
 

 

  

  

 

CareKnowledge Special Report No.73                Date: May 2013 

Do Health and Social Services
Work Towards the Same 
Outcomes? 

 

 

 

Jon Skone

 



 

 
 

 

 



 1 

 
 

CareKnowledge Special Report 
Do Health and Social Services work towards the same outcomes? 
Jon Skone 
 
1. Introduction 
 
This report was written for CareKnowledge by Jon Skone*. It was largely 
completed before the latest announcement, in England, that the Labour party 
has set up an independent commission to consider options for the integration of 
health and social care. We are also publishing it just after the Coalition 
Government announced its intention to integrate health and social care, 
again in England, by 2018. 
 
These initiatives follow earlier decisions, taken in Scotland to pursue a more 
integrated agenda – although, at the time of writing, this still allows scope for 
considerable local variation in the approaches adopted. 
 
However, it is the Labour party announcement that provides one of the most 
telling introductions to Jon’s report. The very first paragraph of the press release 
says that: “Ed Miliband….called for the swift integration of health and care 
services so that the NHS can be made financially sustainable and provide a 
better service for the future.” (Our emphasis)  
 
This kind of rhetoric lies at the heart of the arguments set out in Jon’s report. 
Essentially it begins a debate around the questions: Are social care objectives 
the same as those for health? And/or must health objectives always take 
precedence? Discussing these questions seems essential if any integrated 
approach is to deliver improved outcomes across the piece. 
 
2. Background 
 
In the introduction to the Scottish Government’s consultation on the integration of 
health and adult social services (May 2012) there is a telling quote from Colin T. 
Currie (Senior Lecturer in Geriatric Medicine, University of Edinburgh and 
Honorary Consultant, NHS Lothian) which provides an insight into how health 
professionals view the priorities of social services. 
 
“The traditional separation of health and social care – the ‘fault line of 1948’ – 
was probably harmless at the time. In the post war era there was little overlap 
between their respective patient/ client groups. Health care was largely acute, 
and social care focused mainly on deprivation and the ‘problem family’. Since 
then, as a result of improved health in youth and middle age and the dramatic 
aging of the UK population, care needs have changed massively, in the direction 
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of multiple pathology and long term conditions, with the resultant frailty and 
dependency now largely compressed into the later years of life.” 
 
Currie continues: 
 
“Yet the two care systems have, for various reasons, adapted only slowly, 
reluctantly and separately and despite the evidence of a main task in common, 
have broadly failed to establish and generalise reliable, effective and cost-
efficient means of working together on their central challenge now and for the 
foreseeable future, that of the care of older people, particularly those at home.”  
 
I have two reasons for including these quotes from Colin Currie. The first 
concerns the assumption, which appears to be accepted by many politicians, that 
health and social services have the same central challenge. The second is the 
assumption that the care of older people is the central task for social services. 
 
Are these assumptions correct?  
 
Firstly, although I think Mr Currie’s comments probably relate to adults’ social 
services, and to some extent will reflect the increasing specialism that he will 
have experienced over the years, in their structure and objectives, I think we 
need to reflect on the wider purposes that were originally associated with the 
creation of social services departments, with their whole-family focus.  
 
On that tack, and from my experience, I have to say that I have not been aware 
of a particular change in the types of people and the situations they find 
themselves in, that we work with across social services.  
 
It is a myth that deprivation no-longer exists. It does, and social care and 
community health professionals work with the results of its impact every day. 
Although the physical environment may appear different today and our 
expectations are raised, the inability to provide adequate nutrition and warmth, 
due to insufficient income remain. Some would argue that people’s situations are 
worse today than when I was practicing in the early 1980’s at the time of the 
Miners’ Strike.  
 
And, the ‘problem family’ has not gone away. You need look no further than the 
statistics for child and adult protection to see that this is not the case; or at the 
high level of policy interest in newly-described ‘troubled families’ in England. 
 
