatism, and direct
democracy are considered to be important foundations of the political culture
in Switzerland and are reflected in the constitution, in federal and cantonal
laws. and in the legal and institutional framework governing health and social
care provision (Robertson et al., 2014).

e According to the principle of subsidiarity, responsibility for public provision
should be assigned to the lowest possible level. This explains why health
policy is first and foremost a cantonal competence and why only tasks that
cannot be taken care of by the cantonal authorities are delegated to the
federal level (Eling 2020).

e The influence of direct-democratic institutions is considerably high in
Switzerland and interest groups have important leverage in care policy reform
(Eling 2020).
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3.6: Alaska

3.6.1: Structure, Delivery, Funding, and Governance of Social Services and
Social Care

The delivery, structure, and governance of social care services in the state of Alaska
differs from that of the other US states. Alaska also has particular arrangements
regarding the provision of care for Indigenous Alaskans. The Cost of In-Home Care
in Alaska costs $763 more per month than the national US average of $4,957,
according to the 2021 Genworth Cost of Care Survey. Residential care costs in
Alaska are $1,331 above the US national average of $4,290 and significantly higher
than the majority of other states. Alaska also has its own version of Medicaid, known
as DenaliCare, which covers some of the costs associated with home care and is
administered by the Alaska Department of Health and Social Services Division of
Public Assistance. Eligibility is determined by financial need, so applicants must be
able to prove that they are at or below a certain income level. It provides funds for in-
home care through the Personal Care Services (PCS) program and the Alaskans
Living Independently (ALI) waiver. The Alaskans Living Independently (ALI) waiver
provides care options and financial assistance for those who would prefer to remain
in their own home rather than enter assisted living facilities or nursing homes. Along
with assistance paying for personal care and household tasks, the waiver also
covers home modification, respite services, adult day care and skilled nursing.
However, the waiver is not an entitlement and only a certain number of recipients
can receive it at any one time, which means there may be a waiting list. The Alaskan
Medicare, like other Medicare systems, does not cover the cost of non-medical home
care. However, it may provide some coverage for medical home care, referred to as
“‘Home Healthcare”, for individuals who are homebound and have a referral from
their doctor.

Aging in place has many benefits for Alaska seniors, including remaining connected
with family and friends and living in a familiar environment. This can be especially
important for Indigenous Alaskans who have particularly strong cultural connections
to local environments (Lewis 2021). The community is also an important focal point
for successful aging amongst Indigenous Alaskans (Lewis 2021). The presence of
elders in communities is also important for intergenerational transmission of cultural
knowledge (ibid), and thus aging in place is important for both the sustainability of
the community and for sustaining important cultural traditions. Alaska seniors can
access a wide range of community-based services and programs through Senior and
Disability Services. Direct services include case management, congregate meals
through the federal Senior Nutrition Program, and health screenings.

In addition, the Alaska Area Indian Health Service (IHS) works in conjunction with
Alaska Native Tribes and Tribal Organizations (T/TO) to provide comprehensive
health and care services to 163,835 Alaska Natives. Approximately 99% of the
Alaska Area budget is allocated to T/TOs who operate under the authority of Indian
Self-Determination and Education Assistance Act, Public Law 93-638, as amended.
The Alaska Area maintains 11 Title | contracts with Alaska tribes and tribal
organizations and negotiates one Title V compact with 25 separate tribal funding
agreements each year. The Alaska Tribal Health Compact is a comprehensive
system of health care that serves all 228 federally recognized tribes in Alaska.
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In the 1990s, the Southcentral Foundation in Alaska introduced the SCFNuka model
of primary care which has been recognised as being one of the most successful
examples of health system redesign in the United States and internationally. Nuka is
a multi-speciality primary and community health care provider specific to the
Southcentral Alaska region. It developed following consultation with Alaskan Native
leaders who found that individual health care was not being met across the
population (SCFNuka White Paper Medical Services 2017). Key features of the
SCFNuka system include: structural integration across all services, care staff and
specialist care in hospitals; horizontal integration with hierarchies removed and team
members regarded as peers; a patient-focused approach where customer-owners
are considered care team members, and all decision-making regarding how care is
provided includes community members in each step of the process (Saskatchewan
2020). While the model is primarily a primary care system, it does provide a greater
degree of integration of health with some aspects of social care delivery. However, it
remains the case that very little social care is involved except via the Eldercare
programme for over 55s, which offers social events aimed at improving quality of life
and wellbeing (Scobie et al., 2022b).

The Maniilaq Social Medicine Program (SMP) inaugurated by Northwest Alaska’s
regional tribal health organisation in 2017 promotes greater tribal, health and social
service integration to help promote the Alaska Native right to health and address
stark inequalities between the health outcomes of Indigenous Alaskans and the rest
of the population. It aims to deliver equity by building a system of care ground in
social medicine theory and practice. The Maniilaq Association is the sole health care
and social services provider for 12 circumpolar Inupiat (Alaska Native) villages in the
remote Alaskan Arctic and serves a total population of population of 8,391, 83% of
whom are Alaska Native (Trout et al., 2018). To fund its early work, SMP has
received several federal grants to support care system planning, infrastructure
development, and service expansion, including the provision of tribal doctors, chore
support and transportation for elders, disability services and other social
programmes (Trout et al., 2018).

3.6.2: Benefits and Limitations of the Alaskan Models of Care

Specific strengths identifiable from the literature were:

e Greater recognition of the importance of the need to provide community care
and services aimed at aging in place (Lewis 2021).

e The potential of the Maniilag Social Medicine Program for reducing
inequalities in health outcomes (Trout et al., 2018).

e High levels of satisfaction with care delivered under the SCFNuka model
(Scobie et al., 2022b).

e Specifically tailored to meet the health care needs of a cultural minority group
in the case of the Maniilaqg and SCFNuka models, moving from respecting
diversity in service delivery towards developing systems based upon diversity
and recognition of the specific needs of minority groups (Trout et al., 2018).

However, the following limitations were also identified:
e Lack of similar programs in other regions of Alaska for meeting the needs of
Indigenous Alaskans (Trout et al., 2018).
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e The focus of these programs is primarily on health care, with little or no
funding support available for social care support (Scobie et al., 2022b).

e Lack of funding for social care negatively impacts upon the potential of the
Maniilag program to be able to realise its aims in practice (Trout et al., 2018).

e Funding for social care support remains highly limited for all Alaskans (Lewis
2021).

3.6.3: Impacts of the Alaskan Models on Health Care and Population Health
Outcomes

While none of the documents in the sample provided evidence of the impacts of
social care delivery for health care systems and population health outcomes
amongst all Alaskans, one document provided evidence of the benefits of the
Maniilag and SCFNuka programs for Indigenous Alaskans. Scobie et al. (2022b)
explained that SCFNuka resulted in a reduction of 36% in emergency department
visits and hospital admissions amongst service users. It also explained that
SCFNuka exceeds the 90th percentile in HEDIS4 measures for diabetes annual care
testing and control and exceeds the 75th percentile in HEDIS measures in: breast
cancer screenings, cervical cancer screenings, and paediatric BMI screening.

3.6.4: Enablers and Barriers to Effective Implementation and Delivery of the
Alaskan Models of Care: Lessons Learned and Recommendations for Good
Practice

Two of the documents reviewed highlight enablers of effective implementation and
delivery of the SCFNuk and Maniilag models of care. Scobie et al., (2022b)
discusses how the holding of a shared vision helped to provide staff with clarity
regarding their responsibilities and that change was facilitated by engaging and
listening to indigenous care users about they wanted and needed in terms of
healthcare and allowing them to participate in decisions about how their needs could
be met. They also identified four key areas of structural change that were considered
integral to the successful development of the SCFNuka care model. These were
changes in medical service provision to provide care to communities in rural and
isolated villages, introducing behaviour health professions to provide same day
interventions, changes in strategic planning to ensure that plans were transparent
and accessible to all that required access, and the redesigning of data management
and information sharing systems to increase accessibility of records for all
employees. Trout et al., (2018) also identifies important enablers of effective service
delivery for the Maniilag program, including: the creation of health care partnerships
to prevent understaffing and problems caused by limited resources for complex care
management; creation of a regional hub for learning to train health workers and learn
from community experts, and help build relationships between community members,
health care providers, tribal government and social services workers; and
engagement of community experts to promote the right to health.

3.6.5: Enablers and Barriers to the Long-term Sustainability of the Alaskan
Models of Social Care

None of the documents discussed opportunities and challenges to the long-term
sustainability of the Alaskan models of care.
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3.6.6: Considerations for the Potential Transfer of the Alaskan Models

One of the documents directly discussed the transferability of the SCFNuka model
for implementation in Scotland. Scobie et al., (2022b) explain that SCFNuka pilots
that have been identified in Scotland include Isle of Eigg (Baird, Kings Fund 2018)
and Forfar (Baird, Kings Fund 2018; Audit Scotland 2016). The Scottish Government
have also highlighted that Health Boards should be aware of the SCFNuka model
especially regarding modernising primary care (Scottish Government 2015, in Scobie
et al., 2022b). However, the only evaluation of a Scottish pilot available is the is the
Fife “Tayriver” pilot, which was considered unsuccessful after a six-week internal
evaluation (Scobie et al., 2022b). This finding suggests that different models of
community-led health care may be difficult to transfer across national contexts and
demonstrates that prior acceptance of the program by relevant stakeholders is
required for effective transfer (Scobie et al., 2022b).
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3.7: Nordic Countries (Nordic/Scandinavian Model)

3.7.1: Structure, Delivery, Funding, and Governance of Social Services and
Social Care

The Nordic (or Scandinavian) Model of Social Care is underpinned by the principle of
universalism. Eligibility for social care services is based on need rather than
contributions and care services are provided for free so that all citizens who require
social care and services can access them. The foundation for children’s social
services and long-term care services for older people is a public universal service
model. Until the 1990s, services were based almost completely on public provision.
The state and local authorities heavily subsidise care services, financed through
income and local taxes. National legislation guides levels and quality of services.
Responsibility for setting policies in practice lies entirely with local authorities who
devise needs assessments, entitlements, and specific organisation, regulation, and
contents of service delivery. National level legislative frameworks allow locally
devised solutions to govern care provision.

Since the 1990s, changes in policy in Sweden, Norway, Finland, and Denmark has
transformed the delivery of social care services into a more hybrid public-private
approach, with greater involvement of the market in service provision and greater
user contribution to the costs of care. The main reforms involved the introduction of
contracting practices, where local governments were allowed to contract service
provision to private firms and organisations, and the introduction of new
organisational models where care users are able to choose between competing
providers. The Nordic model is not a single model per se, but rather refers to
commonalities between the Norwegian, Swedish, Finnish, and Danish models of
social care. While all four care systems are based upon the principle of universalism
and are funded and governed in broadly similar ways, subtle differences exist in the
structure, delivery, and governance of each of the nations’ social care systems.

Sweden

The Swedish Governmental Bill of 1992 separated purchaser and provider functions
and allowed local authorities to contract out eldercare provision to private providers,
including for-profit firms, through competitive tendering. In Sweden, local authorities
are responsible for regulating social care through contractual agreements and for
assessing needs to determine eligibility of care. In 2008, the Swedish parliament
enacted legislation enabling user choice of provider. However, it is not mandatory for
local authorities to implement the reform (SFS 2008, 962). If they chose to do so, the
reform stipulates that local authorities must enter into a contract with all providers
that meet their essential establishment requirements. The providers are thereafter
free to establish themselves in the local eldercare market and are reimbursed by the
municipality based on how many users they attract, according to a pre-determined
formula. Nearly half of local authorities have introduced user choice in home-based
care, with less than 10 per cent offering choice in residential care. Over a quarter of
home-care users and nearly a quarter of residential care users receive privately
provided care (National Board of Health and Welfare, 2018). Funding of the system
remains public and user fees are capped at a maximum as regulated by the Social
Service Act. User fees cover approximately only four to five per cent of the eldercare
costs. Reforms have also meant that private providers are allowed to supply
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additional services to users, which they pay for privately (Governmental Bill, 2008).
Fewer than 10 per cent of care recipients currently utilise this opportunity.

Denmark

Denmark operates a similar social care model to that of Sweden. In 2002, the
national parliament enacted a law on Free Choice of Provider (Act 399 06/06/2002)
which amended the Social Service Act and obliged municipalities to offer a choice of
home-care providers (Act 150 16/02/2015). The legislation however, only regulated
homecare for older people and the delivery of residential care was not subject to
user choice. Local authorities must contract all providers that meet pre-determined
local authority requirements. To empower users and increase quality, providers are
given the freedom of establishment and are reimbursed based on the number of
users they attract (Act 329 18/05/2005). Eligibility for services is determined on the
basis of needs and the system is still funded by public funding through income tax.
Home-care users do not pay fees, but local authorities can, within predetermined
limits, charge a fee for rent and services provided through the residential care (Act
150 6/02/2015). Residential care services are still characterised by public provision,
while the role of private provision in home care has increased dramatically since
2002 (Bertelsen and Rostgaard, 2013). Home-care users of private providers can
top-up their needs-assessed care by purchasing extra time or more frequent
services from their provider (ibid). In 2012, the right to offer additional services was
extended to public providers in nine Danish local authorities (Act 550 18/06/2012).
Since 2013, local authorities have been able to create choices in home-care
provision through the introduction of vouchers, underpinned by national level
legislation (Act 326 23/03/2013). Users are able to choose freely between all care
companies registered, with agreements being signed directly between users and
providers (Act 150 16/02/2015).

Finland

In Finland, since the 1990s, local authorities have been able to contract-out the
provision of residential and home-based care to private for-profit providers (Act
23.12.1992/1505). In 2004, the national parliament provided a legal framework for
local authorities to utilise service vouchers as a means to increase user choice in the
provision of home-care services. In 2009, the Act on Health and Social Service
Vouchers, extended the ability of local authorities to use vouchers in all aspects of
health and social services (Act 24.7.2009/569). Finnish municipalities are not obliged
to implement the act on service vouchers and it has been implemented in just over
half of the municipalities. Providers of homecare and residential care must be
approved by the local authorities. For a provider to be approved, the quality must be
at least the same as for public provision and local authorities can also require higher
quality than the minimal levels regulated by law (Governmental Bill, 2009). Eligibility
for aged care at home is determined on the basis of need. All needs-assessed care
is funded by taxes and income-adjusted user fees. User fees are higher in Finland
than other Scandinavian countries and cover up to 20 per cent of the cost. Users are
able to use local authority service vouchers to select care provision. The value of the
voucher is set by the local authority based on the user’s needs for care and is
adjusted for income and, in this sense, the Finnish choice system rests on public
funding. There is no regulation of the costs that private providers can charge for their
services, which means that costs that exceed the voucher value need to be paid by
the user. However, local authorities have the power to exclude providers if they
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consider their prices to be too high (Governmental Bill, 2009). No contract is entered
into between local authorities and the private providers of care. Instead, agreements
are made between users and providers. Local authorities are responsible for
ensuring quality of care service delivery. If care users do not wish to use the voucher
system, local authorities need to ensure they can access care through in-house or
contracted provision. Private providers can supply additional services that users can
purchase privately (Governmental Bill, 2009).

Norway

An important difference between Norway and the other Scandinavian countries is
that Norway has not enacted any national legislation for user choice. However, all
local authorities are free to determine the organisation of the provision of care
services, so long as all those in need have access to publicly funded care. Eligibility
to care is based on need. Local authorities have the option of introducing user choice
models if they wish to do so (Act 2011-06-24-30). In contrast to the other Nordic
countries, user choice in Norway does not necessarily involve private providers.
Instead citizens can be offered a choice between public and private providers or
between different public providers (Vabg & Szebehely 2013). The majority of local
authorities have not separated out the functions of purchaser and provider. A small
number have allowed private care providers to offer additional services that can be
privately purchased.

3.7.2: Benefits and Limitations of the Nordic Model of Social Care

The following benefits and strengths of the Nordic model were identified from the
literature in the sample:

e Services are provided to all citizens who require social care (Greve 2022;
Moberg 2017).

e The Nordic model, especially the Swedish provision of social care is seen as
a ‘best practice’ example by international standards, because of the
generosity of its coverage and low user charges (OECD 2013). The Swedish
government spends a higher proportion of GDP on social care than any other
OECD country except the Netherlands.

e While local authorities have the freedom to organise care delivery, the system
is supported by national level legislation which ensures equality of levels of
care service provision and the quality of services (Moberg 2017).

e More power of choice was transferred to care users as a result of reform,
which allows service users to exercise their agency and decision-making
capacities in choosing their own care path if they wish to do so, with
appropriate quality controls in place to protect users (Moberg 2017, Scobie et
al., 2022a).

e Costs charged by private providers are capped, except in Finland where local
authorities instead have the power to exclude providers if the costs they
charge are deemed to be too high (Moberg 2017).

e Changes to the system, implemented by the reforms, means that the system
is more responsive to the challenges faced by Scandinavian countries as a
result of an ageing population (Puthenparambil et al., 2017).

e Coordinated funding can help to align the aims of an integrated resource
mechanism (Scobie et al., 2022a).
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However, the following challenges and limitations were also identified:

¢ Difficulties in communication between providers and care professionals can
damage care user experience and little evidence is available on how best
practice in collaboration and communication can be embedded in the system
(Scobie et al., 2022a).

e Fragmentation of care providers for those with the most complex needs can
lead to reduced quality of care (Schultz et al., 2019; Scobie et al., 2022a).

e High level framework legislation can be argued to limit local autonomy when
used in conjunction with parallel national policies to implement rules and
incentives that local social care commissioners and providers are required to
follow (Scobie et al., 2022a).

e The introduction of marketisation challenges universalism and paying for
additional services challenges the principle of equality of access (Scobie et
al., 2022a; Szebehely and Meagher 2018).

e Providing user choice in the form of cash for care can challenge integrated
care provision, lead to uncertainties in funding for care providers, and may
also lead to fragmentation of service provision (Scobie et al., 2022a).

e Increased competition has increased instability in the market of home care for
the elderly and increased costs for local areas (Scobie et al., 2022a).

e Evidence from the pan-European Survey of Health Ageing and Retirement in
Europe (SHARE) suggest the reforms have resulted in increasing inequality in
access to care, with those on the lowest socio-economic position having lower
access to social care and greater levels of unmet need (Scobie et al., 2022a;
Greve 2022).

e Those with the highest incomes were more likely to benefit from private care
(Scobie et al., 2022a).

3.7.3: Impacts of the Nordic Model on Health Care and Population Health
Outcomes

Several articles discuss the impact of recent reform and integrated care provision
programs on population health outcomes. The impact of social care integration of the
HSC programme in the Norrtaelje area of Sweden was linked to lower emergency
department visits for over 65-year-olds, while overall emergency department visits
have remained higher than the rest of Stockholm (Scobie et al., 2022a). In Finland,
levels of healthcare use decreased after the introduction of integrated care.
However, in Norway, medical visits varied little with social care level (Scobie et al.,
2022a). Puthenparambil et al.’s (2017) study of the impacts of the increased
marketisation of at-home social care services in Finland showed that those whose
care involved relied mostly on public service provision, reported poorer health than
others and were more likely to be financially poorer, have lower education levels and
have unmet care needs than those who relied more heavily on services financed
privately. According to the results, the wealthy were also healthier than others. This
raises a concern that ability to top-up care with private finances could potentially
exacerbate existing health inequalities between the wealthiest and poorest members
of society.
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3.7.4: Enablers and Barriers to Effective Implementation and Delivery of the
Nordic Model of Social Care: Lessons Learned and Recommendations for
Good Practice

The following enablers and barriers to the successful reform of social care services
were identified in the literature that focused on the impacts of reforms to the Nordic
model. While the introduction of marketisation potentially challenges the universality
of care, the extent to which the introduction of a market-based approach diminishes
the universalistic character of social care systems fundamentally depends on the
generosity and quality of the public system. If publicly funded social care services
remain so comprehensive that few demands for top-up services are made they will
not impair universality. However, if reliance on private topping-up services increases
and usage becomes unevenly distributed among groups of users, it risks
undermining comprehensive usage, especially if entitlement criteria for public
services becomes stricter (Moberg 2017). In addition, universalism can be
maintained if attention is given to how the use of additional services is distributed
and how this interacts with the political commitment to finance care (ibid).