As a practitioner, my caseload was predominantly children and families, older 
people, and people with mental health problems. Over time, it would have 
broadened to include people with learning disabilities, substance misuse, youth 
justice and physical disability, to name just a selection. 
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What has really changed for social services, across all of their responsibilities is 
that there are greater numbers of people in all groups, their situations are more 
complex and expectations have increased. 
 
I also think Mr Currie’s views on health portray a mistaken impression of how 
things have changed on that side of the care partnership. The comment that 
‘health care was still largely acute’ suggests that this is no longer the case. This 
was far from my personal experience of managing within health care. 
 
And, further, I do feel that it is important to recognise that – generally speaking – 
at practitioner level, health and social services staff do work well together. As I 
suggested in my previous Special Report, it is at the higher organisational level 
that the major issues arise. 
 
3 Fault-lines 
 
As a final comment on Mr Currie’s quote I would agree with him about the ‘fault-
line of 1948’. And, when you work within the health service you certainly do see 
it, in all its glory. That fault-line is, of course, between primary care in all its forms 
– but particularly general medical practice – and secondary care. But there’s 
another key fault-line in the NHS – the one between practitioners and general 
management.  
 
These fault-lines are often less obvious to people than that between health and 
social care but they have proved very challenging to address. And, they are real 
and impact directly on the patient’s journey through the health system. 
 
I would not argue that health and social services do not have common central 
challenges – key among them: how to address spiralling costs - but if you take a 
wider view of social services responsibilities, the care of older people is only one 
part of the equation. Increases in child protection referrals, and in the numbers of 
people with learning disabilities, and of those with complex support needs, 
increases in drug costs, the use of locums, the drive towards greater 
personalisation, managing continuing health care, all need to be addressed. . 
 
4. Older People’s Services an NHS ‘Flows’ 
 
However, I think, even if one focuses more explicitly on social services for older 
people, there are a number of points about the link (or otherwise) with health 
objectives that need to be more fully explored.  
 
So, if we look at developments North of the Border, for example, the Scottish 
Government’s paper (2012) states – the goal for integration of health and social 
care is to tackle the challenges presented by the fact that: 
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• We spend almost 1/3rd of our total spend on older people’s services 
annually on unplanned admissions to hospital; 

• There is little association between the amount spent currently on health 
and social care services, and the outcomes that are achieved – spending 
more does not necessarily result in better outcomes, or vice versa; 

• We spend more annually on unplanned admissions for older people than 
we do on social care for the same group of people; and 

• Even allowing for the possibility that people may live longer and in better 
health in the future, and taking account of our current emphasis on 
improving anticipatory and preventative care, Scotland will in future 
experience a material increase in the number of older people who need 
care. The resources required to provide support will rise in years ahead. 

 
The message here is that the challenges being faced are: the increasing demand 
being made upon acute services by older people; the conclusion that this does 
not represent value for money; and the belief that cash could be spent better 
elsewhere or set against savings targets. 
 
This is not an unreasonable reading of the challenge presented because the 
problems which the document seeks to address are summarised as follows: 
 

• There is inconsistency in the quality of care for people, the support 
provided to carers, across Scotland, particularly in terms of older people’s 
services; 

• People are too often unnecessarily delayed in hospital when they are 
clinically ready for discharge; and 

• The services required to enable people to stay safely at home are not 
always available quickly enough, which can lead to avoidable and 
undesirable admissions to hospital. 

 
 
It is difficult to take issue with the first of these points but the two which follow 
clarify the actual problems as seen by the authors. It is all about flow through 
hospitals and the role of social services in creating the identified problems and in 
their solution. Clearly the view is that if smooth flows through hospitals can be 
achieved, then costs will reduce and targets will be met and this should be an 
objective for social services.  
 
It does not seem to be an issue that, for the individual concerned, being clinically 
ready for discharge is not always the same as being ready in reality.  
 
Nor does it seem to matter if the quick options for rapid discharge or admission-
avoidance are increased home care packages, admission into residential care 
and/ or increased reliance upon family and friends. All three of these pose a real 
risk of poor outcomes for the individuals concerned. 
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Is maintaining the flow through hospitals the central challenge for social 
services? I understand that it is for the health service because without flow, costs 
escalate and targets for emergency and unscheduled care waiting times and 
referral to treatment times, for example, are unlikely to be achieved, with the 
subsequent political, media and senior management interest. 
 