Research conducted in Denmark found that the introduction of quality control,
separation of purchasing and provider functions, customer choice and competitive
tendering has resulted in increased standardisation of needs assessments, leaving
less room for professional judgement and care workers’ flexibility in relation to the
needs of the individual service user (Rostgaard 2012). These transformations have
led critics to suggest that what is taking place signifies an erosion of the welfare
ethos which undermines the occupational agency of the care workers and makes
care workers feel unable to provide what they define as good quality care (Tufte
2013). However, it has also meant making social entitlements more visible and the
requirement for local authorities to make quality standards public has helped to
enhance public knowledge of care options available. Opposition to the reforms in
Denmark included concerns about the lack of requirements for formal qualification of
workers employed in the private sector (Rostgaard 2012).

A number of policy features were also deemed to limit the success of reforms to the
Nordic model in Denmark. One challenge was that the reforms in Denmark were
argued to have changed the logics and prioritisations of care towards more physical
care and re-ablement approaches, thereby devaluating relational and emotional care
work. This has meant that assessment of care needs has been re-focused towards
functional ability and has become goal oriented, with care services provided and
communicated as a means to an end. This has created new risks of user needs
being unmet and introduced a perspective than runs counter to the principle of health
prevention initiatives as a policy line. The logic of reablement has also meant that
older people are sometimes less likely to seek out care as there are more obligations
attached to a system that approaches entitiement via changes in functional ability
(Moberg 2017).

3.7.5: Enablers and Barriers to the Long-term Sustainability of the Nordic
Model

The review identified a number of key enablers and barriers to the long-term
sustainability of the Nordic model. While Nordic social care and service provision are
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based upon universality, general tax financing, high decommodification, high labour
market participation, equality and generosity, a key question is whether achieving
these key characteristics is still possible in the future, given an aging population.
Population aging is predicted to acutely impact Scandinavian countries over the next
few decades, with older people over the age of retirement placing increased
pressure on the terms of universal access to health care and fewer numbers of
people of working age being able to provide the finances to fund the system through
employment taxation (Greve, 2016). The Nordic countries have, to a large degree,
already modified their pension systems in anticipation of some of these changes, but
planning for the growth of welfare state services has not taken place on the same
scale (Greve 2022). In recent decades, income inequality has also risen in Denmark
and Sweden, which together with increases in private care services paid for by the
user, pose challenges to the principle of equality (ibid). Migration can also be seen
as a potential challenge to the sustainability of the Nordic model as international
migration can pose challenges to public perceptions of traditional social solidarity.
However, Nordic countries still continue to hold some of the most positive views on
the contribution of migrants to societal development (Brochmann and Dglvik, 2018).
Welfare chauvinism is also less pronounced compared to other European countries
(Ejrnaes and Greve, 2019).

While the growth of privately financed services is regarded as an enabler of rising
inequality in care receipt and in unequal health outcomes between the wealthiest
and the poorest members of society, one study suggests that this could potentially
be mediated by re-directing public funding and using tax rebates and vouchers to
support the use of private care services. This is because if users of private services
have better health than other service users, then public money is not being well
allocated towards achieving greater equality in health and wellbeing (Greve 2022).

Nordic welfare states also have relatively decentralised administration and
centralised funding. This can be argued to potentially pose new moral risks that
threaten the sustainability of the Nordic model in the context of marketisation reform,
as the benefits of social insurance can diverge and private actors may be tempted to
‘overutilize’ centrally financed social insurance benefits. However, it has also been
suggested that the creation of more co-financing schemes for social insurance in
Sweden could considerably reduce existing incentives to overutilize social benefits
(Greve 2022).

3.7.6: Considerations for the Potential Transfer of the Nordic Model of Social
Care

While the literature itself did not specify any particular considerations, the following
issues should be noted when considering the potential of the model for reforming
social services and social care in Scotland:
e Social care services and provision in the Nordic countries is traditionally
underpinned by the principles of universality and equality (Greve 2022).
e Nordic states operate devolved governance in regulating and organising
social care, with overarching national legislation that allows local authorities to
exercise flexibility in care delivery arrangements (Greve 2016).
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Scandinavian countries are facing the challenge of an older population that is
growing fast. For example, in Finland it has been projected that the population
aged 65 and over will rise to 26% by 2030 and 28% by 2060 (ibid).

Nordic welfare models and social care services and support are underpinned
by the principle of gender equality and dual-earner households, and thus less
emphasis is placed on informal or familial care to meet the care needs of
older residents than in countries like Japan (Moberg 2017).

Nordic countries score very highly in terms of major welfare and development
indicators, with Norway and Denmark ranking first and fifth in the United
Nations Human Development Index. Wealth inequality in Nordic states
exceed that of Japan but are lower than in France, Germany, the UK, and US.
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3.8: EU Countries (Netherlands, France, and Germany)

3.8.1: Structure, Delivery, Funding, and Governance of Social Services and
Social Care

Social services and social care systems vary across the different EU countries.
Given the objectives of this report together with the timeframe of production, the
review of the EU countries social care systems was limited to that of the
Netherlands, Germany, and France — all of which have systems based on mandatory
social insurance schemes.

Netherlands

The Netherlands was the first country to establish a universal social insurance
scheme for social care needs in 1968. A universal social insurance scheme called
AWBZ pays for the care of older and disabled people. This covers both home care
and residential care, including accommodation costs. Social care is also closely
integrated with health care and long-term hospitalisations, rehabilitative services and
nursing care are also included and funded by the AWBZ insurance scheme. Care
provision is determined by a needs assessment. Complex cost-sharing
arrangements apply and care users have the option to receive a personal budget to
pay for personal care, home nursing, and support with daily activities. Budgets are
calculated based on the number of hours of care needed, and users must top up
their budget with income-related contributions to buy the level of care they are
assessed to need. The budget can be used to pay relatives for providing informal
care and carers can also apply for a ‘compliment for carers’ payment (Robertson et
al., 2014). The compulsory social care social insurance scheme is administered by
private insurance companies and paid for via an income-related premium deducted
from the wages of all citizens aged 16 and over and an employer contribution paid
for via payroll taxes (Gleckman 2010). Individuals who use services also have cost-
sharing obligations that vary depending on their income level, their family status, and
the location of their care. Approximately three-quarters of the programme’s costs are
paid for by individuals via co-payments or premium contributions, with the rest
covered by the general insurance fund (Gleckman 2010). The number of people
receiving home care is on the rise, while the numbers in residential and nursing
homes has been falling (Schafer et al., 2019).

France

Like the Netherlands, France also has a universal mandatory long-term care
insurance scheme called the Allocation Personalisée Autonomie (APA) that was
introduced in 2002. It provides a basic level of care assistance to all residents aged
over 60 who have care needs above a government determined threshold (Robertson
et al., 2014). Needs are categorised on a six-point scale that accounts for capacity to
conduct daily activities and mental health status. The needs assessment does not
consider the amount of informal or familial care provided when assessing a person’s
care requirements. The means test is based on taxable income and personal assets.
In residential care, individuals pay for their own accommodation costs and personal
expenses, however those with low incomes receive a subsidy towards these costs.
Nursing care in residential homes is paid for by the state health insurance system,
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while other personal care is paid for by the individual using their APA benefit and
their own contributions (ibid). For home care, the extent of financial support and the
type of service provided depends on an individual’'s level of need, and their financial
means. The government covers between 0 and 90 per cent of the cost of a person’s
care package, up to a maximum which differs by the level of care provided. Above
that threshold, individuals must pay the full cost of their care. Although the APA
subsidy cannot be used to pay a spouse or partner for providing informal care, it can
be used to employ another relative or carer to perform specific tasks that are part of
a defined care package (ibid).

The APA is funded by general taxation at central and regional government level. For
some people with home care needs below the level covered by the APA, a home
help allowance is available called Caisse Nationale d’Assurance Vieillese (CNAV)
(Forder and Fernandez 2011). To cover additional costs there is a fairly large private
long-term care insurance market, with around 15 per cent of the population aged
over 40 holding private plans. Insurance premium payments are not taxable, and are
not included in the APA means test. Indemnity policies, whereby individuals receive
a predetermined income once they reach a certain level of dependency, are the most
popular type of long-term care insurance policy. In recent decades, the government
also introduced tax incentives to encourage people to pay privately for their own care
and families can deduct 50 per cent of the cost of employing personal and domestic
staff at home from their tax contributions, and 25 per cent of residential care costs,
up to a maximum set by government. The incentives do not apply to private
payments for care covered in part by the APA subsidy (Forder and Fernandez 2011)

Fifty-seven per cent of residential care facilities are publicly owned, 27 per cent are
not-for-profit private institutions and 16 per cent are for-profit facilities (Robertson et
al., 2014). Intermediary services have also been introduced over the past decade to
provide respite care for frail older people who are not in residential homes (ibid).
Self-employed physicians and nurses mainly provide home care, with some
provision from community nursing services. Community nursing services are mainly
private non-profit organisations, although some are publicly owned and this care is
paid for by the public health insurance system (ibid).

Germany

A mandatory system of long-term care insurance covers both aged care and care for
people with disabilities of working age. Contributions are collected as an income tax
which is divided equally between employer and employee. Pensioners also make
contributions. The system covers basic needs unlike the German health insurance
scheme which covers all healthcare costs. Individuals are expected to contribute
private funds, or to apply for means-tested welfare payments to cover at least some
of the costs of social care (Robertson et al., 2014). German federal authorities are
responsible for providing the infrastructure for social care and nearly all social care is
delivered by private providers — either for-profit or non-profit organisations. Care
services are administered by health insurers, but the care funds are independent
self-governing bodies (Fernandez and Forder, 2012). Individuals can also choose to
take out private insurance rather than participate in the government programme, and
around nine million people do so. The private social care market is highly regulated
and premiums must match those in the public programme and insurers cannot
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charge higher premiums to those with pre-existing conditions. Eligibility for social
care is determined on the basis of assessment by the Statutory Health Insurance
Medical Review Board and, if a person meet the threshold for care, they are placed
into one of three levels of support, according to their needs (Blimel 2013) and the
amount of care provided by informal carers (Fernandez and Forder 2012). People
may receive benefits in cash, which they can use to pay family carers or to pay an
agency for care, or they can choose to receive in-kind service benefits where care is
provided by an agency under contract to the insurance company or choose a
combination of both (Robertson et al., 2014). The direct service benefit is financially
worth more than the cash payment. Payments are not made until six months after an
individual is assessed as needing care. The scheme does not cover the cost of
accommodation in residential care and people are advised to buy supplementary
private insurance to cover these costs (Blumel 2013). There is a safety net in the
form of means-tested social assistance administered by the Lander (federal state),
for those who are not able to cover non-insured costs. In 2005 an extra 0.25 per cent
premium was imposed on people without children who are less likely to receive
informal support from family in old age (Robertson et al., 2014).

3.8.2: Benefits and Limitations of European Social Insurance-Based Models of
Social Care

The following limitations of EU social insurance-based models of social care were
identified from the literature:

e Because the systems in France, Germany and the Netherlands provide only
basic care services, many recipients spend the money provided by the
scheme and buy less care than their assessed need (Robertson et al., 2014).

e The German, French and Dutch social care system is premised on the notion
that families will be involved in the provision of informal care to older people.
Family members are expected to provide care that is not covered by the
programme.

¢ In Germany, childless people are required to pay 0.25 per cent more in
insurance contributions than those with children, and benefits in cash (which
can be used to pay family carers) are of less value than those given in
services (Forder and Fernandez 2011). In Germany there is a legal
responsibility to help pay for the care of near relatives.

¢ In the Netherlands, demand for personal budgets is high and the system has
struggled to cover costs resulting in long waiting lists for benefit receipt.
Eligibility has been limited to help meet the rising demand for services (van
Ginneken et al., 2012).

e Provisions under the French APA schemes are not generous and individuals
must have high levels of need to qualify and many need to pay large amounts
out of their own pockets or take up private insurance to pay for costs.
Similarly, in Germany, benefits are not expected to cover the full costs of care
and the scheme does not cover the cost of accommodation in institutional
care settings, and so people are advised to buy supplementary private
insurance to cover these costs (Blumel 2013).

e The German long-term care fund faces shrinking revenues and increasing
expenditures (Robertson et al., 2014).

e The German system does not pay out until someone has required care for six
months (Fernandez and Forder 2012).
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One of the potential downsides is that relying solely on a single source of
funding may leave long-term care budgets more vulnerable to
macroeconomic fluctuations.

If the labour market is weak for example, revenue from payroll contributions
will be reduced and this may lead to budget deficits that need to be
addressed by using funds from previous surplus years, taking on debt or
drawing funds from general taxation (Cylus et al., 2018).

If poorly administered, this model of social care could mean that expenditures
will fluctuate with the peaks and troughs of the economy rather than
smoothing them out (Cylus et al., 2018)

Having an entitlement system has been argued to potentially lead to moral
hazard as individuals could become less concerned about maintaining
healthy habits and trying to minimise future reliance on care services, which
could make demand more extensive when they do qualify for assistance.
Evidence from France indicates a positive correlation between private long-
term care plans and obesity levels. However, it appears unlikely that people’s
behaviour would be significantly influenced by future prospects around
entitlement to social care.

In Germany, private health insurance is seen to undermine the principle of
solidarity governing the social insurance system (Cylus et al., 2018).

The following key strengths of the insurance-based social care schemes were also
identified from the literature:

Basic care is provided to all citizens who have contributed to the scheme
(Cylus et al., 2018).

The use of private insurance schemes compliments the public system and in
the case of France provides a fixed income to those determined as being
dependent that they can then use to pay for expenses not covered by the
APA (ibid).

Indemnity policies help insurers manage financial risk as pay-outs are fixed
and not related to the cost of care (Fernandez and Forder2012).

People insured under the Dutch and German social insurance schemes are
able to choose between benefits in cash, in-kind services, or a combination of
both (Cylus et al., 2018), which allows the user to have flexibility in choosing
their care path.

Value of benefits of social insurance-funded schemes are dependent on the
level of care needed (Cylus et al., 2018)

One of the main advantages of a statutory long term care insurance system is
that the general public are more willing to contribute financially if they are
informed about how the revenues are raised and spent. Statutory insurance
schemes help overcome distrust of government intentions as they provide
reassurance that the money paid will be used for a specific purpose (Cylus et
al., 2018).

Having a contribution-based system reduces the need for political bargaining
present in systems that rely predominately on general taxation (Cylus et al.,
2018).
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3.8.3: Impacts of European Social Insurance-Based Models on Health Care and
Population Health Outcomes

None of the articles reviewed provided evidence of the impacts of the social care
systems associated with European insurance-based models on health care and
population health outcomes.

3.8.4: Enablers and Barriers to Effective Implementation and Delivery of the
European Insurance-Based Models of Social Care: Lessons Learned and
Recommendations for Good Practice

Eight of the documents provided examples of the enablers and barriers to the
effective implementation of the European insurance-based models of social care,
with seven of these examining enablers and barriers towards integrated care in the
Netherlands, France, and Germany. For example, Hendry et al., (2018) draws on
evidence from comparative studies across European countries to suggest that
success in the provision of integrated models of care for older people can be
enhanced via: a single point of entry in the community (generally in Primary Care);
use of simple frailty specific screening tools in all care settings; comprehensive
assessment and individualised care plans (including for caregivers); tailored
interventions by an interdisciplinary team; case management and coordination of
support across the continuum of providers; effective management of transitions
between care teams and settings; shared electronic information tools and technology
enabled care solutions; and clear policies and procedures for service eligibility and
care processes. Lette et al., (2020 draws on evidence from participatory research
with care service users in the Netherlands to devise recommendations for improving
integrated care for people living at home. Enablers of improvement included
interprofessional meetings, focusing on reflection and mutual learning, and improved
communication. Different organisational cultures and interests and a lack of
ownership and accountability among managers hindered improvement processes.
Participatory approaches where care delivery improvements were co-created and
tailored to local priorities and needs were also found to be enablers of success (Lette
et al., 2020). Looman et al., (2021) also looked at examples from the European
context to identify drivers of successful integrated care and recommended a balance
between flexibility and formal structures for decision-making, collaborative
governance, and leadership distribution.

3.8.5: Enablers and Barriers to the Long-term Sustainability of the New
Zealand Social Service and Social Care Model: Recommendations for Best
Practice

Growing concerns are evident about the future sustainability of European models of
social insurance contribution-based care, especially in relation to funding given the
ageing populations in Germany, France, and the Netherlands (Cylus et al., 2018). As
a result of women'’s increasing participation in the labour market and the rise in
pensionable age, the pool of informal carers is shrinking (Spasova et al., 2018). This
challenges the assumption underpinning the models in these countries that family
members will provide at least some level of informal care to those who require it. In
addition, the rate of growth in the number of people aged over 80, together with
lower numbers of people of working age, mean that national social protection
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systems face four particular challenges with regard to care for older people. These
are: 1) challenges to access and adequacy linked to the underdevelopment of
publicly funded formal long-term care services and a lack of complementarity
between formal and informal long-term care; 2), challenges to sustaining the quality
of care due to the significant increase in demand; 3) challenges to the life
opportunities of carers and gender equality; and 4) challenges to the financial
sustainability of the system due to population ageing and the need to increase public
spending on long-term care (Spasova et al., 2018)

Cost control proposals in the Netherlands have included no longer reimbursing
residential costs for those requiring care in nursing or residential settings and
merging the programme into the national health insurance scheme (Cylus et al.,
2018). In Germany, the role of tax revenue in the in the system changed in 2004
when a tax-funded federal contribution or subsidy was introduced to help cover the
care of dependents of insured members. This subsidy was gradually increased to
help prevent increases in SHI contribution rates and relieve the labour market of
additional costs. This is important for helping to maintain the predictability of
revenues in the face of labour market fluctuations. However, it has also been argued
that the introduction of tax revenue into the SHI system leads to the risk of the
federal ministry of finance gaining greater influence on decisions concerning the
allocation of public funds.

3.8.6: Considerations for the Potential Transfer and Implementation of the
European Insurance-Based Model

One of the documents reviewed provide several important points for consideration
when examining the potential options for funding social care in the UK context, albeit
not specifically for the Scottish system. Cylus et al., (2018) warn decision makers
that concerns that instigate reform often arise from economic crises or perceived
crises and that the ability to generate revenues, whether public or private, from these
European schemes is inevitably dependent on the broader economy. They also
provide caution that a widely supported principle in one country, such as social
solidarity as a basis for care funding, may generate unwillingness to diverge
significantly from a longstanding commitment to mandatory insurance-based funding,
while in another country, the weight accorded to social solidarity may be perceived
as significantly weaker, with consequently greater willingness by policymakers to at
least consider other funding options (ibid: 73).
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3.9: UK Countries (Scotland, England, Wales, and Northern Ireland)

3.9.1: Structure, Delivery, Funding, and Governance of Social Services and
Social Care

In the UK, in the context of devolution, health and social care are wholly devolved
matters. Each country has, to some extent, different funding and financing systems
for health and social care. Each of the four National Health Services is funded
primarily from general taxation gathered at a UK level and distributed to the Scottish,
Welsh and Northern Irish governments through the Barnett formula, which is based
on current and historical population size. The Scottish and Welsh governments also
set some devolved taxes such as stamp duty, and have limited powers to raise or
lower income tax bands with revenue going to them. This gives them an autonomous
ability to increase the size of funds available.

Northern Ireland

As a devolved matter, the Northern Ireland Assembly have adopted their own
strategies for governing adult social care. Since 1973 Northern Ireland has operated
under an integrated structure of health and social care. This system is one of the
most structurally integrated and comprehensive models of health and personal social
services in Europe (Chapman 2018). The Department of Health is responsible for
adult social care, including the authorising and allocation of government funding.
Services are commissioned by a single body, known as the Health and Social Care
Board, which is advised by local commissioning groups and delivered by five
regional-level trusts (Birrell and Heenan 2014). The trust organises care delivery,
which is delivered by a mix of private (for-profit and not-for-profit), public and
voluntary providers. The Patient and Client Council provides an independent voice
for patients, carers, and communities, covering adult, children and health services,
and the Public Health Agency is responsible for improving the health and well-being
of the population (Chapman 2018). Legislation for community care operates under
the 1990 legislation, People First: Community Care in Northern Ireland (Department
of Health, Social Services and Public Safety (DHSSPS), 1990). In 2015, the
Northern Ireland Health and Social Care Board devised a new initiative for delivering
social care called “self-directed support” (SDS) to offer social care users greater
choice in how their care is accessed and delivered (Chapman 2021).

Residential and at home care are available to all and contributions are means tested
up to a specified limit. Direct payments are now encouraged in Northern Ireland as a
means of promoting greater user choice and control over care service delivery.
However, uptake amongst older social care users remains the lowest across the UK
(McGuigan et al., 2016). Given the means-tested nature of social care, Health and
Social Care trusts can choose when to charge for care and support provided in a
person’s. home based on a person’s ability to pay. People aged over seventy-five
are not charged for care (Chapman 2018). HSC trusts are also responsible for
assessing an individual’s finances if they require care home provision through a
financial assessment looking at income (state pension, pension credit and interest on
savings) and capital (savings, investment, and property).
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Scotland

Currently social care services in Scotland cover a wide range of support that enables
people to lead a full life and achieve the outcomes that are important to them. Social
care support is delivered by a range of partners that includes public, private and third
sector organisations (Scottish Government 2022). Social care is provided in people's
homes, including through remote care and technology-enabled care in rural areas, in
residential accommodation and care homes, or the wider community, and includes
advice and support services. Local authorities are responsible for social work and
social care support, while local health boards are responsible for health services.
They do however work together as integration authorities to assess the needs of
their area and plan and commission local community-based health and social care
services, using funding contributed by the local authority and health board. The
specific services people receive can also vary across the country. Health and social
care partnerships (HSCPs) in each local area are responsible for delivering local
community-based health and social care services on behalf of the integration
authority, including adult social work and adult social care support, primary care, and
community health services for adults. Some local areas also have responsibility for
children's health, children and families social work and social care, justice social
work, and homelessness and housing support. Local authority budgets are derived
from a combination of a central grant and local revenue raising such as Council Tax.
Local revenue-raising powers are also devolved and Scotland does not allow extra
precept increases in the tax rate specifically to pay for care. Means testing is used to
determine state-funded access to social care. Anyone with means (income, savings,
and property) above the upper threshold is required to meet most of the costs of their
care. Those with means between the upper and lower thresholds have their care
partly supported by the state, and those with means below the lower threshold can
access full funding, depending on level of need. In Scotland, personal and nursing
care is free for all people assessed as having an eligible social care need. Some
care users with complex, long-term care needs have all the costs of their health and
social care needs fully met by NHS Scotland depending on eligibility assessments
(Reed et al., 2021).

During the previous two decades, efforts have been made to promote joint working
between the Scottish NHS health boards and local authorities. Since 1999, Scotland
has taken a ‘Scottish approach’ to integration and policymaking more broadly and
has attempted to introduce a single vision across government departments aimed at
reducing inequalities in access to health care and an increased emphasis on health
prevention. The Community Care and Health (Scotland) Act 2002 maintained
separate statutory responsibilities for health boards and local authorities, but
conferred power to transfer specific functions between them and the power to create
pooled budgets. This was followed by the NHS Reform (Scotland) Act 2004, which
required health boards to create community health partnerships in an attempt to
further develop integrated primary care, community health, and social care services.
The Public Bodies (Joint Working) (Scotland Act) 2014 created 31 statutory health
and social care partnerships (integration authorities) to commission health and social
care services from health boards and local authorities. Integration authorities hold
responsibility over funds for urgent care, mental health care, community services and
social care previously held separately by NHS boards and local authorities. They
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produce strategic integration plans and commission services in line with the plans.
The Highland region of Scotland has a different arrangement where the local NHS
acts as the lead agency (Reed et al., 2021). It was hoped that integration authorities
would deliver efficiency in savings and improve the quality of health and social care
in line with the framework of national health and wellbeing outcomes published in
2015.

The National Care Service (Scotland) Bill was introduced to the Scottish Parliament
in June 2022. Proposals for a new National Care Service followed recommendations
from the Independent Review for Adult Social Care that proposed the integrated joint
boards being reformed into commissioning community health and social care boards
funded directly by the Scottish government and with statutory responsibility to
oversee delivery of all community health and social care services. Community health
and social care boards would also replace integration joint boards on community
planning partnerships, which would bring together the integration of wider services
(including housing and criminal justice) (Scottish Government 2022).

England

In England, local authorities hold a statutory responsibility for social care. Like in
Scotland, local authority budgets are derived from a combination of a central grant
and local revenue raising such as Council Tax. England spends least per head of the
population on health and even less on social care, although it spends the highest
proportion of public spending on health. Social care services are subject to care
needs and means testing to determine state-funded access to care (Reed et al.,
2021). England has maintained separate systems for commissioning and delivering
health and social care, with different geographical boundaries, budgets, legal
frameworks and cultures across the NHS and local authorities. Unlike in Wales and
Scotland, there is also a purchaser/provider split in English health services, meaning
that commissioners contract with NHS organisations or independent providers to
deliver services rather than run them directly (ibid). Adult social care in England is
also more predominantly provided by the private and voluntary sectors than in the
other countries, with councils generally purchasing care rather than actually
providing it (ibid).

Several national policy initiatives over the past 30 years have aimed to bridge the
gap between health and social care and improve coordination. Some initiatives
sought to integrate health and social care more closely through a variety of planning
bodies, including health and wellbeing boards, sustainability and transformation
partnerships and integrated care systems that take the form of area partnerships
between NHS commissioners, providers, local government, and other local partners.
However, while these bodies have attempted to facilitate greater collaborative
working across sectors and join up local services, they have had limited formal
powers for doing so (Reed et al., 2021). Since 2012, these bodies have also had to
operate in a legislative framework that emphasised competition rather than
collaboration between providers (ibid). In 2018, the Health and Care Bill sought to
remove competitive tendering requirements to make it easier for the NHS and local
partners to agree on local purchasing decisions. This legislation also formalises the
powers of integrated care systems, introducing two statutory bodies to directly hold
local budgets and oversee health care delivery and changes comprised of NHS
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organisations responsible for commissioning health care services, representatives of
provider trusts, general practitioners (GPs) and councils (Reed et al., 2021).
Integrated care partnerships also bring these groups together with local authorities,
the NHS, and broader partners to align ambitions and develop a common integrated
care strategy for local areas.

Wales

Like in both England and Scotland, local authorities in Wales also have statutory
responsibility for social care, with budgets derived from a central grant and local
revenue raising. Eligibility for state-funded care is also means tested and subject to a
care needs assessment. In Wales however, there is a cap on non-residential care
costs, currently set at £100 a week. Since devolution, Wales has emphasised
collaboration and moved away from the purchaser/provider split that is more evident
in England. Since 2002, legislation has mandated that 22 local health boards work
together with local authorities to develop joint health, social care and wellbeing
strategies for each local area. Reorganisation of services in 2009 eliminated the
purchaser/provider split and consolidated local health boards into seven bodies,
which had a legal duty to work collaboratively with local authorities to plan services.
The Social Services and Well-being (Wales) Act of 2014 formalised these
partnerships into seven regional partnership boards (RPBs) to help accelerate
integration across health and social care and enable a pooling of budgets in key
service areas. The Act also gave local authorities the ability to delegate a number of
social care functions to local health boards, and vice versa. Commissioning
responsibilities for health and social care remain split between local health boards
and local authorities, but joint and collaborative commissioning arrangements are in
place for certain services and are required at a minimum for care for older people
and children with complex needs, people with learning disabilities, carers, and family
support services. Local health boards and local authorities are also expected to work
closely together and with wider public services to improve the wellbeing of
communities through public service boards, which are statutory bodies stablished
through the Well-being of Future Generations (Wales) Act 2015, and which are
tasked with conducting local assessments and setting local plans for how services
will come together to support wellbeing, tackle poverty, improve health inequalities
and promote sustainability (Reed et al., 2021).

In January 2021, the Welsh government proposed changes to strengthen RPBs and
the degree of regional integrated planning by establishing RPBs as legal entities that
could directly employ staff, hold budgets, and directly undertake joint commissioning
where local partners agree. However, for social care services, local health boards
and local authorities would remain the primary commissioning bodies.

3.9.2: Benefits and Limitations of Each UK Country’s Social Care Model

The following strengths and limitations were identified from the sample literature for
each of the four UK countries:

Northern Ireland
Northern Ireland has the most structurally integrated system in Europe. However:
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The Donaldson report (DHSSPS, 2015) identified that the current system
does not work as effectively as predicted and the system has been described
as having has multiple layers, intricate layers of decision-making and unclear
lines of accountability (DHSSPS, 2016: 2; Chapman 2018).

The system suffers from a lack of transparency and there is widespread
uncertainty about who is in charge (Chapman 2018)

The system used to commission domiciliary care services for formal care at
home has been described as difficult to understand, and there appears to be
high levels of inconsistency in the planning and delivery of services across
Northern Ireland (Duffy et al., 2015: 18).

Commissioning has also been criticised in terms of the lack of integrated
approaches and requirements, with the focus mostly being on the
procurement of a service (Birrell and Gray 2016).

Research from the Northern Ireland Life and Times (NILT) survey found
respondents were unaware that social care is funded and accessed differently
from the NHS and that individuals can be liable to contribute to the cost of
care (Gray and Devine 2017)

Policy developments in Northern Ireland are more limited than in other parts
of the UK and there are few strategies dedicated specifically to adult social
care. In addition, other than integrated structuring, there have been no major
legislative innovations in Northern Ireland. However, given the greater
demand of care services, rising expectations about care, and shifting focus
towards greater personalised care, it is widely recognised as out of date, unfit
for purpose and unable to provide the best standard of care services for older
people (Chapman 2021).

Opponents of personalisation are more likely to suggest that increased
personalisation of care is influenced by consumerist principles, while
advocates would associate it with empowerment, autonomy, and choice
(Chapman 2018).

An expert advisory panel published in the report “Power to People: Proposals
to reboot adult care and support in Northern Ireland” (Department of Health,
2017) identified several concerns about self-directed support, including the
level of personal budget, limited brokerage support and perceived
administrative burden (Chapman 2021).

Care user choices can be limited in regard to the time at which services are
delivered, who delivers it, and how much support is provided (Chapman 2018)
Inadequate communication of the system means that participants in receipt of
care services are not always able to exercise informed choice as many are
unaware of their care options (Chapman 2021).

Scotland

The following limitations were found from the literature focusing on Scotland:

As a joint organisation between the local authority and the health board,
HSCPs budgets are agreed upon and allocated by the NHS Board and the
local authority rather than directly funding. This complex arrangement has not
always resulted in the quality and well-integrated service that was intended
(Scottish Government 2022).

Success rates vary across Scotland (Scottish Government 2022).
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User satisfaction with care services has declined in Scotland in recent years,
particularly in 2019/20 (Reed et al., 2021).

Differences in pay, terms and conditions, and working practices across staff in
health and social care can have an adverse effect on partnership working
(Reed et al., 2021).

Reviews of Self-Directed Support, including by Audit Scotland and the Care
Inspectorate, have highlighted inconsistences in implementation across
Scotland (Reed et al., 2021).

There is an inconsistency of advice and information, leading to a lack of
understanding and confidence for service users (Leask and Gilmartin 2019).
The workforce can feel conflicted between focusing on outcome-based
assessment and care planning based on what matters to the individual and
the existing eligibility criteria (ibid).

Health has emerged as the dominant partner in integrated boards and is
better financed and has greater political capital (Pearson and Watson 2018).

However:

Overall, people in Scotland are positive about social service provisions.
Furthermore, they believe that social services perform a valuable public role
(McCulloch and Webb 2020)

Receiving care from a self-managing, integrated, health and social care team
is viewed as acceptable to service users (Leask and Gilmartin 2019).

England

The following limitations were identified in the system used in England:

Wales

Satisfaction with social care has been decreasing in recent years (Reed et al.,
2021).

While real-term spending on health increased, spending on social care has
decreased.

In England, integrated commissioning bodies such as integrated care
systems, are not yet statutory organisations even though proposals have
been introduced to establish these bodies as legal entities. Without a statutory
basis, health and social care partnerships often rely on voluntary commitment,
including memoranda of agreement, and lack designated resources to fully
deliver integrated ways of working (ibid).

Pooled budgets only represent a small percentage of overall commissioner
spend, which may limit their effectiveness (ibid).

One of the biggest weaknesses in Wales’s approach to delivering integrated
care appears to be a predominant focus upon the strategic, organisational
and management perspectives of integrated care rather than addressing the
citizen/patient-reported concerns such as accessibility, care quality and
coordination (Wales Audit Office 2019)

Consistency and quality of care varies and moves to deliver integrated care
have resulted in little change on user satisfaction with social care (Reed et al.,
2021).
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e In Wales, legislation only requires RPBs to pool budgets for some services,
such as care homes for older people, although areas have the option of
expanding pooled funds into other services, and there have been different
interpretations of what this means in practice. An evaluation of early
experience with pooled budgets showed that they helped facilitate greater
data sharing and joint commissioning in some areas, but most RPBs only met
the minimum requirements, with very few physically integrating funds and
sharing risk between commissioners (ibid).

e While the Welsh Integrated Care Fund has helped support greater partnership
working, there is little evidence so far of effective projects being sustained
through the core budgets of RPB members. Evaluations suggest this is partly
because the scope of the fund has lacked consistency (ibid).

3.9.3: Impacts of the Devolved Nations’ Model on Health Care and Population
Health Outcomes

One of the goals of integration policies has been on improving population health by
preventing health problems escalating, reducing the time spent living with ilinesses,
narrowing health inequalities, and supporting people with long-term health conditions
and complex needs. Existing research examining the four UK countries has identified
three measures related to this goal. These measures will be impacted by wider
social and economic factors which are determinants of health. These three
measures are: mortality from treatable conditions, healthy life expectancy at age 65;
inequalities in healthy life expectancy at age 65; and access to employment for
people with a long-term health conditions (Reed et al., 2021). Across all countries,
mortality largely followed the same trend with little change in the last decade,
suggesting that reformed approaches to enhance integration have had little effect on
outcomes. Inequalities in healthy life expectancy at age 65 remain high between the
most deprived and least deprived areas of England, Wales, and Scotland. However,
although only under a half of people with long-term health conditions were in
employment at the end of 2010, this proportion had steadily improved from 2013/14
for Scotland, Wales, and England (ibid). The rate in Northern Ireland was much
lower than the other UK countries. Length of stay in hospital declined over the
decade in all countries of the UK, but the drop was larger and more consistent in
England and Scotland. Delayed transfers of care from hospital were higher in
England and Scotland in 2019 than in 2012, but they were at a similar rate in Wales.
Rates in England increased rapidly in 2015 and 2016 and although they had fallen
by 2019, they were still higher compared to the other nations (ibid). Overall, this
suggests that the impact of changes to the social care system has had a relatively
limited effect on population health outcomes.

3.9.4: Enablers and Barriers to Effective Implementation and Delivery of the
Different Models of Social Care in the Four UK Countries: Lessons Learned
and Recommendations for Good Practice

The following specific enablers and barriers to the implementation of integrated
models of care were identified for each of the four countries.
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Northern Ireland

The Donaldson report (DHSSPS 2015) recommended that the commissioning
system should be redesigned to make it simpler and more capable of reshaping
services for the future (Chapman 2018). Problems also arose from a lack of clear
definition as to what personalisation of care would mean in practice, beyond greater
support for a system of care that promotes care closer to home and provides users
with greater choice. The Donaldson report (DHSSPS 2015) and Bengoa report
(DHSSPS 2016) found that service users felt that it was not being implemented, and
nor was it properly planned or funded (DHSSPS 2015: 14). The report also noted
that commissioning needed strengthening to make the system simpler. In addition,
while the Bengoa report acknowledged that care should be personalised,
preventative, participative and predictive, none of those objectives have been easy
to achieve in the present fragmented system (Chapman 2018). Policy developments
have also been deemed inadequate for supporting increased integration (Chapman
2018). In addition, several studies found that a paternalistic approach exists amongst
care users who consider professionals to know better than them about which care
options may be most suitable (Chapman 2021). This means that increased user
choice could result in increased anxiety and confusion amongst service users (ibid).

Scotland

One of the most important barriers to increasing the integration of health and social
care services in Scotland is that development of integrated care bodies does not
necessarily lead to effective partnership working or collaboration. However,
formalising health and social care partnerships can help resolve other challenges.
For example, if statutory integrated care bodies are better able to control resources
and hire dedicated staff, it means they may be less reliant on stretching existing
capacity to accelerate progress. It is crucial however that the right balance of voice
and influence is given to different perspectives from across local authorities, the NHS
and third sector organisations, and that processes are in place to avoid any one
sector’s priorities taking precedence over other equally valid goals (Reed et al.,
2021). Structural reorganisations also take time, lead to delays, and make assessing
change over time difficult. Underlying challenges, such as social care being more
financially overstretched than health relative to the level of need, cultural differences
between locally accountable social care services and centralised health services,
and variability in leadership capacity are also not fundamentally addressed by joint
arrangements (Pearson and Watson 2018; Hendry et al., 2018). Integrating finances
effectively also requires reliable information sharing across health and social care,
joint assessments that account for differences in the workforce between the two
sectors, and a financial framework that can adequately share risks and benefits
across different commissioners. Integrated finances have also been shown to be
unlikely to make much difference until underlying funding pressures are addressed,
with budgets intended to be allocated to integrated care boards to support integration
ending up offsetting overspends in acute care (Reed et al., 2021). Multidisciplinary
service models have also been difficult to establish when the sharing of staff across
organisations follow different approaches to pay, holidays and pensions (Pearson
and Watson 2018). Information technology and data-sharing barriers have also
impeded progress. Differences in organisational units and ill-defined goals have also
made tracking integration a challenge.
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Wales

A parliamentary review board in 2018 found that Welsh health and social care
services struggled in delivering collaborative, seamless care and lacked a clarity of
vision of what care needed to look like to meet the needs of the population. Howson
et al., (2021) drew on insights from an integrated care study, A Healthier West
Wales: Proactive Technology-Enabled Care, which was an ambitious transformation
project that sought to radically change health and social care in the region over the
coming years. Driven by the West Wales Care Partnership (WWCP), the approach
leveraged insight from the work undertaken by two separate but linked Bevan
Exemplar projects - one which looked at the provision of holistic care for people
living with dementia and another which focused on developing and testing an
integrated health and social care support worker role. The project sought to explore
how integrated care systems could be transformed by developing proactive and
preventative services facilitated by new technologies. Howson et al., (ibid) argue that
fast-tracked, consistent integration that provides a multi-agency crisis response
service to support people in crisis and link them with local support can help avoid
entry into the acute health system. In addition, proactive, technology-enabled care
can help enable people to stay at home but be quickly connected with wrap-around,
responsive support within their community. Another lesson that can be drawn from
experiences of applying integrated care in practice in the Welsh context, is the need
to adopt a place-based approach to ensure that health and social care services
respond directly to the needs of people in the local area (Willson and Davies 2021).
Another lesson learned is that transformational change requires a radical shift in
thinking to ensure care is delivered by community-based teams and inter-
professional working (ibid). In addition there also needs to be a clear co-created
vision for change and clear communication of the aims and purpose of new
innovations to all stakeholders (Howson et al., 2021). Wales has also had very
limited success to date with pooled budgets owing to diverse levels of needs across
localities, which make subsidising the costs of services across local authority
boundaries more likely. Even though sharing and redistributing resources is a key
aim of pooled budgets, existing legal frameworks in Wales when coupled with budget
pressures make this kind of cross subsidisation difficult (Reed et al., 2021).

England

The shift towards integrated care systems in England comes with a new system-by-
default approach to financial planning, which moves away from an organisation-
based judgement of financial performance to one that focuses on integrated care
systems as a whole, and introduces system-wide control totals or caps. This is seen
as beneficial for removing incentives that undermine collaboration. However,
organisational and cultural challenges to combining finances still exist. For
integration efforts to be successful, proportionate, and appropriate governance
arrangements will be needed to support transparency and ensure that power is
balanced across partners. In addition, while integrated finance arrangements can
help lead to improvements in collaborative working, these will not necessarily lead to
financial savings, especially in the short term. This implies that delivering savings
should not be viewed as an immediate core outcome or objective of integration,
especially as improvements in service delivery can also identify unmet need, and
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because demand for care is also rising (Reed et al., 2021). Pooled budgets will have
a limited impact if they do not override any individual organisation’s statutory
responsibilities or lines of accountability or if they only represent a small share of the
overall commissioning budget. Pooled budgets have also shown to be unsuccessful
in shifting finances away from acute services towards primary, community and social
care (ibid).

3.9.5: Enablers and Barriers to the Long-term Sustainability of the Devolved
Nations’ Social Service and Social Care Models: Recommendations for Best
Practice

Social care across all four countries of the UK is experiencing severe pressures and
instabilities as a result of an aging population and ever-declining funding. Growing
rates of health inequality between the wealthiest and poorest social groups in each
country and falling birth rates suggest that demands for long-term care will likely
increase further in the future (Howson et al., 2021). Increasing levels of chronic
health conditions have added to the burden of iliness in the UK, and result in more
complex health and care needs, which integrated services must meet (Hendry et al..
2018). Living with long-term conditions has a significant impact on individuals’ lives,
and their wider social circumstances also impact on the support they need from
health and social care services. The gap between resources and demand for care
will likely rise further, potentially leading to deteriorating performance on measures of
quality (Hendry et al., 2018). Fluctuations in the wider economic conditions will affect
both the labour market and the market for care services.