From a social service perspective is this my priority? Looking at a hospital as a 
stand-alone unit then probably not, but from a person-centred and whole systems 
perspective then it may well be. 
 
Early on in my career as a Director of Social Services I was attending one of the 
regular meetings we had as directors with health and social services officials 
from government. At some point during the meeting the issue of delayed 
transfers of care was raised. This was at the time when the issue was beginning 
to become high on the political agenda.  
 
It was suggested by one of the officials that this issue was the ‘monkey on the 
shoulder’ for all of us in the room, implying that this was a common matter of 
concern for both health and social services. I remember my response to this as 
being that this may be a ‘monkey on your shoulder’ but mine look very different to 
this. You can imagine how well that was received, but at that time, our priority 
was for the people we worked with, in the community. 
 
Of course, history was to show how other people’s ‘monkeys’ can be placed on 
your shoulder irrespective of what you may think about it and this does illustrate 
the power of the health agenda , especially for the acute sector, compared to 
others. In England this manifested itself through the ‘fine’ approach whilst in 
Wales it became a core performance indicator against which we were and still 
are measured. 
 
5. The Risks of Hospitals  
 
My attitude to this did change but not because of performance indicators. I was to 
become as – or even more obsessed – about delayed transfers of care as were 
my health colleagues. However my incentive was different to theirs. I began to 
really appreciate what a risky place a hospital is for people, especially older 
vulnerable people.  
 
Today we recognise that for some vulnerable people, an admission to hospital is 
the first step on the slippery slope to institutional care, whether in a residential 
environment or as a result of increased packages of home support. Hospital 
acquired infections combined with a lack of stimulation and activity all too often 
result in an independent person becoming dependent in a short period of time. If 
this does not happen then it may simply be the tipping point for a carer to say 
enough is enough. 
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My motivation was therefore to keep people out of hospital or minimise their stay 
because of the potential negative effects upon them, and I admit it, the financial 
consequences to local government, of any increase in dependencies. 
 
6. Developments in Wales 
 
In May 2005 the Welsh Assembly launched “Design for Life” which aimed to 
provide a new vision describing what kind of health and social care services the 
people in Wales could expect by 2015. This involved (the underlining is mine for 
emphasis): 
 

• Improve health and reduce, and where possible eliminate, inequalities in 
health. 

• Support the role of citizens in promoting their health, individually and 
collectively. 

• Develop the role of local communities in creating and sustaining health. 
• Promote independence, service user involvement and clinical and 

professional leadership. 
• Re-cast the role of all elements of health and social care so that the citizen 

will be seen and treated by high quality staff at home or locally, or passed 
quickly to excellent specialist care, where this is needed. 

• Provide quality assured clinical treatment and care appropriate to need, 
and based on evidence. 

• Strengthen accountability, developing a more corporate approach in NHS 
Wales so that organisations work together rather than separately. 

• Ensure full public health engagement at both local and national levels. 
 
Although setting out to describe the future for health and social care services this 
is primarily a health focused document, which conveys a strong impression that 
social services are assumed to be an element of NHS Wales. 
  
By 2011 the vision for the NHS in Wales by 2016 as presented in the Welsh 
Government’s document “Together for Health – A 5 year vision for the NHS in 
Wales” had become focused into the achievement of three broad outcomes: 
 

• Health will be better for everyone. 
• Access and patient experience will be better. 
• Better service safety and quality will improve health outcomes. 

 
The document continues: 
 
“Local Government is vital to health and wellbeing, through for example, its 
education, housing and environmental services, and, of course through social 
care.” 
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No one would argue with these aspirations but that does not mean that they 
should become the key, overriding objectives for local government or indeed 
other service sectors. Unless, of course, the objective is: the health service 
before everything else. 
 