The sustainability of recent efforts to enhance integration may also be threatened by
poor management (Reed et al., 2021). Improving quality, efficiency, and population
health have all been aims of integration, but are rooted in complex problems heavily
constrained by broader government policies that influence the distribution of
resources across health and social care, and ability for people to lead independent,
healthy lives. Without significant changes to the broader context in terms of system
incentives and the distribution of resources, the latest reforms are unlikely to yield
more favourable results in the longer term (ibid). Another common challenge is the
tendency for successive governments to establish new integrated partnerships
without regard for existing relationships and structures and how different bodies will
connect or evolve from what preceded it. This makes it difficult for partnerships to
fully embed and support change over the long-term (Howson et al., 2021).

3.9.6: Considerations for the Potential Transfer of the English, Welsh, or
Northern Irish Model to Scotland

Although none of the documents reviewed presented evidence from cross-national
transfers or trials or specify any particular considerations if different aspects of the
English, Wales or Northern Irish models were to be implemented in the Scottish
context, several key issues were highlighted that have relevance when considering
the feasibility of these models for the Scottish context. These were that:

e Important differences exist in population size between the four countries, with
the population sizes being just over 3.1 million in Wales, 5.4 million in
Scotland, 1.8 million in Northern Ireland, and 55.98 million in England (Reed
et al., 2021).
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The four countries also differ in terms of wealth, with Wales now considered
the poorest of the four countries (determined by Gross Value Added (GVA)
per head of population) (ibid).

Inequalities in population health between the wealthiest and poorest social
groups are evident in all four nations and this gap is predicted to continue to
grow (Hendry et al., 2018; Reed et al., 2021).

All four countries have an ageing population, however life expectancy for both
men and women in Wales declined for the first time in recorded history in
2018 (Reed et al., 2021).

While all three of the devolved countries have legislative responsibility for
health and social care, differences exist in terms of legislative powers across
other policy areas.

England has a healthier population than the other countries indicated by
higher life expectancy (Reed et al., 2021).

More than a quarter of adults in all four countries experience more than one
long-term health condition, with this proportion set to double by 2035 (Hendry
et al., 2018).
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3.10: Canada

3.3.1: Structure, Delivery, Funding, and Governance of Social Services and
Social Care

In Canada, social care, including long-term care, comes under the jurisdiction of
provinces and territories (Norris 2020). In addition, while the Canada Health Act
specifies a set of criteria in which health care services deemed medically necessary
must be covered by provincial health-insurance programs, this excludes long term
and other social care services. Instead, social care is considered an extended
service that can be provided at the discretion of the provinces and territories (Section
92(13) and (16)). However, each province provides social care services under
provincial programs that cover part of the costs of institutional care and home care
services, including for older people.

Each provincial program varies in extent of the amount of benefits offered and the
cost to services users for the benefits provided, but these are relatively similar
across all provinces (Norris 2020). For home care, public programs cover the care
portion up to a maximum limit, but services for personal assistance are not covered
and the costs must be covered by the service users themselves. In practice, this
means that home-care services such as nursing care and rehabilitation services are
covered subject to a needs assessment, while services such as meal preparation
assistance, eating, dressing and toileting are not usually covered. For residential
care, service users are responsible for the cost of rent, laundry and cleaning. Most
provinces and territories offer means tested subsidies to residents. Care that is
covered under these programs is provided by regulated licensed professionals, while
social care services that are not finically covered are provided by personal support
workers and informal care givers (Mery et al., 2016). Nursing homes are tightly
regulated and monitored regularly. All must obtain a license to operate from the
provincial governments. Services are delivered by a range of providers. In 2021,
46% of nursing homes are publicly owned, 29% are private for-profit, 23% are
private not-for-profit (CIHI 2021). However, the extent of private for-profit
participation varies significantly across the provinces, being highest in Ontario (57%)
and lowest in Newfoundland and Labrador (2%) (CIHI 2021).

Canada devotes 2% of its GDP to long-term social care, which includes both
institutional and home care. About 78.4% of funding for social care services for aged
care comes from governments, 3.3% from private insurers, and 18.3% from out-of-
pocket spending by individuals (OECD, 2021). Take up of insurance is low. The
Federal Parliament relies on its spending power inferred from sections 91(1A), 91(3)
and 106 of the Canada Health Act to provide the Canada Health Transfer to the
provinces under the Federal-Provincial Fiscal Arrangements Act and to set national
standards and conditions under the Canada Health Act. From this, the federal
government ensures that all provinces and territories provide assistance to those in
need. In addition, it also means that each jurisdiction has a procedure in place to
appeal decisions made by welfare officials and that provinces and territories do not
impose a residency requirement on conditions of eligibility. Regulation of health and
social care itself however falls under provincial jurisdiction and legislation regulating
the delivery of all services has been implemented in all provinces and territories.
Québec is the only province which integrates health and welfare services; all others
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maintain separate health and welfare services in different ministries. Some
provinces, especially Québec and BC have assumed wide control over private
agencies, while others, especially Ontario, support private agencies. Most of the
jurisdictions have established some form of decentralization of responsibility for the
actual administration of services, while maintaining central government control of
policy and financing. Québec, for example, has established regional bodies,
community-service centres, and local neighbourhood organizations called local
community service centres. Alberta and Québec have established regional offices
and local area offices for their provincial social and welfare services. Newfoundland's
more regionalized service reflects its geography and the number of isolated
communities.

3.10.2: Strengths and Limitations of the Canadian System of Social Care

The following limitations of social care in Canada were identified in the literature
focusing on the Canadian system:

e The lack of consistency and common definition of long-term care across the
provinces means that services covered as part of extended health care vary
across the country (Labrie 2021).

e The system lacks the funding capacity to cope with Canada’s aging
population needs (Labrie 2021).

e Unlike in other countries, across Canada the vast majority of long-term social
care is still provided in residential institutions, despite the fact that most older
people consider institutional care a last resort and would prefer to receive
care services at home if these were accessible to them (Labrie 2021; Béland
and Marier 2020).

e For those requiring social care support at home, waiting lists can be long. One
in 10 Canadians accessing this support have had to wait more than 35 days
to obtain these services. Waiting times are especially long in Alberta and BC
(CIHI 2021).

e As a result, many older people fail to get the care they need in their own
homes and have to be admitted to long-term care facilities prematurely. In
2018/19, about one in nine (11%) newly admitted residents in a long-term
care institution had low or moderate health conditions and could have been
better cared for at home (Labrie 2021; Béland and Marier 2020).

e Take up of private insurance to cover the portion of costs users are required
to meet themselves remains low and evidence from older people suggests
they have high expectations that the cost of long-term aged care should be
met by the government (Boyer et al., 2020).

e Evidence about the ownership status (public, private for profit or private not
for profit) on standards of delivery is mixed but recently for-profit provision has
been heavily criticised in the context of the Covid-19 pandemic for worse
outcomes (Labrie 2021).

e |t can be difficult to qualify for access to publicly funded residential homes due
to the number of places available. In Ontario, only 40% of residents obtained
this first choice of residence and waiting times to secure a place can be long,
with half of older people having had to wait 145 days or more in 2019/20
(Labrie 2021). The situation is even worse in Quebec, where seniors in need
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of a place in a public nursing facility (CHSLD) had to wait 300 days on
average during this same year (Sullivan-Taylor et al., 2022).

Provider revenues do not depend on quality of service provided (Labrie 2021).
Distribution of services varies across the country. Almost half (45.7%) of
home-care providers in Canada are now located in Ontario, but this is
proportionally more than its demographic weight in the country as a whole
(ibid).

The rise in the number of people with neurocognitive disorders associating
with ageing in recent decades has not been taken into consideration in
government planning and spending on social care (Manuel et al., 2016).
Lack of integration (except in Quebec) in governance and delivery of the
health and social care systems create difficulties in meeting the needs of
those with complex care needs and disabilities (Sullivan-Taylor et al., 2022).
Provincial management of health and social care, often through multiple
ministries, creates a complex governance system (Sullivan-Taylor et al.,
2022).

Despite national and international commitment to increasingly move towards
implementing integrated delivery systems, there is an absence of national
standards that support evidence-based design, implementation, and
monitoring for improvement (Sullivan-Taylor et al., 2022).

It is argued that the Canadian system will require significant reform and
increased funding to be able to cope with its aging population over the next
few decades (Labrie 2021).

The current system for providing long-term care for older people comes under
that of ‘extended health’ care services, rather than social care per se. This
results in the dominance of a health-focused approach to care and fails to
cover the needs of those requiring assistance with day-to-day tasks that do
not come under the more medicalised remit (Béland and Marier 2020, Giosa
et al., 2022). One in six individuals who needed home care or assistance do
not get it (Sullivan-Taylor et al., 2022).

Inequalities in accessing care services are prevalent. Those with lower
incomes, immigrants, refugees, or non-permanent residents were more likely
to have unmet care needs (Sullivan-Taylor et al., 2022).

However, the following strengths were also associated with the Canadian social care
system:

Efforts made to integrate health and social care more closely over the past
few decades have led to efforts to improve the coordination of long term care
services (Sullivan-Taylor et al., 2022).

Provincial and local control potentially allows care services to be more
specifically tailored to the needs of local geographic areas (Breton et al.,
2019).

Studies have found that in Canada, owing to the strict regulations that are put
in place for licensing of residential homes and accreditation of professionals,
private-for-profit providers perform as well as private not-for-profit providers
and better than public providers in meeting care delivery standards (Wilkinson
et al., 2019).
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3.10.3: Impacts of the Canadian model on Health Care and Population Health
Outcomes

In 2019, Canada spent 4.7% of GDP on curative care and 0.7% on preventative care
(Sullivan-Taylor et al., 2022). Canada spends less on long-term continuing care and
services overall than most OECD countries. However, Canada’s population health
outcomes are lagging and inequality is high, especially amongst lower earners and
indigenous people. Eight OECD countries had lower health spending and higher life
expectancy at birth than Canada (Sullivan-Taylor et al., 2022). Canada ranked worst
among 11 OECD countries for adults with lower incomes to access after-hours care
without going to hospital (64% in Canada compared to 35% in the Netherlands (ibid).
With lengthy waiting lists for residential care, a high number of people occupy beds
in hospitals during the time they wait for a place in a residential care facility. During
this time they occupy beds and mobilise staff time and other medical resources,
which them more expansive to care for relative to the cost of caring for them in a
residential facility and also prevent other patients from gaining access to hospital
treatment in a more timely manner (Sullivan-Taylor et al., 2022). However, evidence
also shows that nursing homes attached to hospitals reduce rates of hospitalisation
(Labrie 2021). The impacts of programs to try to integrate health and social care
more closely on population health outcomes cannot be ascertained from the
literature and evidence to date alone (Sullivan-Taylor et al., 2022).

3.10.4: Enablers and Barriers to Effective Implementation and Delivery of the
Canadian Model of Social Care: Lessons Learned and Recommendations for
Good Practice

A number of articles within the sample provided evidence from research examining
recent efforts to try to better align health and social care delivery in Canada of the
enablers and barriers of enhancing integration.

Sullivan-Taylor et al., (2022) used evidence from care users and families,
policymakers and subject-matter experts (academics and advisors) to provide a set
of recommendations for enhancing the quality of care. Recommendations from care
users and families were that an integrated system should: mobilise care user voice
and empower users as equal partners in care; consider diversity factors (e.g.,
rurality, indigeneity, LGBTQ+; provide care tailored to communities and the social
determinants of health; and use clear terminology. Recommendations from
policymakers included: the need for a comprehensive framework to be developed to
enhance integration and guidance on how to operationalise it; the need for quality,
not finance, to be the driving force behind integrating health and social care; and the
need to consider cultural awareness in planning and implementing new programs.
Recommendations from subject experts were that integration takes times and one
should not expect rapid results in terms of impact in the short term, and that
integration must be based on the people’s needs that it intends to service (Sullivan-
Taylor et al., 2022). They also provide evidence from previous stakeholder
consultations focusing on integration to argue that efforts to derive frameworks to
date have been too theoretical and too high-level to support integrated design and
implementation (ibid).
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Sullivan-Taylor et al., (2022) also examine system-level policy changes implemented
in BC, Saskatchewan, Ontario, Quebec and Nova Scotia to attempt to enhance
integration through various programs in recent years. They explore how the First
Nations Health Authority (FNHA) in BC designed and managed the delivery of First
Nations health and service programmes run on behalf of 203 diverse First Nation
communities helped to embed the BC First Nation perspective on health and
wellness into the health system, shifting the focus from a medicalised-treatment
model into a wellness model. They also explored how the Saskatchewan’s Ministry
of Health implementation of the Patient-and Family-Centred Care (PFCC)
Framework helped to put care users and their families at the centre of care plans.
Saskatchewan’s transition to combine its 12 Regional Health Authorities into a single
provincial health authority in 2017 also helped focus on meeting patient/user needs
by enhancing the connectivity of care delivery (ibid). The 2015 Nova Scotia
government’s design to amalgamate its district health authorities into a single health
authority helped to increase access to care and enhance the quality of care, which
helped to reduce waiting times and deliver integrated forms of care to specific
populations (ibid). Lessons that can be learnt from Ontario’s effort to transition
towards a more bottom-up approach to care delivery are that the introduction of 24
Health Teams within the province helped to provide more connected care
coordination and base care delivery on local population needs (ibid). Legislation
introduced in 2015 in Quebec helped to consolidate governance to centralise
decision-making and achieve more community-oriented integrated care. This is
because it helped make it easier to assure the continuity of care for care users
requiring multiple points of care. However, Sullivan-Taylor et al.’s (2022) research
also noted that this has not solved persistent inequalities of access for the most
vulnerable. Simiarly, Wankah et al., (2018) also examined the impact of
consolidation of governance in Quebec and found that the merger did not sufficiently
achieve all it intended to achieve and argued that for improvements to be made the
mechanisms through which centralised systems will achieve community-oriented
integrated care need to be properly understood in order to improve outcomes (ibid).

From the findings of their research, Sullivan-Taylor et al., (2022) devised a set of
principles for guiding integration that help to guide policy makers and system
partners on what to do and how to engage with care users and their communities.
These are that frameworks and standards for integration should: 1) be co-designed
in partnership with a range of diverse stakeholders to create a standard that has
utility and is accepted by diverse user groups; 2) be people-centric to ensure that the
populations served are at the centre of all integration activities; 3) be co-designed
through an ongoing consultation process with several rounds of multi-stakeholder
feedback; 4) set clear expectations and accountabilities for policy makers that
reinforces that integrated care implementation requires strong partnerships; 5) be
flexible to accommodate local content in strategic planning and funding decisions;
and 6) help to evaluate and advance efforts (ibid).

Breton et al., (2019) looked at evidence from interviews with older care users in
Quebec to identify their concerns and hopes associated with enhanced integration,
as well as from interviews with other stakeholders (policy-makers providers,
managers, professionals) to see where their concerns converged and diverged. They
found that care users were mostly concerned by unmet needs, while policy-makers,
providers and professionals were more concerned by structural barriers to
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integrating care. These findings show that it is important to consult a variety of
stakeholders early on in planning processes regarding integration so as to be able to
consider the needs of all stakeholders when designing interventions.

3.10.5: Enablers and Barriers to the Long-term Sustainability of the Canadian
Model: Recommendations for Best Practice

Four of the documents reviewed discuss the barriers to the long-term sustainability
of the current Canadian model of social care (Giosa et al., 2018; Sullivan-Taylor et
al., 2022; Breton et al., 2019; and Labrie 2021). All four documents explain that the
key challenge to the sustainability of the Canadian model is the aging population.
The population of Canada is aging at a rapid pace. In 2000, 12.6% of Canadians
were aged 65 years and older, but by 2020 there were 6.8 million seniors in Canada,
representing 18% of the overall population (Labrie 2021). This proportion is expected
to rise to one fourth by 2040 (ibid). The number of people aged 80 and over is also
expected to steadily keep increasing and the number of people aged 80 and over is
expected to almost triple between 2018 and 2045, from 1.6 million to 4.4 million
people (ibid). It is also estimated that the prevalence of problems associated with
chronic disease will increase as the population ages as at present nearly three
quarters of older people in Canada suffer from a chronic disease and half of those
aged 85 or over have multimorbidity (ibid). These health problems limit the activities
of a growing proportion of the elderly population and will contribute to an increase in
costs associated with the use of health-care services and the provision of long-term
care. Last year it was estimated that the number of older people requiring long-term
residential care will increase by 60% by 2031 and the number of people who will
need care and support at home is expected to increase by a third during the next
decade (ibid). It is argued that Canada’s current system is not prepared for the
funding challenges associated with these demographic changes (Giosa et al., 2018).

The literature also identified one challenge to the sustainability of recent efforts made
through various municipal programs to increase integration between health and
social care. Sullivan-Taylor et al., (2022) note that the political cycle typically limits
program planning and implementation to a short window of two to four years before
another election may stall, sustain, or reverse any progress.

3.10.6: Considerations for the Potential Transfer of the Canadian Social Care
Model

e Canada has a total population of just under 38.5 million people (Labrie 2021)

e The geography of Canada is diverse and includes many very remote and
inaccessible areas (ibid).

e However, more than half of Canadians live in just two provinces: Ontario,
where one in three Canadians live, and Quebec where almost a quarter of
Canadians live. The combined population of Canada's three territories
(Northwest, Yukon and Nunavut) is less than the population of Canada's
smallest province (Prince Edward Island) (ibid).

e While the population of Canada is aging rapidly, the total population is
growing at a steady pace and, based on current projections will surpass 50
million by 2070. Canada has one of the fastest growth rates of any G7 nation,
growing faster than many other industrialized countries. While Canada’s
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fertility rate is 1.53 births per woman, below the population replacement rate,
the population continues to grow as migration plays an increasing role in the
population. Canada’s net migration rate is 6.375 per 1,000 people, the eighth-
highest in the world (Statistics Canada 2020).

Health inequalities are prevalent and result from social, political, and
economic disadvantages, with inequalities especially pronounced between
indigenous and non-indigenous people (Giosa et al., 2022).

In Canada the provinces and territories have the responsibility for health and
social care governance rather than the federal government (Labrie 2021).

76



4. Concluding Discussion

This review of international models of social care and services has demonstrated
that the ways in which social care and service systems are funded, delivered,
structured, and governed varies between different high-income countries. It also
highlights important lessons and recommendations for improving, sustaining and, in
many cases, enhancing the quality of care provision in countries facing challenges to
sustaining their existing social care models resulting from ageing population. In
particular, the review highlights important enablers and barriers to the sustainability
of existing social care models, including the financing of these models, and for
improving the integration of health and social care services.

4.1: Differences in Social Care Funding, Delivery, Structure and Governance

The Australian social care sector predominantly focuses on the most vulnerable
people, with the greatest and most complex needs and includes child and family
services, child protection, mental health, and aged care. The system is not universal
and government assistance focuses on those with low incomes. Services provision is
determined on the basis of need and charges to the individual are means tested. The
financing of social care comes from tax revenue and user charges, which means the
wealthiest people have to pay all or the majority of their care costs themselves up to
a specified government defined limit. It can be difficult to obtain private forms of
insurance to cover these costs. In Australia, while the provision of health services
falls to State governments, the provision of pensions and funding for welfare services
is a federal government responsibility. The clear division of health care services and
social care evident in Australia is shared by the United States. However, unlike in
Australia, in the US all social care costs are paid for privately by individuals. The US
Medicaid programme is a publicly funded system which provides a safety net by
covering the costs of health care services for those with low incomes, but it does not
cover social care costs. However, the delivery, structure, and governance of social
care services in Alaska differs slightly from that of the other US states as Alaska has
its own particular arrangements regarding the coordination and provision of care for
Indigenous Alaskans. Alaska also has its own version of Medicaid, which covers
some of the costs associated with home care and is administered by the Alaska
Department of Health and Social Services Division of Public Assistance. Eligibility is
determined by financial need, so applicants must be able to prove that they are at or
below a certain income level to qualify.

The Canadian social care system most notably differs from other models in the
extent of power held by municipal (regional) governments for social care governance
and funding. In Canada, social care (including long-term care), comes entirely under
the jurisdiction of provinces and territories. While the Canada Health Act specifies a
set of criteria in which health care services deemed medically necessary must be
covered by provincial health-insurance programs, municipal governments have the
freedom to plan their own particular arrangements. In addition, the Canada Health
Act also excludes long term and other social care services. Instead, social care is
considered an extended health service that can be provided at the discretion of the
provinces and territories. In practice however, each province provides varying levels
of social care services under provincial programs that cover part of the costs of
institutional care and home care services, including for older people.
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Japan, the Netherlands, Germany and France all have social care systems that are
based on mandatory social insurance schemes separate from mandatory health
insurance schemes. In the Netherlands and Germany, these schemes are funded by
general taxation at central government level. In France, it is funded both by taxation
at central government level and at the regional government level. In Japan however,
half of the revenue for the long-term care insurance scheme comes from general
taxation, with one-third coming from insurance premiums from people aged between
40-64 (at a rate of 1 per cent of income) and one-sixth from people over 65
(according to a fixed tariff of premium rates). User co-payments account for the rest
(Forder and Fernandez 2011). Municipalities operate the public long-term care
insurance system and have the responsibility for planning long-term care in their
jurisdictions and developing infrastructure for care services. For people in
employment, individuals’ contributions are shared with employers and premiums are
determined and collected nationally and redistributed to municipalities according to
need. Benefits in Japan are much more generous than in the Netherlands, Germany
and France and are designed to cover the costs of a wider range of care services,
with less than a 10 per cent co-payment required from individuals, which is further
reduced on a means-tested basis for people on lower incomes.

Social care in Switzerland is also financed directly by contributions from taxation and
a compulsory health insurance system that also provides for social care service
provision. However, under the Swiss system, people on lower incomes are eligible
for subsidies and those with the lowest incomes who receive welfare aid, have their
premium paid for by the government. However, all earners earning above a certain
income level all have to pay the same premia.

Nordic models of social care differ to others in that they underpinned by the principle
of universalism, which means that eligibility for all social care services is based on
need rather than contributions so that all citizens who require long term social care
and services can access them. Until the 1990s, services were based almost
completely on public provision. The state and local authorities heavily subsidise care
services, financed through income and local taxes. Since the 1990s, changes in
politics and policy in Sweden, Norway, Finland, and Denmark have transformed the
delivery of social care services into a more hybrid public-private approach, with
greater involvement of the market in service provision and greater user contribution
to the costs of care.

New Zealand differs from the other countries in its approach to the funding,
governance, and delivery of social care in that social care and services are part of a
health board’s allocation. Care service provision is subject to a needs assessment
and the health ministry funds and purchases care for people with disabilities under
the age of 65. New Zealand has a larger range of private sector care and service
provision than in the UK countries and primary health organisations contract with
district health boards to provide a range of primary and community services. In the
UK context of devolution, health and social care are wholly devolved matters, with
Scotland, Northern Ireland and Wales having subtle differences in funding and
financing social care from that of England. Each of the four National Health Services
are funded primarily from general taxation gathered at a UK level, but distributed to
the Scottish, Welsh, and Northern Irish governments through the ‘Barnett formula,’
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based on current and historical population size. The Scottish and Welsh
governments also set some devolved taxes such as stamp duty, and have limited
powers to raise or lower income tax bands with revenue going to them. Since 1973
Northern Ireland has operated under an integrated structure of health and social
care. Scotland, England, and Wales are gradually moving towards increasing
integration of their health and social care systems.

4.2: Key Strengths and Weaknesses of the Different Social Care Models

Under the Australian scheme, increased pressure caused by an ageing population
has led to increases in demand and costs to the federal government under the
current system for age-related care. While increasing the opening up of care
provision to private service providers and market forces has been identified as a way
to reduce the fiscal demand on the federal government, concerns have also arisen
about increasing inequalities in care provision and in the standards of care provided
as a result of increased private sector involvement in care provision, problems
associated with increasing deregulation of care services, and power imbalances in
leadership and service delivery. Lack of integration between health and social care
providers also negatively impacts the delivery of care for users with complex care
needs. However, the Australian emphasis on external care provision reduces the
need for informal care provision and associated impacts, including lower workforce
participation of working adults and negative impacts on wellbeing of informal care
providers.

While the Australian model emphasises care user choice in determining care
providers, social care policy in Japan is paternalistic and involves medical expertise
in assessing eligibility to disability services and leaves little scope for individuals to
express their agency, choice, and decision-making capacities. Again, unlike in
Australia, Japan places a high level of expectation on families to provide high levels
of informal care. This creates challenges in an increasingly aging society where
increasingly older people will bear the brunt of caring for the oldest members of
society. Informal care provision is also a gender equality issue, with the maijority of
informal care being carried out by women and which results in lowering employment
opportunities and quality of life for women. Social care services are dominated by
medical models of care at the expense of general wellbeing and quality of life.
However, access to care is standardised. The Canadian system of social care also,
for the most part, remains dominated by a health and medical approach to care with
social care coming under ‘extended health care services, and unlike in other
countries, across Canada the vast majority of long-term social care is still provided in
residential institutions, despite the fact that most older people consider institutional
care a last resort and would prefer to receive care services at home if these were
accessible to them. For those requiring social care support at home, waiting lists can
be long. Differences in provincial arrangements for care provision has also resulted
in inequalities in the distribution of care services between the different provinces.
Consequently, many older people fail to get the care they need in their own homes
and have to be admitted to long-term care facilities prematurely. However, efforts
made to more closely integrate health and social care in Canada over the past few
decades have helped to improve the provision and coordination of long-term
services while retaining provincial control to allow services to be more specifically
tailored to the needs of local geographic areas. Importantly, research conducted in
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Canada has shown that when strict regulations are put in place for the licensing of
residential homes and accreditation of professionals, private-for-profit providers can
perform as well as private not-for-profit providers and public providers in meeting
care delivery standards.

In contrast to the medicalised model of social care in Japan, the integration of health
and social care services in New Zealand is more adapted for addressing the care
needs of those with complex needs and addressing overall wellbeing, including for
older people, children, young people, and people with disabilities. Integrated care
provision embedded upon an ethos of respect for socio-cultural diversity has also
enabled positive steps to be made towards addressing health and social inequalities
between Indigenous people and other New Zealand citizens that result from the
history and legacy of colonialism. In contrast, the US model of social care delivery is
associated with exacerbating socio-economic and racial health and quality of life
inequalities. Internationally, the Swiss system ranks well regarding quality of care,
access, efficiency, equity, and promotion of healthy lives, however fragmentation of
social care governance and delivery, with responsibilities divided between the
federal, cantonal, and local levels is associated with increases in the risk of sub-
optimal quality of care.

The main strength of Nordic models of care is that care services are provided to all
citizens who require social care regardless of personal ability to pay. The Swedish
provision of social care is seen as a ‘best practice’ example by international
standards, because of the generosity of its coverage and low user charges. Under
the Nordic models local authorities have the freedom to organise care delivery, but
the system is supported by national level legislation which ensures equality of levels
of care service provision and the quality of services. However, the introduction of
marketisation in the 1990s has challenged the principle of universalism in care
provision, particularly in services for older care users and the introduction of the
option to pay for additional services challenges the principle of equality of access.
Unlike in the Scandinavian countries where a full range of services are provided to
all citizens, the insurance-based systems in The Netherlands, Germany and France
provide for basic care only, with the rest expected to be covered by informal care
provision. One of the potential downsides of insurance-based systems like these that
rely on a single source of funding is that they may leave long-term care budgets
more vulnerable to macroeconomic fluctuations. If the labour market is weak, for
example, revenue from payroll contributions will be reduced and this may lead to
budget deficits that need to be addressed by using funds from previous surplus
years, taking on debt or drawing funds from general taxation. However, having a
contribution-based system is associated with a reduced need for political bargaining,
present in systems that rely predominately on general taxation.

While increased integration of health and social care in Wales, Scotland and
England is associated with the potential to provide a more holistic approach to care,
the system in Northern Ireland has come under criticism for not working as
effectively as predicted and having multiple layers of decision-making and unclear
lines of accountability which complicate the system. Similarly, the complex
arrangement between the local authority and health board in Scotland resulting from
attempts to integrate care services further have not always resulted in the quality and
well-integrated service that was intended, with health emerging as the dominant
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partner in integrated boards and being better financed. However, receiving care from
a self-managing, integrated, health and social care team is generally viewed as
acceptable to service users in Scotland. The lack of statutory basis in England,
however, means that England’s health and social care partnerships often rely on
voluntary commitment and lack designated resources to fully deliver integrated ways
of working.

4.3: Impacts of the Different Social Care Models on Population Health
Outcomes

Under the Australian system, the provision of basic social care services based on
need is linked to improved health outcomes. However, the US poor efforts to
integrate health and social care compared to other high-income countries,
contributes significantly to growing health inequalities. In contrast, the New Zealand
integrated system is associated with improved health and quality of life outcomes,
particularly in relation to mental health and wellbeing. In the four UK countries
however, the evidence to date suggests that the impact of changes to the social care
system, including the increased integration of health and social care, has had a
relatively limited effect on population health outcomes and in reducing existing health
inequalities.

In Canada, the impacts of programs to try to integrate health and social care more
closely on population health outcomes cannot yet be ascertained from the literature
and evidence to date alone. However, health outcomes in Canada continue to lag
behind those of other high-income countries and health inequality remains high, with
lower earners and indigenous people having the poorest health outcomes. In
addition, the health dominated approach to social care provision and greater
amounts of care being delivered within residential settings, has a negative impact on
health care services as lengthy waiting lists for residential care, mean a high number
of people occupy beds in hospitals during the time they wait for a place in a
residential care facility.

The existing research literature suggests that the impacts of the increased
marketisation of at-home social care services in Finland and the other Scandinavian
countries show that marketisation is linked to the potential of widening health
inequalities between the wealthiest and poorest members of society, with whose
care involving rely mostly on public service provision, reporting poorer health than
others and unmet care needs than others who have the financial ability to rely more
heavily on services financed privately.

From the available literature, it is not possible to ascertain the impacts of the French,
German, Dutch and Swiss models of social care on population health impacts.
However, in the case of Japan, while the long-term impacts of major social care
reform are not yet known, the model has been linked to improving quality of life
amongst people with disabilities. This is young people with disabilities receive
services from infancy to adulthood, which helps improve consistency in care and
service provision. While the literature did not specify evidence of the impacts of its
model of social care for population health outcomes amongst all Alaskans, both the
Maniilag and SCFNuka programs for Indigenous Alaskans are associated with
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significant reductions in emergency department visits and hospital admissions and
are also associated with improving diagnosis and treatment of chronic diseases.

4.4: Barriers and Enablers of the Success of Different Models of Social Care:
Lessons Learned from the International Examples

The review of the international literature highlighted important lessons learned and
recommendations for sustaining and improving the quality of care provision,
including for improving the integration of health and social care services.

In particular, the Australian literature reveals that limitations in access to services in
certain geographic areas (including rural areas) can hamper efforts to achieve more
holistic approaches to integrated care provision. Case studies also warn that
attempts to increase user choice need to be responsive to existing structural
inequalities, because if they fail to do so, they risk increasing social inequalities.
Case studies also show that more government policy is required to address existing
structural inequalities to enable an integrated health and social care system to be
able to achieve its maximum potential.

A series of recommendations were also identified in the Australian literature for
helping to reduce issued posed by the use of private providers of social care
services. In particular, target populations need to be carefully defined to ensure an
appropriate nexus exists between a person’s right to make their own decisions and
society’s protective responsibilities. In addition, a functionally independent agency
must be empowered to investigate, both on its own and following a complaint or
notification, any situation of concern. A “supportive intervention” approach by the
agency that enables it to identify and, where necessary, coordinate support services
(e.g., aged care, disability, mental health, family violence support services) is also
central to controlling its effectiveness, and appropriate safeguarding mechanisms
must be put in place. Access to personal data should be regulated and information
sharing laws need to enable relevant agencies to communicate necessary
information.

Lessons learned from the success of the New Zealand Canterbury model of
integrated social and health care provision demonstrates that having a clear vision of
a ‘one system, one budget’ approach, investment in staff through training and skills
development, and development of new models of service contracting and integrated
working is important for achieving positive outcomes. In Switzerland, the 2017-2020
Promotion of Interprofessional Collaboration in Healthcare helped to identify good
practice in fostering the coordination of care and interprofessional collaborations and
highlighted the need for quality indicators and greater legal clarification about the
responsibilities of non-medical care providers for the development of a more
integrated system. Different organisational cultures and interests and a lack of
ownership and accountability among managers hindered improvement processes.
Participatory approaches were care delivery improvements were co-created and
tailored to local priorities and needs were also found to be enablers of success.
Literature focusing on Germany, the Netherlands and France revealed that enablers
of improvement in greater integrated care included interprofessional meetings and
improved communication.
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The literature focusing on Canada is particularly strong in identifying the importance
of governance in enabling improved integration of health and social care and moving
away from a medicalised approach to care provision towards a wellness model.
Using case studies from several provinces, the research shows how provincial
amalgamation of district health authorities into a single provincial health authority
helped to increase access to care, provide greater coordination of care for those with
complex care needs, enhance the quality of care delivered, and improve targeting
towards population care needs. However, it is important to note that this has not
solved persistent inequalities of access for the most vulnerable. The Canadian
literature also specifies how frameworks and standards for integration may help to
facilitate successful integration if they are co-designed in partnership with a range of
diverse stakeholders, people-centric, set clear expectations and accountabilities for
policy makers that reinforce strong partnerships, and are flexible in accommodating
local content in strategic planning and funding decisions. This body of literature also
asserts that quality, not finance, needs to be the driving force behind integration if it
is to prove to be successful in practice in improving access and quality of care.

The experience of the SCFNuka system in Alaska demonstrated the need for
structural integration across all services, care staff and specialist care in hospitals,
horizontal integration with teams members all regarded as peers, and improved
decision making that includes community members in deciding how care should be
provided as key to success of the initiative. Similarly, the Maniilaq Social Medicine
Program (SMP) inaugurated by Northwest Alaska’s regional tribal health
organisation in 2017 provides another example of a system whereby tribal, health
and social service have been integrated to help promote address the social
determinants of health that are associated with health inequalities between
Indigenous and other Alaskans. However, the Alaskan models are primarily primary
care systems and it remains the case that very little social care is integrated.

Under the US model, the ability of reforms to improve outcomes and generate
reserves — whether public or private — is dependent on the broader economic
situation. However, the development of the Japanese model also shows the
important of the need to be flexible as a result of fluctuations in demands for care
services and to adjust eligibility criteria accordingly to control expenditure. The
literature also demonstrates that while the introduction of marketisation potentially
challenges the universality of care in Sweden, Denmark, Finland and Norway, the
extent to which it diminishes the universalistic character of social care systems,
fundamentally depends on the generosity and quality of the public system. If publicly
funded social care services remain so comprehensive that few demands for top-up
services are made, they will not impair universality. However, if reliance on private
topping-up services increases and usage becomes unevenly distributed among
groups of users, it risks undermine the dimension of comprehensive usage,
especially if entitlement criteria for public becomes stricter. In addition, universalism
can be maintained if focus is given to how the use of additional services are
distributed and how this interacts with the political commitment to finance care and
citizen willingness to pay taxes.

Important lessons can also be learned from the case of Northern Ireland, where

commissioning systems make it difficult to reshape service provision for the future. In
relation to the issue of increasing user choice, problems have arisen in Northern
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Ireland from a lack of clear definition as to what ‘personalisation’ of care means in
practice, beyond greater support for a system of care that promotes care closer to
home and provides users with greater choice. Literature focusing on Scottish efforts
to integrate health and social care have shown that one of the most significant
barriers to the increasing integration of health and social care services is that
development of integrated care bodies does not necessarily lead to more effective
partnership working or collaboration. Underlying challenges, such as social care
being more financially overstretched than health relative to the level of need, cultural
differences between locally accountable social care services and centralised health
services, and variability in leadership capacity also remain unaddressed by joint
arrangements. Integrating finances effectively requires reliable information sharing
across health and social care, joint assessments that account for differences in
workforce between the two sectors, and a financial framework that can adequately
share risks and benefits across different commissioners. Integrated finances have
also been shown to be unlikely to make much difference until underlying funding
pressures are addressed, with budgets intended to be allocated to integrated care
boards to support integration ending up offsetting overspends in acute care. Lessons
learnt from efforts to increase integration in Wales have revealed the need to adopt a
place-based approach to ensure that health and social care services respond directly
to the needs of people in local contexts and the need to devise a clear co-created
vision for integrated care. In England, it has been shown that while integrated
finance arrangements can help lead to improvements in collaborative working, these
will not necessarily lead to financial savings, especially in the short term. This
suggests that delivering savings should not be adopted as an immediate core
outcome or objective of integration, especially as improvements in service delivery
can also identify unmet need and because demand for care is rising.

4.5: Challenges to the Sustainability of Existing Social Care Models and
Identifying Potential Solutions to these Challenges

The review also highlights important enablers and barriers to the sustainability of
existing social care models, including the financial sustainability. All the countries in
the sample are experiencing severe pressures and instabilities as a result of an
aging population and declining funding for welfare and service provision. The present
gaps between resources and demand for care in all countries will likely rise further,
potentially leading to deteriorating performance on measures of quality. Fluctuations
in the wider economic conditions will affect both the labour market and the market for
care services.

The literature focusing on the EU countries (Germany, Netherlands and France)
provides more specific details about the challenges that an aging population may
pose to the sustainability of the social insurance model of social care, revealing that
the key challenges to the long-term sustainability of this model are: challenges to
access linked to the underdevelopment of publicly funded formal long term care
services, challenges to sustaining quality of care due to significant increases in
demand, challenges to the life opportunities of carers and gender equality resulting
from increased informal care being required to plug the gaps in care access, and
challenges of financial sustainability due to a need to increase public spending on
social care.

84



The Australian literature identified several barriers to the long-term sustainability of
the Australian social care model, including a lack of forward planning and significant
investment as well as the need to increase government funding costs for sustaining
future care provision. Concerns about ongoing financial instability mean that that
user contributions will likely need to increase further. In addition, changing patterns
of care provision with more people accessing care at home rather than permanent
residential care means that individuals will be required to pay more for their care in
the future because under this model individuals with incomes higher than the full
state pension pay more towards their care.

The sustainability of the US and Alaskan models is highly dependent on changes in
the wider economy with the direction of reforms being underpinned by debate
regarding ideas of fairness and responsibility.

In Japan, the huge growth of the aging population means that sustaining the system
depends on willingness to expand welfare and insurance schemes for the provision
of longer-term care. Sustaining the care workforce also presents a huge challenge to
the long-term sustainability of the current system. Growing concerns are also evident
about the future sustainability of European models of social insurance contribution-
based care, especially in relation to funding given the ageing population in Germany,
France, and the Netherlands.

Although Nordic social care and service provision are based upon universality,
general tax financing, high decommodification, high labour market participation,
equality and generosity, a key question now remains as to whether achieving these
key characteristics is still possible given an aging population. In Switzerland, at
present the personal contributions of those in need of care account for a high
proportion of total financing compared with other countries (30%, while the average
internationally is only 13.5%). However, if this is maintained, the financial burden on
those in need of care and on the municipals will reach the limits of feasibility in the
near future.

While integrated health and social care systems, like in the case of the Canterbury
model in New Zealand, may help to reduce spending on costly emergency hospital
care and medical services, it is dependent on increased spending on community-
based services. Funding provision for these systems through the current system of
taxation may also be difficult to sustain in the future owing to the aging population.
Research focusing on Canada shows how the political cycle may limit the long-term
sustainability of recent efforts made through various municipal programs to increase
integration between health and social care, as a short timeframe of two to four years
between elections may stall, sustain, or reverse progress.

In the UK countries, social care across all four countries is experiencing pressure as
the population ages. Growing rates of health inequality between the wealthiest and
poorest social groups in each country and falling birth rates suggest that demands
for long-term care will likely increase further in the future. Increasing levels of chronic
health conditions have added to the burden of iliness in the UK, and result in more
complex health and care needs, which integrated services must meet. The gap
between resources and demand for care will likely rise further, potentially leading to
deteriorating performance on measures of quality. In the case of integrated care,
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without significant changes to the broader context in terms of system incentives and
the distribution of resources, the current system is unlikely to yield more favourable
results in the longer term.