Presenting the social services perspective in Wales was the task of the Welsh 
Government document “Fulfilled Lives, Supportive Communities” (2007). In many 
respects this represents the social services contribution to “Designed for Life”. 
Within its pages, it summarises what it is, that social services do and sets out the 
vision for the future. 
 
What social service’s do: 
 

• Promote people’s social inclusion and independence. 
• Support people at times of distress, vulnerability or illness. 
• Protect people from harm, abuse and neglect. 
• Take action against those who cause harm and help people to recognise 

and cope with their own vulnerability. 
• Influence policy in order to support people’s security and independence. 
• Develop community support and services which enable people to reach 

their potential and maintain as much independence as they can. 
• Assist individuals and families to obtain the help they need, when they 

need it, and in the appropriate form. 
 
The vision is to ensure that services are: 
 

• Strong, accessible and accountable. 
• Focused on citizen, family and community needs. 
• Focused on social inclusion and the rights of individuals. 
• Concerned with good outcomes. 
• Delivered in a joined up, flexible and efficient way to consistently high 

standards and in partnership with service users. 
 
This has a very different feel to it, than comparable NHS documents. It does not 
focus on health, although it recognises the importance of joined up working. 
Rather it is concerned with the individual and working with him/ her to achieve 
his/her own personal outcomes. 
 
So what is the current position in Wales? Two of the Local Health Boards will 
have published the results of their consultations on their services by the time this 
article is published. 
 
Although visions that were consulted upon included statements such as: 
 

• Improve health and wellbeing for all. 
• Move from a sickness service to a wellness service. 
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• Deliver quality healthcare in the best setting. 
• Have high quality, safe and sustainable hospital services. 
• Be recognised as Wales’ leading integrated rural health and social care 

system. 
 

(Hywel Dda LHB consultation 2012) 
 

The focus upon the acute sector is clear from the structure and content of the 
documents with example being this paragraph from the Hywel Dda document: 
 
“Our vision for care closer to home will enable us, in time, to reduce, by as much 
as 20%, the number of acute beds. This will allow us to undertake an ambitious 
and comprehensive ward refurbishment to increase the number of single 
occupancy side rooms and single sex accommodation in our hospitals.” 
 
In terms of quality of patient environment this is an important objective for a 
health board. Even so I would take some convincing that it is right to accept it as 
a priority for social services. The 20% refers to the average number of acute 
beds occupied by people who do not require such a setting for their needs to be 
met.  
 
Even so those people will still have needs so the key question has to be where 
these needs should be met and by whom. One cannot blame local government 
for concluding that the cost burden for this will fall upon them, thus enabling the 
NHS to release the resource. 
 
“Betsi Cadwaladr NHS shake-up worries Denbighshire Council. 
 
Denbighshire says that it hopes health board managers do not plan ‘cost-
shunting’, with changes in community care meaning the council has to pick up 
the bill…..Betsi Cadwaladr University Health Board said it was grateful for the 
council’s ‘thorough consideration…..We will work closely with Denbighshire and 
other services in developing the detailed implementation plans once the board 
has confirmed whether the proposals will go ahead’” 
 

www.bbc.co.uk/news/uk-wales-north-east-wales-20276849 
 

It is clear to this author that the current consultations in Wales have been 
focused upon the needs of the acute sector and the need to achieve financial 
targets. 
 
“Making big change to hospital services will need strong political leadership, say 
a patients’ watchdog as Welsh health boards prepare for upheaval.” 
 

http://www.bbc.co.uk/news/uk-wales-north-east-wales-20276849
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“Health Minister Lesley Griffiths has insisted that reform is necessary to put the 
NHS on a sustainable footing, but has said that hospitals will not be 
downgraded.” 
 

www.bbc.co.uk/news/uk-wales-politics-20988990?print=true 
 

7. Conclusion 
 
In answer to the question ‘Do health and social services work towards the same 
outcomes?’ I would say that, the answer has to be that, although they have 
people in common, they do not always have organisational objectives in 
common.  
 