4.6: Factors to Consider when Thinking About Transferring Social Care Models
to A Different Context

The sample literature focusing on the EU and Alaskan models of social care provide
examples of factors that need to be considered when considering transferring one
model of social care from one context to another. The literature focusing on the
Alaskan SCFNuka model provides an important consideration based on an
unsuccessful trial to implement this model in various locations in Scotland (Isle of
Eigg, Forfar and Fife), which is that prior acceptance of the program amongst
relevant stakeholders is fundamental for effective transfer. This unsuccessful attempt
also cautions how, in practice, it can be difficult to transfer one model from one
socio-cultural, economic, legislative and regulatory context to another. Literature
focusing on the EU also provides a cautionary note for transferring models across
contexts, explaining how the abilities of each model to succeed and generate
revenues (public or private) is inevitably dependent on the wider economy. In
addition, it also shows the need to consider fundamental principles and values that
underpin a country’s model of social care when thinking about its transferability, as a
widely supported principle in one country as a basis for care provision (e.qg.,
universalism, equality, responsibility and freedom), may not be as strongly upheld in
another country.

In addition, while the literature focusing on the other countries do not explicitly
specify factors that should be considered in relation to the transferability of one
model to another context, the literature focusing on all countries specifies important
demographic information and considerations related to the potential sustainability of
its model that can be used to infer whether the model might succeed or face similar
future challenges if it were implemented another context. Important factors to
consider when assessing the suitability of each model for transfer are: the rate of
population ageing in both countries, the geographic location of the population, future
life expectancy, projected levels of health and income inequality, structures of
governance, population diversity and ability of the care system to meet the needs of
diverse groups, socio-cultural values and expectations about responsibility over care
provision, and public willingness for public spending to be increased to improve
social care. In this way, answers to questions about the country whose model is
being considered can be compared to answers to these same questions about the
country of potential implementation to help aid judgement and decision-making about
the suitability of a model for transfer to a specific context. For example, if the very
high rate of population aging in Japan is associated with challenges to the future
sustainability of the model, such a model is likely to face similar challenges in the
future if it were to be implemented in another country with similar demographic
projections. However, the current model in Japan may be more suitable for
implementation in a country where the projected rise in the aging population is not as
high as that predicted for Japan. Similarly, in the case of the potential transfer of the
Nordic model, it may be more likely that support for its implementation would be
higher in a country where there is strong public support for the principles of
universalism and equality in service provision, in contrast to a country that places
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greater value on individual responsibility. Likewise, the municipal governance system
of the Canadian model may be better suited for transfer to a country characterised
by high levels of diversity in the spatial, social and cultural geography of its regional

populations than for a country where population geography and diversity are similar
across all regions.
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5. Recommendations for Decision Makers

The following 10 recommendations have been developed from the findings of the
rapid review for decision-makers involved in developing the National Care Service in
Scotland:

1. Care services should be provided on a consistent basis across all geographic
areas (including remote rural areas).

2. Policy should address existing structural inequalities to enable the care system to
achieve its maximum potential.

3. A clear ‘one system, one budget’ approach would reduce complexity.

4. An integrated care service should be substantially publicly funded so that use of
privately funded services does not become more unevenly distributed.

5. Eligibility for access to social care services should remain high to prevent rising
inequalities, unmet needs and increased dependency on informal care providers.

6. A standardised definition of what ‘personalisation’ of care means should be
developed.

7. Mechanisms that address cultural differences between locally accountable social
care services and centralised health services should help improve integration.

8. Budgets intended to support integrated care should not be used to offset
overspends in acute care.

9. Financial savings should not be viewed an immediate objective of integration.

10. Forward planning and significant investment are required to meet the future care
needs of an aging population.

88



6. References

Adams, R. J., Smart, P., & Sigismund Huff, A. (2017). Shades of Grey: Guidelines
for Working with the Grey Literature in Systematic Reviews for Management and
Organizational Studies. International Journal of Management Reviews, 19, 432—454.
DOI: 10.1111/ijmr.12102

Audit Scotland (2016). Changing Models of Health and Social Care.
https://www.audit-
scotland.gov.uk/uploads/docs/report/2016/nr 160310 changing models care.pdf

Baird (Kings Fund) 2018. Innovative models of general practice.
https://www.kingsfund.org.uk/sites/default/files/2018-
06/Innovative models GP Kings Fund June 2018.pdf

Barrett, D., & Heale, R. (2020). What are Delphi Studies? Evidence-based nursing
23(3), 68—69. https://doi.org/10.1136/ebnurs-2020-103303

Becker, U., & Reinhard, H-J., (2018) Long-Term Care in Europe: A Juridical
Approach.

Comparative legal analysis on different approaches to long-term care benefits.
Springer: Cham, Switzerland. ISBN 978-3-319-70081-6 (eBook),
https://doi.org/10.1007/978-3-319-70081-6

Béland, D., & Marier, P. (2020). COVID-19 and Long-Term Care Policy for Older
People in Canada, Journal of Aging & Social Policy, 32(4-5): 358-364, DOI:
10.1080/08959420.2020.1764319

Beresford, P. (2019) Public Participation in Health and Social Care: Exploring the
Co-production of Knowledge. Front. Sociol. 3:41. doi: 10.3389/fsoc.2018.00041

Bertelsen, T. M., & Rostgaard, T. (2013) Marketisation in eldercare in Denmark :
Free choice and the quest for quality and efficiency, in Meagher, G. &
Szebehely, M. (eds) Marketisation in Nordic Eldercare: A Research Report on
Legislation, Oversight, Extent and Consequences, Stockholm Studies in Social
Work; No. 30. pp. 127-162.

Birrell, D., & Gray, A-M. (2016). Delivering Social Welfare: Governance and service
provision in the UK.. DOI:10.51952/9781447319214. ISBN: 9781447319177.

Blimel, M. (2013). The German health care system. In Thomson, S., Osborn, R.,
Squires, D., & Jun, M. (eds), International profiles of health care systems. New York,
US: The Commonwealth Fund. Available at
www.commonwealthfund.org/Publications/Fund-
Reports/2013/Nov/InternationalProfiles-of-Health-Care-Systems.aspx

Bosco, A., Schneider, J., Coleston-Shields, D. M., & Orrell, M. (2019). Dementia care
model: Promoting personhood through co-production. Archives of Gerontology and
Geriatrics 81, 59-73. hitps://doi.org/10.1016/j.archger.2018.11.003

89


https://www.audit-scotland.gov.uk/uploads/docs/report/2016/nr_160310_changing_models_care.pdf
https://www.audit-scotland.gov.uk/uploads/docs/report/2016/nr_160310_changing_models_care.pdf
https://www.kingsfund.org.uk/sites/default/files/2018-06/Innovative_models_GP_Kings_Fund_June_2018.pdf
https://www.kingsfund.org.uk/sites/default/files/2018-06/Innovative_models_GP_Kings_Fund_June_2018.pdf
https://doi.org/10.1136/ebnurs-2020-103303
https://doi.org/10.1007/978-3-319-70081-6
https://doi.org/10.1016/j.archger.2018.11.003

Bowen, D.J., Powers, D.M., Russo, J. et al. (2020) Implementing collaborative care
to reduce depression for rural native American/Alaska native people. BMC Health
Serv Res 20, 34. https://doi.org/10.1186/s12913-019-4875-6

Boyer, M. M., de Donder, P., Fluet, E., Leroux, M-L., & Michaud, P-C. (2020). Long-
Term Care Insurance: Information Frictions and Selection. American Economic
Journal: Economic Policy 12(3): 134—169.

Brennan, D., Cass, B., Himelweit, S. and Szebehely, M. (2012). The marketisation of
care: rationales and consequences in Nordic and liberal care regimes. Journal of
European Social Policy, 22: 377-391.

Breton, M. Wankah, P., Guilette, M., Couturier, Y., Belzile, L., Gagnon, D., & Denis,
J-L. (2019). Multiple Perspectives Analysis of the Implementation of an Integrated
Care Model for Older Adults in Quebec. International Journal of Integrated Care,
2019; 19(4): 6, 1-13. DOI: https://doi.org/10.5334/ijic.4634

Brochmann, G., & Dglvik, J. E. (2018). The welfare state and international migration:
The European challenge’. In B. Greve (Ed.), Routledge handbook of the welfare
state. Routledge. pp. 508-522.

Bryman, A. (2012). Social Research Methods (4th edition), Oxford University Press,
United States.

Bunn, F., Goodman, C., Russell, B., Wilson, P., Manthorpe, J., Rait, G., Hodkinson,
l., & Durand, M. A. (2018). Supporting shared decision making for older people with
multiple health and social care needs: a realist synthesis. BMC geriatrics, 18(1), 165.
https://doi.org/10.1186/s12877-018-0853-9

Canadian Institute for Health Information (CIHI) (2021). Long-Term Care Homes in
Canada: How Many and Who Owns Them? https://www.cihi.ca/en/longterm-care-
homes-in-canada-how-many-and-who-owns-them

Carlson, T., Calder-Dawe, O., & Jensen-Lesatele, V. (2022). ‘You can’t really define
it can you?’ Rangatahi perspectives on hauora and wellbeing. Journal of the Royal
Society of New Zealand. 52(4):409—-425. DOI:10.1080/03036758.2022.2074060

Carter, N., Valaitis, R.K., Lam, A. et al. (2018). Navigation delivery models and roles
of navigators in primary care: a scoping literature review. BMC Health Serv Res 18,
96. https://doi.org/10.1186/s12913-018-2889-0

Chan, C.Y., Cheung, G., Martinez-Ruiz, A. et al. (2021). Caregiving burnout of
community-dwelling people with dementia in Hong Kong and New Zealand: a cross-
sectional study. BMC Geriatr 21, 261. https://doi.org/10.1186/s12877-021-02153-6

Chapman, A. (2018). Playing catch-up? Adult social care in Northern Ireland. Journal
of the Institute of Public Administration of Ireland, 66(3), 99-115.
https://doi.org/10.2478/admin-2018-0029

90


https://doi.org/10.1186/s12913-019-4875-6
https://doi.org/10.5334/ijic.4634
https://doi.org/10.1186/s12877-018-0853-9
https://www.cihi.ca/en/longterm-care-homes-in-canada-how-many-and-who-owns-them
https://www.cihi.ca/en/longterm-care-homes-in-canada-how-many-and-who-owns-them
https://doi.org/10.1186/s12913-018-2889-0
https://doi.org/10.1186/s12877-021-02153-6
https://doi.org/10.2478/admin-2018-0029

Chapman, A. (2021). Person-centred care in Northern Ireland: learning from the
experiences of adult social care users. Journal of Integrated Care, 29(3), 242-253.
https://doi.org/10.1108/JICA-06-2020-0036

Chesterman, J. (2019). The future of adult safeguarding in Australia. Aust J Soc
Issues 54, 360-370. doi: 10.1002/ajs4.86.

Chute, C., & French, T. (2019). Introducing Care 4.0: An Integrated Care Paradigm
Built on Industry 4.0 Capabilities. International Journal of Environmental Research
and Public Health, 16(12):2247. https://doi.org/10.3390/ijerph16122247

Courbage, C., Montoliu-Montes, G., & Wagner, J. (2020). The effect of long-term
care public benefits and insurance on informal care from outside the household:
empirical evidence from Italy and Spain. The European journal of health economics :
HEPAC : health economics in prevention and care, 21(8), 1131-1147.
https://doi.org/10.1007/s10198-020-01215-7

Curry, N., Castle-Clarke, S., & Hemmings, N. (2018) What can England learn from
the long-term care system in Japan? London: Nuffield Trust.

Cylus, J., Roland, D., Nolte, E., Corbett, J., and Jones, K., Forder, J., & Sussex, J.
(2018) Identifying options for funding the NHS and social care in the UK:
international evidence. Health Foundation working paper, 3. The Health Foundation,
London, UK.

Dalkey, N., & Helmer, O. (1963). An experimental application of the Delphi method to
the use of experts. Management Science 9, 458- 467. doi:10.1287/mnsc.9.3.458.

De Pietro, C., Camenzind, P., Sturny, I., Crivelli, L., Edwards-Garavoglia, S.,
Spranger, A., Wittenbecher, F., Quentin, W. (2015) Switzerland: Health system
review. Health Systems in Transition, 17(4):1-288.

Department of Health, NI (2017), Power to People: Proposals to Reboot Adult Social
Care and Support in Northern Ireland, Department of Health, Belfast.
https://www.health-ni.gov.uk/sites/default/files/publications/health/power-to-people-
full-report.PDF

DHSSPS. (2015). The right time, the right place [Donaldson report]. Belfast:
DHSSPS.

DHSSPS. (2016). Systems, not structures — Changing health and social care
[Bengoa report]. Belfast: DHSSPS.

Du, W., Wang, J., & Zhou, Q. (2021). Urgent Need of Integrated Health and Social
Care

to Alleviate High Psychological Distress in People with Disabilities: A Cross-
Sectional National Representative Survey in Australia. Risk Management and
Healthcare Policy, 14:1541-1550. doi: 10.2147/RMHP.S291004. eCollection 2021.

Duffy, J., Basu, S., Davidson, G., & Pearson, K. C. (2015). Review of legislation

91


https://doi.org/10.1108/JICA-06-2020-0036
https://doi.org/10.3390/ijerph16122247
https://doi.org/10.1007/s10198-020-01215-7
https://www.health-ni.gov.uk/sites/default/files/publications/health/power-to-people-full-report.PDF
https://www.health-ni.gov.uk/sites/default/files/publications/health/power-to-people-full-report.PDF

and policy guidance relating to adult social care in Northern Ireland. Belfast:
Commissioner for Older People

Eastwood, J. G., Shaw, M., Garg, P., De Souza, D. E., Tyler, I., Dean, L.,
MacSween, M. & Moore, M. (2019). Designing an Integrated Care Initiative for
Vulnerable Families: Operationalisation of Realist Causal and Programme Theory,
Sydney Australia. International Journal of Integrated Care, 19(3): 10, 1-13. DOI:
https://doi.org/10.5334/ijic.3980

Ejrnees, A., & Greve, B. (2019). Populism, welfare chauvinism and hostility towards
immigrants. In B. Greve (Ed.), Welfare, populism and welfare chauvinism. Policy
Press. pp. 137-152.

Eling M. (2020). Financing Long-term Care: Some ldeas From Switzerland Comment
on "Financing Long-term Care: Lessons From Japan". International journal of health
policy and management, 9(1), 39—41. https://doi.org/10.15171/ijhpm.2019.83

Fernandez, J-L., and Forder, J. (2012). Reforming Long-term Care Funding
Arrangements in England: International Lessons. Applied Economic Perspectives
and Policy, 34(2), 346—362. doi:10.1093/aepp/pps020

Filliettaz, S. S., Berchtold, P., Kohler, D., Peytremann-Bridevaux, I. (2018).
Integrated care in Switzerland: Results from the first nationwide survey, Health
Policy, 122(6), 568-576, https://doi.org/10.1016/j.healthpol.2018.03.006.

Fitzgerald, J. A., Curry, J, Olde Meierink, A., & Cully, A. (2019). Putting the
consumer in the driver’s seat: A visual journey through the Australian health-care
system as experienced by people living with dementia and their carers. Australas J
Ageing, 38(Suppl. 2):46-52. https://doi.org/10.1111/ajag.1269

Forder, J., & Fernandez, J-L. (2011). What works abroad? Evaluating the funding
of long-term care: international perspectives. PSSRU Discussion Paper 2794.
Canterbury: PSSRU. Available at: www.pssru.ac.uk/pdf/dp2794.pdf

Frech, M., Wepf, H., Nagl-Cupal, M., Becker, S., & Leu, A., (2021), Ready and able?
Professional awareness and responses to young carers in Switzerland, Children and
Youth Services Review, 126, 106027,
https://doi.org/10.1016/j.childyouth.2021.106027

Fuino, M., Ugarte Montero, A., & Wagner, J. (2022). On the drivers of potential
customers' interest in long-term care insurance: Evidence from Switzerland. Risk
Management and Insurance Review, 25, 271— 302. https://doi.org/10.1111/rmir.1221

Gerritzen, B., & Kirchgassner, G. (2018). Federalism in Health and Social Care in
Switzerland, In Costa-Font, J., & Greer, S. L. (eds.) Federalism and Decentralization
in European Health and Social Care. Palgrave Macmillan: Basingstoke, pp.250 —
276.

92


https://doi.org/10.5334/ijic.3980
https://doi.org/10.15171/ijhpm.2019.83
https://doi.org/10.1016/j.healthpol.2018.03.006
https://doi.org/10.1111/ajag.1269
http://www.pssru.ac.uk/pdf/dp2794.pdf
https://doi.org/10.1016/j.childyouth.2021.106027
https://doi.org/10.1111/rmir.1221

Gill, L., Bradley, S. L., Cameron, I. D., & Ratcliffe, J. (2018). How do clients in
Australia experience Consumer Directed Care? BMC Geriatrics, 18:148,
https://doi.org/10.1186/s12877-018-0838-8

Giosa, J. L., Saari, M., Holyoke P, et al. (2022). Developing an evidence-informed
model of long-term life care at home for older adults with medical, functional and/or
social care needs in Ontario, Canada: a mixed methods study protocol. BMJ Open.
12:e060339. doi:10.1136/bmjopen-2021-060339.

Gleckman H (2010). Long-term care financing reform: lessons from the US and
abroad. New York: The Commonwealth Fund. Available at:
http://www.commonwealthfund.org/~/media/Files/Publications/Fund%20Report/2010/
Feb/1368_Gleckman_longterm_care_financing_reform_lessons_US_abroad.

Pdf

Gray, A. M., & Devine, P. (2017). No change: Northern Ireland attitudes and social
care policy. ARK research update.
http://www.ark.ac.uk/publications/updates/update114.pdf

Greve, B. (2016). Denmark: Still a Nordic welfare state after the changes of recent
years? In Schubert, J., & Villota, K., & Kuhlman, P. (Eds.), Challenges to European
welfare systems. Springer International Publishing. pp. 159-176.
https://doi.org/10.1007/978-3-319-07680-5_8

Greve, B. (2022). Constantly changing Nordic welfare states: A Bermuda triangle?
Social Policy & Administration, 56(4), 543—-548. https://doi.org/10.1111/spol.12807

Henderson, J., & Willis, E. (2020). The Marketisation of Aged Care: The Impact of
Aged Care Reform in Australia. In: Collyer, F., Willis, K. (eds) Navigating Private and
Public Healthcare. Palgrave Macmillan, Singapore. Chapter 12,
https://doi.org/10.1007/978-981-32-9208-6 12

Hendry, A., Cariazo, A. M., Vanhecke, E., & Rodriguez-Laso, A. (2018). Integrated
Care: A Collaborative ADVANTAGE for Frailty. International Journal of Integrated
Care. 18(2):1. DOI: http://doi.org/10.5334/ijic.4156

Hickie, I. B., Scott, E. M., Cross, S. P., lorfino, F., Davenport, T. A., Guastella, A. J.,
Naismith, S. L., Carpenter, J. S., Rohleder, C., Crouse, J. J., Hermens, D. F.,
Koethe, D., Markus Leweke, F., Tickell, A. M., Sawrikar, V., & Scott, J. (2019). Right
care, first time: a highly personalised and measurement-based care model to
manage youth mental health. The Medical journal of Australia, 211 Suppl 9, S3—-S46.
https://doi.org/10.5694/mja2.50383

Howson, T., Lewis, L., & Howson, H. (2021). Wales. In Volker, A., Stein, V., Suter,
E., Goodwin, N., Nolte, E., & Balicer, R. (eds.), Handbook Integrated Care, edition 2,
Springer. Pp.987-999.

Hummell, E., Venning, A., Foster, M., Fisher, K. R., & Kuipers, P. (2020). A rapid
review of barriers and enablers of organisational collaboration: Identifying challenges

93


https://doi.org/10.1186/s12877-018-0838-8
http://www.ark.ac.uk/publications/updates/update114.pdf
https://doi.org/10.1007/978-3-319-07680-5_8
https://doi.org/10.1111/spol.12807
https://doi.org/10.1007/978-981-32-9208-6_12
http://doi.org/10.5334/ijic.4156
https://doi.org/10.5694/mja2.50383

in disability reform in Australia. Australian Journal of Social Issues, 57, 441— 457.
https://doi.org/10.1002/ajs4.188

Kelly, C., Jamal, A., Aubrecht, K., & Grenier, A. (2021). Emergent Issues in Directly-
Funded Care: Canadian Perspectives, Journal of Aging & Social Policy, 33(6): 626-
646, DOI: 10.1080/08959420.2020.1745736

Khadka, J., Lang, C., Ratcliffe, J. et al. (2019). Trends in the utilisation of aged care
services in Australia, 2008—-2016. BMC Geriatr 19, 213.
https://doi.org/10.1186/s12877-019-1209-9

King, P., Cormack, D., & Kopua, M., (2018). Oranga mokopuna—a tangata whenua
rights-based approach to health and wellbeing. MAI Journal: A New Zealand Journal
of Indigenous Scholarship. 7(2):186-202

Kingston, A., Wittenberg, R., Hu, B., & Jagger, C. (2022). Projections of dependency
and associated social care expenditure for the older population in England to 2038:
effect of varying disability progression. Age and Ageing 2022; 51: 1-9.
https://doi.org/10.1093/ageing/afac158

Kuluski, K., Ho, J. W., Hans, P. K., & Nelson, M. L. (2017). What are the Facilitators
and Barriers to Integrated Health and Social Care in the Community? Insights from
Care Providers. International Journal of Integrated Care, 17(5): A36. DOI:
https://doi.org/10.5334/ijic.3337

Kurimoto, A. (2021). Social Enterprise Models Providing Health and Social Services
in Japan. In, Social Enterprise in Asia. pp.209-228)10.4324/9780429265761-11.

Labrie, Y. (2021). Rethinking Long-Term Care in Canada: Lessons on Public-Private
Collaboration from Four Countries with Universal Health Care. Fraser Institute.

Leask, C. F., & Gilmartin, A. (2019). Implementation of a neighbourhood care model
in a Scottish integrated context-views from patients. AIMS public health, 6(2), 143—
153. https://doi.org/10.3934/publichealth.2019.2.143

Lee, M. Y., Choi, Y. J,, Lee, E. Y., Kim, D. A., & Ho, S. H. (2020). Life Experiences
with Using Community Care among People with Severe Physical Disabilities: A
Comparative Analysis between South Korea and Japan. International journal of
environmental research and public health, 17(24), 9195.
https://doi.org/10.3390/ijerph17249195

Lette, M., Boorsma, M., Lemmens, L., Stoop, A., Nijpels, G., Baan, C., & de Bruin, S.
(2020). Unknown makes unloved-A case study on improving integrated health and
social care in the Netherlands using a participatory approach. Health & social care in
the community, 28(2), 670—680. https://doi.org/10.1111/hsc.12901

Lewis, J. P. (2021). Generativity and Aging Well for Alaska Natives. In: Selin, H.
(eds) Aging Across Cultures. Science Across Cultures: The History of Non-Western
Science, vol 10. Springer, Cham. https://doi.org/10.1007/978-3-030-76501-9 21

94


https://doi.org/10.1002/ajs4.188
https://doi.org/10.1186/s12877-019-1209-9
https://doi.org/10.1093/ageing/afac158
https://doi.org/10.5334/ijic.3337
https://doi.org/10.3934/publichealth.2019.2.143
https://doi.org/10.3390/ijerph17249195
https://doi.org/10.1111/hsc.12901
https://doi.org/10.1007/978-3-030-76501-9_21

Lindqgvist, R., & Lamichhane, K. (2018). Disability policies in Japan and Sweden: A
comparative perspective, Alter, 3, 1: 1-14, ISSN 1875-0672,
https://doi.org/10.1016/j.alter.2018.08.001.

Ling, T., Stewart, K., Garrod, B., Hocking, L., Newbould, N., & Gendronneau, C.
(2018). Evaluating the Development of the Q Initiative from 2016-2020. RAND.
https://www.rand.org/randeurope/research/projects/evaluating-g-initiative-2016-
2020.html

Looman, W., Struckmann, V., Képpen, J., Baltaxe, E., Czypionka, T., Huic, M., Pitter,
J., Ruths, S., Stokes, J., Bal, R., & Rutten-van Molken, M. (2021). Drivers of
successful implementation of integrated care for multi-morbidity: Mechanisms
identified in 17 case studies from 8 European countries, Social Science & Medicine,
277, 113728, ISSN 0277-9536, https://doi.org/10.1016/j.socscimed.2021.113728.

Malatzky, C., Bourke, L., & Farmer, J. (2022). 'l think we're getting a bit clinical here":
A qualitative study of professionals' experiences of providing mental healthcare to
young people within an Australian rural service. Health & social care in the
community, 30(2), 519-528. https://doi.org/10.1111/hsc.13152

Malbon, E., Carey, G. & Meltzer, A. (2019), Personalisation schemes in social care:
are they growing social and health inequalities?. BMC Public Health 19, 805.
https://doi.org/10.1186/s12889-019-7168-4

Manuel, D. G., Garner, R, Fines, P., Bancej, C., Flanagan, W., Tu, K., Reimer, K,
Chambers, L. W., & Bernier, J. (2016). Alzheimer’s and Other Dementias in Canada,
2011 to 2031: A Microsimulation Population Health Modeling (POHEM) Study of
Projected Prevalence, Health Burden, Health Services, and Caregiving Use.
Population Health Metrics 14, 37.

Mason, A., Goddard, M., Weatherly, H., & Chalkley, M. (2015). Integrating funds for
health and social care: an evidence review. Journal of health services research &
policy, 20(3), 177-188. https://doi.org/10.1177/1355819614566832

Matsuda, R. (2013). The Japanese healthcare system 2013, in Thomson, S.,
Osborn, R., Squires, D., & Jun, M. (eds), International profiles of health care
systems. New York, US: The Commonwealth Fund. Available at: www.
commonwealthfund.org/Publications/Fund-Reports/2013/Nov/InternationalProfiles-
of-Health-Care-Systems.aspx

McCulloch, T., & Webb, S. (2020) What the Public Think about Social Services: A
Report from Scotland, The British Journal of Social Work, 50(4): 1146—-1166,
https://doi.org/10.1093/bjsw/bcz090

McGeoch G, Shand B, Gullery C, Hamilton G, Reid M. (2019) Hospital avoidance: an
integrated community system to reduce acute hospital demand. Primary Health Care
Research & Development 20(e144): 1-9. doi: 10.1017/S1463423619000756

McGilton, K. S., Vellani, S., Yeung, L. et al. (2018). Identifying and understanding the
health and social care needs of older adults with multiple chronic conditions and their

95


https://doi.org/10.1016/j.alter.2018.08.001
https://www.rand.org/randeurope/research/projects/evaluating-q-initiative-2016-2020.html
https://www.rand.org/randeurope/research/projects/evaluating-q-initiative-2016-2020.html
https://doi.org/10.1016/j.socscimed.2021.113728
https://doi.org/10.1111/hsc.13152
https://doi.org/10.1186/s12889-019-7168-4
https://doi.org/10.1177/1355819614566832
https://doi.org/10.1093/bjsw/bcz090

caregivers: a scoping review. BMC Geriatr 18, 231. https://doi.org/10.1186/s12877-
018-0925-x

McGuigan, K., McDermott, L., Magowan, C., McCorkell, G., Witherow, A., & Coates,
V. (2016). The Impact of Direct Payments on Service Users Requiring Care and
Support at Home, Practice, 28(1). 37-54, DOI: 10.1080/09503153.2015.1039973

Meagher, G., & Szebehely, M. (2018). The politics of profit in Swedish welfare
services: Four decades of social democratic ambivalence. Critical Social Policy,
39(3), 455-476. https://doi.org/10.1177/0261018318801721

Mery, G., Wodchis, W. P., & Laporte, A. (2016). The Determinants of the Propensity
to Receive Publicly Funded Home Care Services for the Elderly in Canada: A Panel
Two-Stage Residual Inclusion Approach. Health Economics Review 6, 8.
https://doi.org/10.1186/s13561-016-0086-6

Methley, A. M., Campbell, S., Chew-Graham, C., McNally, R., and Cheraghi-Sohi, S.
(2014). PICO, PICOS and SPIDER: a comparison study of specificity and sensitivity
in three search tools for qualitative systematic reviews. BMC Health Services
Research, 14:579. DOI 10.1186/s12913-014-0579-0

Moberg, L. (2017). Marketisation of Nordic Eldercare — Is the Model Still Universal?
Journal of Social Policy, 46(3), 603-621. doi:10.1017/S0047279416000830

Morciano, M., Checkland, K., Billings, J., Coleman, A., Stokes, J., Tallack, C., &
Sutton, M. (2020). New integrated care models in England associated with small
reduction in hospital admissions in longer-term: A difference-in-differences analysis.
Health policy (Amsterdam, Netherlands), 124(8), 826—833.
https://doi.org/10.1016/j.healthpol.2020.06.004

Mohanty, I., & Niyonsenga, T. (2019). A longitudinal analysis of mental and general
health status of informal carers in Australia. BMC Public Health 19, 1436.
https://doi.org/10.1186/s12889-019-7816-8

Morgan, S., Pullon, S., Garrett, S., & McKinlay, E. (2019). Interagency collaborative
care for young people with complex needs: Front-line staff perspectives. Health &
social care in the community, 27(4), 1019-1030. https://doi.org/10.1111/hsc.12719

Moton, T. M., King, P. T., Dalziel, S. R., Merry, S., Robertson, S. P., & Day, A. S.
(2022). The current and future state of child health and wellbeing in Aotearoa New
Zealand: part 1, Journal of the Royal Society of New Zealand, 52:4, 313-317, DOI:
10.1080/03036758.2022.2093434

Moton, T. M., Paine, S. J., & Wright, K. (2020). Honoring care-experienced
mokopuna Maori: creating conditions for wellbeing. Journal of the Royal Society of
New Zealand. 52(4):396—408. DOI:10.1080/03036758.2022. 2071302.

Munn, Z., Stern, C., Aromataris, E., Lockwood, C., & Jordan, Z. (2018), What kind of
systematic review should | conduct? A proposed typology and guidance for

96


https://doi.org/10.1186/s12877-018-0925-x
https://doi.org/10.1186/s12877-018-0925-x
https://doi.org/10.1177/0261018318801721
https://doi.org/10.1016/j.healthpol.2020.06.004
https://doi.org/10.1186/s12889-019-7816-8
https://doi.org/10.1111/hsc.12719

systematic reviewers in the medical and health sciences. BMC Medical Research
Methodology, 18:5. DOI 10.1186/s12874-017-0468-4

National Board of Health and Social Care (2018). Statistics on Care and Services for
the Elderly 2018. Socialstyrelsen National Board of Health and Social Care, Official
Statistics of Sweden (Social Care): Stockholm. ISSN 1401-0216

Nicolet, A., Perraudin, C., Wagner, J., Gilles, 1., Krucien, N., Peytremann-Bridevaux,
l., & Marti, J. (2022). Patient and Public Preferences for Coordinated Care in
Switzerland: Development of a Discrete Choice Experiment. The patient, 15(4), 485—
496. https://doi.org/10.1007/s40271-021-00568-2

Norris, S. (2020). Long-Term Care Homes in Canada — How Are They Funded and
Regulated? Library of Parliament, Government of Canada. https://
hillnotes.ca/2020/10/22/long-term-care-homes-in-canada-how-are-they-funded-and-
regulated

Organisation for Economic Co-operation and Development (OECD) (2013). ‘Long
term care in Sweden’ in OECD Reviews of health care quality: Sweden 2013. Paris,
France: OECD Publishing.

Organisation for Economic Co-operation and Development (OECD) (2021). Health
Statistics 2021. OECD Publishing. https://stats.oecd.org/

Okma, K., & Gusmano, M. K. (2020). Aging, pensions and long-term care: what,
why, who, how? Comment on “Financing long-term care: lessons from Japan.” Int J
Health Policy Manag. 9(5):218-221. doi:10.15171/ijhpm.2019.117

Puthenparambil, J. M., Kroger, T., & Van Aerschot, L. (2017). Users of home-care
services in a Nordic welfare state under marketisation: the rich, the poor and the
sick. Health & social care in the community, 25(1), 54—64.
https://doi.org/10.1111/hsc.12245

Parker, S., Arnautovska, U., Siskind, D., Dark, F., McKeon, G., Korman, N., Harris,
M. (2020). Community-care unit model of residential mental health rehabilitation
services in Queensland, Australia: predicting outcomes of consumers 1-year post
discharge. Epidemiology and Psychiatric Sciences 29, e109, 1-11.
https://doi.org/10.1017/S2045796020000207

Parsons, M., Rouse, P., Sajtos, L., Harrison, J., Parsons, J., & Gestro, L. (2018).
Developing and utilising a new funding model for home-care services in New
Zealand. Health & social care in the community, 26(3), 345-355.
https://doi.org/10.1111/hsc.12525

Pearson, C. and Watson, N. (2018) Implementing health and social care integration
in Scotland: Renegotiating new partnerships in changing cultures of care. Health and
Social Care in the Community, 26(3), e396-e403.

97


https://doi.org/10.1007/s40271-021-00568-2
https://doi.org/10.1111/hsc.12245
https://doi.org/10.1111/hsc.12525

Plackett, B., (2022). Who should care for older people? Nature, 601, Jan 2022.
https://media.nature.com/original/magazine-assets/d41586-022-00074-x/d41586-
022-00074-x.pdf

Reed, S., Oung, C., Davies, J., Dayan, M., & Scobi, S. (2021). Integrating health and
social care: A comparison of policy and progress across the four countries of the UK.
Nuffield Trust. https://www.nuffieldtrust.org.uk/research/integrating-health-and-social-
care-a-comparison-of-policy-and-progress-across-the-four-countries-of-the-uk

Robertson, R., Gregory, S., & Jabbal, J., (2014), The social care and health systems
of nine Countries. The King’s Fund, London.

Robinson, T. E., Boyd, M. L., North, D., Wignall, J., Dawe, M., McQueen, J., Frey, R.
A., Raphael, D. L., & Kerse, N. (2021). Proactive primary care model for frail older

people in New Zealand delays aged-residential care: A quasi-experiment. Journal of
the American Geriatrics Society, 69(6), 1617-1626. https://doi.org/10.1111/jgs.17064

Rostgaard, T. (2012) ‘Quality reforms in Danish home care: Balancing between
standardisation and individualisation’ Health and Social Care in the Community,
20.(3), 247-54.

Sandelowski, M. (2000). Combining Qualitative and Quantitative Sampling, Data
collection, and Analysis Techniques in Mixed-Method Studies, Research in Nursing
& Health, 23(3), 246-255. doi: 10.1002/1098-240x(200006)23:3<246::aid-
nur9>3.0.co;2-h.

Sandhu, S., Sharma, A., Cholera, R., & Bettger, J. P. (2021), Integrated Health and
Social Care in the United States: A Decade of Policy Progress. International Journal
of Integrated Care, 21(4): 9, 1-15. DOI: https://doi.org/10.5334/ijic.5687

Saskatchewan Health Authority (2020). Health Networks and Integrated Health Care.
Literature Review. https://www.saskhealthauthority.ca/sites/default/files/2021-
10/Integrated-Care-Literature-Review-Report.pdf

Schafer, W., Boerma, W., Van den Berg, M., De Maeseneer, J., De Rosis, S.,
Detollenaere, J., & Groenewegen, P. (2019). Are people’s health care needs better
met when primary care is strong? A synthesis of the results of the QUALICOPC
study in 34 countries. Primary Health Care Research & Development, 20, E104.
doi:10.1017/S14634236190004 34.

SCFNuka.com (2017), Southcentral Foundation series of White Papers.
https://scfnuka.com/resources/white-papers/

Schofield, D., Shrestha, R. N., Zeppel, M., Cunich, M. M., Tanton, R., Veerman, J.
L., Kelly, S. J., & Passey, M. E. (2019). Economic costs of informal care for people
with chronic diseases in the community: Lost income, extra welfare payments, and
reduced taxes in Australia in 2015-2030. Health & social care in the community,
27(2), 493-501. https://doi.org/10.1111/hsc.12670

98


https://media.nature.com/original/magazine-assets/d41586-022-00074-x/d41586-022-00074-x.pdf
https://media.nature.com/original/magazine-assets/d41586-022-00074-x/d41586-022-00074-x.pdf
https://www.nuffieldtrust.org.uk/research/integrating-health-and-social-care-a-comparison-of-policy-and-progress-across-the-four-countries-of-the-uk
https://www.nuffieldtrust.org.uk/research/integrating-health-and-social-care-a-comparison-of-policy-and-progress-across-the-four-countries-of-the-uk
https://doi.org/10.1111/jgs.17064
https://doi.org/10.5334/ijic.5687
https://scfnuka.com/resources/white-papers/
https://doi.org/10.1111/hsc.12670

Schultz, R., Kousgaard, M. B., la Cour, P., & Davidsen, A. S. (2019). Between three
chairs: Experiences of being a patient with chronic widespread pain in an 26
intersectoral setting in Denmark. Health psychology open 6(1). DOI:
10.1177/205510291985250

Schusselé Filliettaz, S., Berchtold, P., Koch, U., & Peytremann-Bridevaux, I. (2021).
Integrated Care in Switzerland: Strengths and Weaknesses of a Federal System.
International Journal of Integrated Care, 21(4): 10, 1-8. DOI:
https://doi.org/10.5334/ijic.5668

Scobie, G., Pulford, A., Rendall, G., Greci, S., Riches, E., Buckton, C., & Donaghy,
G. (2022a), Rapid review of learning and evidence on national systems of social care
in Nordic and Scandinavian countries. Public Health Scotland and The Scottish
Government. Crown Copyright.
https://www.gov.scot/binaries/content/documents/govscot/publications/research-and-
analysis/2022/06/national-care-service-rapid-review-learning-evidence-national-
systems-social-care-nordic-scandinavian-countries/documents/rapid-review-learning-
evidence-national-systems-social-care-nordic-scandinavian-countries/rapid-review-
learning-evidence-national-systems-social-care-nordic-scandinavian-
countries/govscot%3Adocument/rapid-review-learning-evidence-national-systems-
social-care-nordic-scandinavian-countries.pdf?forceDownload=true

Scobie, G., Pulford, A., Greci, S., Rendell, G., & Donaghy, G. (2022b). Integrated
care studies: The SCFNuka (Alaska) and Canterbury (New Zealand) models. The
Scottish Government, Crown Copyright.
https://www.gov.scot/binaries/content/documents/govscot/publications/research-and-
analysis/2022/06/national-care-service-integrated-care-studies-scfnuka-alaska-
canterbury-new-zealand-models/documents/integrated-care-studies-scfnuka-alaska-
canterbury-new-zealand-models/integrated-care-studies-scfnuka-alaska-canterbury-
new-zealand-models/govscot%3Adocument/integrated-care-studies-scfnuka-alaska-
canterbury-new-zealand-models.pdf

Scottish Government (2021). Independent Review of Adult Social Care in Scotland.
The Scottish Government: Edinburgh. ISBN: 978-1-80004-573-6.
https://www.gov.scot/publications/independent-review-adult-social-care-
scotland/documents/

Scottish Government. (2022). National Care Service: Statement of Benefits. The
Scottish Government: Edinburgh. https://www.gov.scot/publications/national-care-
service-statement-benefits/

Snilstveit, B., Oliver, S. & Vojtkova, M. (2012). Narrative approaches to systematic
review and synthesis of evidence for international development policy and practice,
Journal of Development Effectiveness 4(3), 409-29.
https://doi.org/10.1080/19439342.2012.710641

Spasova, S., Baeten, R., & Vanhercke, B. (2018). Challenges in long-term care in
Europe. A study of national policies, European Social Policy Network (ESPN),
European Commission.