As a result a significant limitation for the integration agenda is the political 
influence and importance of the health agenda compared to that of that of social 
services which results in the domination of health and its objectives and 
outcomes at the expense of those of social services. As Alison Petch (August 
2011) points out in her report “An evidence base for the delivery of adult 
services” for the Scottish Association of Directors of Social Work : 
 
“Social care values and priorities appear to be subsumed by a dominant health 
system. Likewise the resource focus is on the acute sector, with evidence of 
funding being diverted to this agenda with its higher public and media profile.” 
(page 26) 
 
“A second concern is the priority attached to health agendas and targets, for 
example the focus on the prevention and control of hospital infection. The 
performance targets set by the Department of Health, Social Services and Public 
Safety relate almost exclusively to health, focusing for example on reduced 
mortality for cancers and reducing the rise in obesity.” (pages 26-27) 
 
This is not to argue that there is not a need for robust partnerships between the 
NHS and local government based upon respect, trust and agreed person-centred 
outcomes. Effective practitioners already work in partnership and in an integrated 
way and with their patients/ customers, as a matter of course, because this is the 
only way to work within the system. As a GP friend said to me recently “we feel 
like the patient’s champion because we battle hard every day for our patients 
against resistance.” 
 
But we should not pursue fuller integration or re-structure our services until we 
have had a much more extensive debate about the nature of objectives; and the 
extent to which a single higher objective of good health, must always trump the 
wider objectives of social care. Or, put differently, until we can be sure that 
ensuring good health can somehow be related to those wider objectives without 
sweeping them off the map.  
 

http://www.bbc.co.uk/news/uk-wales-politics-20988990?print=true
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On this point it’s probably worth looking at the definition of ‘health’ adopted by the 
World Health Organisation in 1948, and used by Andy Burnham (The English 
Shadow Health Secretary) in his recent speech proposing the full integration of 
health and social care. That definition says that health means: “a state of 
complete physical, mental and social well-being, and not merely the absence of 
disease or infirmity.” (My underlining)   
 
As Jim Kennedy has written elsewhere in CareKnowledge, if, based on this 
definition, the new service is to be called the NHS, that definition may work if you 
can really, wholly re-engineer the vision for the service to include social care 
objectives. But that seems to be a truly momentous national, cultural change that 
would need widespread public understanding and buy-in, to stand any chance of 
success.  
 
Although my answer to the question about the entirely shared nature of 
objectives, is a ‘no’, addressing these issues will undoubtedly remain the holy 
grail for health and social care, because I certainly recognise the following 
remark made by Nicola Sturgeon, the Health Minister for the Scottish 
Government, during her address to the Alzheimer Scotland’s Dementia 
Awareness Week conference in 2011: 
 
“Many of you will also see day in day out the distress and frustration many older 
people and their families and carers experience in having to negotiate their way 
round different organisations to access the care they need, want and deserve.” 
 

www.scotland.gov.uk/News/Speeches/dementiascotland2011 
 
That, though, seems to me simply to add to the need for us to fully debate the 
core objectives of health and social care, and actively question – with the public – 
whether simple health objectives, or more worryingly, the needs of the acute 
sector should dominate the work of the two services.   

 
Jon Skone 
 
*Jon began his career in social services as a social worker in the Neath valleys 
progressing to various management positions within multi agency and multi- 
disciplinary services for people with learning disabilities between 1984 and 1992 
in two Welsh authorities.  
 
In 1992 Jon joined Dyfed County Council as Assistant Director Policy, Planning 
and Strategic Development, with an initial remit to implement the Community 
Care Act changes.  
 
In 1996, as a consequence of local government reorganisation in Wales, Jon 
became the Head of Community Care Services with Pembrokeshire County 
Council and from 2000 he was the Director of Social Services. Jon held this 

http://www.scotland.gov.uk/News/Speeches/dementiascotland2011
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position until June 2012 during which time he was also the Director of Housing 
for eight years, and the County Director for the local health board for twenty eight 
months.  
 
Jon is currently an independent business and management consultant with 
specific interests in integrated service delivery, business improvement through 
innovation and customer focus, the management of change and transitions and 
the development of leadership, management and professional practice.  
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