99


https://doi.org/10.5334/ijic.5668
https://www.gov.scot/binaries/content/documents/govscot/publications/research-and-analysis/2022/06/national-care-service-rapid-review-learning-evidence-national-systems-social-care-nordic-scandinavian-countries/documents/rapid-review-learning-evidence-national-systems-social-care-nordic-scandinavian-countries/rapid-review-learning-evidence-national-systems-social-care-nordic-scandinavian-countries/govscot%3Adocument/rapid-review-learning-evidence-national-systems-social-care-nordic-scandinavian-countries.pdf?forceDownload=true
https://www.gov.scot/binaries/content/documents/govscot/publications/research-and-analysis/2022/06/national-care-service-rapid-review-learning-evidence-national-systems-social-care-nordic-scandinavian-countries/documents/rapid-review-learning-evidence-national-systems-social-care-nordic-scandinavian-countries/rapid-review-learning-evidence-national-systems-social-care-nordic-scandinavian-countries/govscot%3Adocument/rapid-review-learning-evidence-national-systems-social-care-nordic-scandinavian-countries.pdf?forceDownload=true
https://www.gov.scot/binaries/content/documents/govscot/publications/research-and-analysis/2022/06/national-care-service-rapid-review-learning-evidence-national-systems-social-care-nordic-scandinavian-countries/documents/rapid-review-learning-evidence-national-systems-social-care-nordic-scandinavian-countries/rapid-review-learning-evidence-national-systems-social-care-nordic-scandinavian-countries/govscot%3Adocument/rapid-review-learning-evidence-national-systems-social-care-nordic-scandinavian-countries.pdf?forceDownload=true
https://www.gov.scot/binaries/content/documents/govscot/publications/research-and-analysis/2022/06/national-care-service-rapid-review-learning-evidence-national-systems-social-care-nordic-scandinavian-countries/documents/rapid-review-learning-evidence-national-systems-social-care-nordic-scandinavian-countries/rapid-review-learning-evidence-national-systems-social-care-nordic-scandinavian-countries/govscot%3Adocument/rapid-review-learning-evidence-national-systems-social-care-nordic-scandinavian-countries.pdf?forceDownload=true
https://www.gov.scot/binaries/content/documents/govscot/publications/research-and-analysis/2022/06/national-care-service-rapid-review-learning-evidence-national-systems-social-care-nordic-scandinavian-countries/documents/rapid-review-learning-evidence-national-systems-social-care-nordic-scandinavian-countries/rapid-review-learning-evidence-national-systems-social-care-nordic-scandinavian-countries/govscot%3Adocument/rapid-review-learning-evidence-national-systems-social-care-nordic-scandinavian-countries.pdf?forceDownload=true
https://www.gov.scot/binaries/content/documents/govscot/publications/research-and-analysis/2022/06/national-care-service-rapid-review-learning-evidence-national-systems-social-care-nordic-scandinavian-countries/documents/rapid-review-learning-evidence-national-systems-social-care-nordic-scandinavian-countries/rapid-review-learning-evidence-national-systems-social-care-nordic-scandinavian-countries/govscot%3Adocument/rapid-review-learning-evidence-national-systems-social-care-nordic-scandinavian-countries.pdf?forceDownload=true
https://www.gov.scot/binaries/content/documents/govscot/publications/research-and-analysis/2022/06/national-care-service-rapid-review-learning-evidence-national-systems-social-care-nordic-scandinavian-countries/documents/rapid-review-learning-evidence-national-systems-social-care-nordic-scandinavian-countries/rapid-review-learning-evidence-national-systems-social-care-nordic-scandinavian-countries/govscot%3Adocument/rapid-review-learning-evidence-national-systems-social-care-nordic-scandinavian-countries.pdf?forceDownload=true
https://www.gov.scot/binaries/content/documents/govscot/publications/research-and-analysis/2022/06/national-care-service-integrated-care-studies-scfnuka-alaska-canterbury-new-zealand-models/documents/integrated-care-studies-scfnuka-alaska-canterbury-new-zealand-models/integrated-care-studies-scfnuka-alaska-canterbury-new-zealand-models/govscot%3Adocument/integrated-care-studies-scfnuka-alaska-canterbury-new-zealand-models.pdf
https://www.gov.scot/binaries/content/documents/govscot/publications/research-and-analysis/2022/06/national-care-service-integrated-care-studies-scfnuka-alaska-canterbury-new-zealand-models/documents/integrated-care-studies-scfnuka-alaska-canterbury-new-zealand-models/integrated-care-studies-scfnuka-alaska-canterbury-new-zealand-models/govscot%3Adocument/integrated-care-studies-scfnuka-alaska-canterbury-new-zealand-models.pdf
https://www.gov.scot/binaries/content/documents/govscot/publications/research-and-analysis/2022/06/national-care-service-integrated-care-studies-scfnuka-alaska-canterbury-new-zealand-models/documents/integrated-care-studies-scfnuka-alaska-canterbury-new-zealand-models/integrated-care-studies-scfnuka-alaska-canterbury-new-zealand-models/govscot%3Adocument/integrated-care-studies-scfnuka-alaska-canterbury-new-zealand-models.pdf
https://www.gov.scot/binaries/content/documents/govscot/publications/research-and-analysis/2022/06/national-care-service-integrated-care-studies-scfnuka-alaska-canterbury-new-zealand-models/documents/integrated-care-studies-scfnuka-alaska-canterbury-new-zealand-models/integrated-care-studies-scfnuka-alaska-canterbury-new-zealand-models/govscot%3Adocument/integrated-care-studies-scfnuka-alaska-canterbury-new-zealand-models.pdf
https://www.gov.scot/binaries/content/documents/govscot/publications/research-and-analysis/2022/06/national-care-service-integrated-care-studies-scfnuka-alaska-canterbury-new-zealand-models/documents/integrated-care-studies-scfnuka-alaska-canterbury-new-zealand-models/integrated-care-studies-scfnuka-alaska-canterbury-new-zealand-models/govscot%3Adocument/integrated-care-studies-scfnuka-alaska-canterbury-new-zealand-models.pdf
https://www.gov.scot/binaries/content/documents/govscot/publications/research-and-analysis/2022/06/national-care-service-integrated-care-studies-scfnuka-alaska-canterbury-new-zealand-models/documents/integrated-care-studies-scfnuka-alaska-canterbury-new-zealand-models/integrated-care-studies-scfnuka-alaska-canterbury-new-zealand-models/govscot%3Adocument/integrated-care-studies-scfnuka-alaska-canterbury-new-zealand-models.pdf
https://www.gov.scot/publications/independent-review-adult-social-care-scotland/documents/
https://www.gov.scot/publications/independent-review-adult-social-care-scotland/documents/
https://www.gov.scot/publications/national-care-service-statement-benefits/
https://www.gov.scot/publications/national-care-service-statement-benefits/
https://doi.org/10.1080/19439342.2012.710641

https://ec.europa.eu/social/main.jsp?langld=en&catld=1135&news|d=9185&furtherN
ews=yes

Starling, A., & Health Foundation (2018). Implementing new models of care: Lessons
from the new care models programme in England. International journal of care
coordination, 21(1-2), 50-54. https://doi.org/10.1177/2053434518770613

Steil, C. M. (2022). A Look Towards the Future of Eldercare: Lessons Learned from
Social Care Models in Japan. Honors Theses. 2503.
https://egrove.olemiss.edu/hon_thesis/2503

Stokes, J., Struckmann, V., Kristensen, S. R., Fuchs, S., van Ginneken, E.,
Tsiachristas, A., Rutten van Molken, M., & Sutton, M. (2018). Towards incentivising
integration: A typology of payments for integrated care. Health policy (Amsterdam,
Netherlands), 122(9), 963—-969. https://doi.org/10.1016/j.healthpol.2018.07.003

Sullivan-Taylor, P., Suter, E., Laxton, S., Oelke, N. D., & Park, E. (2022). Integrated
People-Centred Care in Canada: Policies, Standards, and Implementation Tools to
Improve Outcomes. International Journal of Integrated Care, 22(1): 8, 1-13. DOI:
https://doi.org/10.5334/ijic.5943

Swiss Re. (2017) Who pays for ageing? Swiss Reinsurance Company Ltd. Zurich:
Switzerland. https://www.swissre.com/dam/jcr:048b075b-5bdd-4700-8601-
44040281035f/ZRH-17-10893-
P1_Who%20is%20paying%20for%20ageing_Publication A4.pdf

Szebehely, M., & Meagher, G. (2018). Nordic eldercare—weak universalism
becoming weaker? Journal of European Social Policy, 28(3), 294-308

Tatangelo, G., McCabe, M., Macleod, A., & Konis, A. (2018). | just can't please them
all and stay sane: Adult child caregivers' experiences of family dynamics in care-
giving for a parent with dementia in Australia. Health & social care in the community,
26(3), e370—e377. https://doi.org/10.1111/hsc.12534

Trout, L., Kramer, C., & Fischer, L (2018). Social Medicine in Practice: Realizing the
American Indian and Alaska Native Right to Health. Health and human rights, 20(2),
19-30.

Tufte, P. (2013) ‘Is there time enough? Temporal resources and service performance
in the Danish home care sector’ Nordic Journal of Working Life Studies, 3(2), 97—
112

Vabg, M., & Szebehely, M. (2013), A caring state for all older people? In Anttonen,
A. Haikio, L., & Stefansson, K. (eds), Welfare State, Unversalism and Diversity,
Cheltenham: Edward Elgar, 121— 143.

van Ginneken, E., Groenewegen, P. P., McKee, M. (2012) Personal healthcare
budgets: what can England learn from the Netherlands? BMJ (Clinical research ed),
344. e1383. ISSN 0959-8138 DOI: https://doi.org/10.1136/bmj.e13

100


https://ec.europa.eu/social/main.jsp?langId=en&catId=1135&newsId=9185&furtherNews=yes
https://ec.europa.eu/social/main.jsp?langId=en&catId=1135&newsId=9185&furtherNews=yes
https://doi.org/10.1177/2053434518770613
https://egrove.olemiss.edu/hon_thesis/2503
https://doi.org/10.1016/j.healthpol.2018.07.003
https://doi.org/10.5334/ijic.5943
https://www.swissre.com/dam/jcr:048b075b-5bdd-4700-8601-44040281035f/ZRH-17-10893-P1_Who%20is%20paying%20for%20ageing_Publication_A4.pdf
https://www.swissre.com/dam/jcr:048b075b-5bdd-4700-8601-44040281035f/ZRH-17-10893-P1_Who%20is%20paying%20for%20ageing_Publication_A4.pdf
https://www.swissre.com/dam/jcr:048b075b-5bdd-4700-8601-44040281035f/ZRH-17-10893-P1_Who%20is%20paying%20for%20ageing_Publication_A4.pdf
https://doi.org/10.1111/hsc.12534
https://doi.org/10.1136/bmj.e13

Wales Audit Office. (2019). Integrated Care Fund. Auditor General for Wales, Wales
Audit Office: Cardiff. https://www.audit.wales/sites/default/files/integrated-care-fund-
report-eng 11.pdf

Wang, K., Wong, E.L.-Y., Wong, A.Y.-K., Cheung, AW.-L., & Yeoh, E.-K. (2022).
Preference of Older Adults for Flexibility in Service and Providers in Community-
Based Social Care: A Discrete Choice Experiment. Int. J. Environ. Res. Public
Health 2022, 19, 686. https://doi.org/10.3390/ijerph19020686

Wankah, P., Couturier, Y., Belzile, L., Gagnon, D., & Breton, M. (2018). Providers’
Perspectives on the Implementation of Mandated Local Health Networks for Older
People in Québec. International Journal of Integrated Care, 18(2): 1-18. DOI:
https://doi.org/10.5334/ijic.3098

Washio, M., Toyoshima, Y., Miyabayashi, I., & Yumiko, A. (2019), Burden Among
Family Caregivers of Older People Who Need Care in Japan, In Washio, M., &
Kiyohara, C., (eds.) Health Issues and Care System for the Elderly. Springer:
Singapore, Chapter 2. ISBN 978-981-13-1762-0 (eBook),
https://doi.org/10.1007/978-981-13-1762-0

While, C., Winbolt, M., & Nay, R. (2020). Consumer expectations and experiences of
quality in Australian home-based community services. Health & social care in the
community, 28(5), 1459-1467. https://doi.org/10.1111/hsc.12967

Wilkinson, A., Haroun, V., Wong, T., Cooper, N., & Chignell, M. (2019). Overall
Quality Performance of Long-Term Care Homes in Ontario. Healthcare Quarterly 22,
2: 55-62.

Williams, D. R., & Cooper, L. A. (2019). Reducing Racial Inequities in Health: Using
What We Already Know to Take Action. International journal of environmental
research and public health, 16(4), 606. https://doi.org/10.3390/ijerph16040606

Willson A and Davies A (2021) ‘Rhetoric or reform? Changing health and social care
in Wales’, International Journal of Health Policy Management 10(6), 295-8.
www.ijhpm.com/article_3790_fceOce70c68441db088b5dda686927f8.pdf

Wodchis, W. P., Shaw, J., Sinha, S., Bhattacharyya, O., Shahid, S., & Anderson, G.
(2020). Innovative Policy Supports For Integrated Health And Social Care Programs
In High-Income Countries. Health affairs (Project Hope), 39(4), 697-703.
https://doi.org/10.1377/hlthaff.2019.01587

Yamaguchi, M., Ogita, M., & Harada, K. (2022). Impact of informal care with multiple
medical devices on caregiver burden: A cross-sectional national survey in Japan.
Health & social care in the community, 30(5), €2950-e2960.
https://doi.org/10.1111/hsc.13739

Zhou, Y.-R., & Zhang, X. (2022). The Experience and Enlightenment of the
Community-Based Long-Term Care in Japan. Healthcare, 10, 1599.
https://doi.org/10.3390/healthcare 10091599

101


https://www.audit.wales/sites/default/files/integrated-care-fund-report-eng_11.pdf
https://www.audit.wales/sites/default/files/integrated-care-fund-report-eng_11.pdf
https://doi.org/10.3390/ijerph19020686
https://doi.org/10.5334/ijic.3098
https://doi.org/10.1007/978-981-13-1762-0
https://doi.org/10.1111/hsc.12967
https://doi.org/10.3390/ijerph16040606
https://doi.org/10.1377/hlthaff.2019.01587
https://doi.org/10.1111/hsc.13739
https://doi.org/10.3390/healthcare10091599

102



	Executive Summary
	1. Introduction
	1.1: Background and Rationale
	1.2: Aims and Objectives
	1.3: Research Questions
	1.4: Structure of Report

	2. Methodology
	2.1: Data Collection
	2.1.1: Component 1: Systematic Review of the Academic Literature
	2.1.2: Component 2: Search for additional policy-relevant literature and policy documents

	2.2: Evaluation, Review and Quality Check
	2.3: Breakdown of the Final Sample
	2.4: Analysis and Coding

	3. Findings
	3.1: Australia
	3.1.1: Structure, Delivery, Funding, and Governance of Social Services and Social Care
	3.1.2: Benefits and Limitations of the Australian Model of Social Care
	3.1.3: Impacts of the Australian Model on Health Care and Population Health Outcomes
	3.1.4: Enablers and Barriers to Effective Implementation and Delivery of the Australian Model of Social Care: Recommendations for Good Practice
	3.1.5: Enablers and Barriers to the Long-term Sustainability of the Australian Model of Social Care
	3.1.6: Information/Considerations Required when Considering the Potential Transfer of the Australian Model

	3.2: United States
	3.2.1: Structure, Delivery, Funding, and Governance of Social Services and Social Care
	3.2.2: Benefits and Limitations of the US Model of Social Care
	3.2.3: Impacts of the US Model on Health Care and Population Health Outcomes
	3.2.4: Enablers and Barriers to Effective Implementation and Delivery of the US Model of Social Care: Lessons Learnt and Recommendations for Good Practice
	3.2.5: Enablers and Barriers to the Long-term Sustainability of the US Social Care Model: Recommendations for Best Practice
	3.2.6: Considerations for the potential transfer of the US Model

	3.3: Japan
	3.3.1: Structure, Delivery, Funding, and Governance of Social Services and Social Care
	3.3.2: Benefits and Limitations of the Japanese Model of Social Care
	3.3.3: Impacts of the Japanese model on Health Care and Population Health Outcomes
	3.3.4: Enablers and Barriers to Effective Implementation and Delivery of the Japanese Model of Social Care: Lessons Learnt and Recommendations for Good Practice
	3.3.5: Enablers and Barriers to the Long-term Sustainability of the Japanese Social Service and Social Care Model: Recommendations for Best Practice
	3.3.6: Considerations for the Potential Transfer of the Japanese Model of Social Care

	3.4: New Zealand
	3.4.1: Structure, Delivery, Funding, and Governance of Social Services and Social Care
	3.4.2: Benefits and Limitations of the New Zealand Model of Social Care
	3.4.3: Impacts of the New Zealand model on Health Care and Population Health Outcomes
	3.4.4: Enablers and Barriers to Effective Implementation and Delivery of the New Zealand Model of Social Care: Lessons Learnt and Recommendations for Good Practice
	3.4.5: Enablers and Barriers to the Long-term Sustainability of the New Zealand Social Service and Social Care Model: Recommendations for Best Practice
	3.4.6: Considerations for the Potential Transfer of the New Zealand Model

	3.5: Switzerland
	3.5.1: Structure, Delivery, Funding, and Governance of Social Services and Social Care
	3.5.2: Benefits and Limitations of the Swiss Model of Social Care
	3.5.3: Impacts of the Swiss model on Health Care and Population Health Outcomes
	3.5.4: Enablers and Barriers to Effective Implementation and Delivery of the Swiss Model of Social Care: Lessons Learned and Recommendations for Good Practice
	3.5.5: Enablers and Barriers to the Long-term Sustainability of the Swiss Model
	3.5.6: Considerations for the Potential Transfer and Implementation of the Swiss Model

	3.6: Alaska
	3.6.1: Structure, Delivery, Funding, and Governance of Social Services and Social Care
	3.6.2: Benefits and Limitations of the Alaskan Models of Care
	3.6.3: Impacts of the Alaskan Models on Health Care and Population Health Outcomes
	3.6.4: Enablers and Barriers to Effective Implementation and Delivery of the Alaskan Models of Care: Lessons Learned and Recommendations for Good Practice
	3.6.5: Enablers and Barriers to the Long-term Sustainability of the Alaskan Models of Social Care
	3.6.6: Considerations for the Potential Transfer of the Alaskan Models

	3.7: Nordic Countries (Nordic/Scandinavian Model)
	3.7.1: Structure, Delivery, Funding, and Governance of Social Services and Social Care
	3.7.2: Benefits and Limitations of the Nordic Model of Social Care
	3.7.3: Impacts of the Nordic Model on Health Care and Population Health Outcomes
	3.7.4: Enablers and Barriers to Effective Implementation and Delivery of the Nordic Model of Social Care: Lessons Learned and Recommendations for Good Practice
	3.7.5: Enablers and Barriers to the Long-term Sustainability of the Nordic Model
	3.7.6: Considerations for the Potential Transfer of the Nordic Model of Social Care

	3.8: EU Countries (Netherlands, France, and Germany)
	3.8.1: Structure, Delivery, Funding, and Governance of Social Services and Social Care
	3.8.2: Benefits and Limitations of European Social Insurance-Based Models of Social Care
	3.8.3: Impacts of European Social Insurance-Based Models on Health Care and Population Health Outcomes
	3.8.4: Enablers and Barriers to Effective Implementation and Delivery of the European Insurance-Based Models of Social Care: Lessons Learned and Recommendations for Good Practice
	3.8.5: Enablers and Barriers to the Long-term Sustainability of the New Zealand Social Service and Social Care Model: Recommendations for Best Practice
	3.8.6: Considerations for the Potential Transfer and Implementation of the European Insurance-Based Model

	3.9: UK Countries (Scotland, England, Wales, and Northern Ireland)
	3.9.1: Structure, Delivery, Funding, and Governance of Social Services and Social Care
	3.9.2: Benefits and Limitations of Each UK Country’s Social Care Model
	3.9.3: Impacts of the Devolved Nations’ Model on Health Care and Population Health Outcomes
	3.9.4: Enablers and Barriers to Effective Implementation and Delivery of the Different Models of Social Care in the Four UK Countries: Lessons Learned and Recommendations for Good Practice
	3.9.5: Enablers and Barriers to the Long-term Sustainability of the Devolved Nations’ Social Service and Social Care Models: Recommendations for Best Practice
	3.9.6: Considerations for the Potential Transfer of the English, Welsh, or Northern Irish Model to Scotland

	3.10: Canada
	3.3.1: Structure, Delivery, Funding, and Governance of Social Services and Social Care
	3.10.2: Strengths and Limitations of the Canadian System of Social Care
	3.10.3: Impacts of the Canadian model on Health Care and Population Health Outcomes
	3.10.4: Enablers and Barriers to Effective Implementation and Delivery of the Canadian Model of Social Care: Lessons Learned and Recommendations for Good Practice
	3.10.5: Enablers and Barriers to the Long-term Sustainability of the Canadian Model: Recommendations for Best Practice
	3.10.6: Considerations for the Potential Transfer of the Canadian Social Care Model


	4. Concluding Discussion
	4.1: Differences in Social Care Funding, Delivery, Structure and Governance
	4.2: Key Strengths and Weaknesses of the Different Social Care Models
	4.3: Impacts of the Different Social Care Models on Population Health Outcomes
	4.4: Barriers and Enablers of the Success of Different Models of Social Care: Lessons Learned from the International Examples
	4.5: Challenges to the Sustainability of Existing Social Care Models and Identifying Potential Solutions to these Challenges
	4.6: Factors to Consider when Thinking About Transferring Social Care Models to A Different Context

	5. Recommendations for Decision Makers
	6. References

