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Abstract

The work aims to point out the possibility of using reflecting teams and the principles
of reteaming in the professional training of social workers. It may also trigger a profes-
sional debate on the topics of the preparation of experts for practice and tools for
continuous education. Another important element is to provide a practical tool that
will allow further professionalisation of social work within the decommodification of
services.

The theoretical background corresponds to situations, in which social work focused
primarily on the provision of services and ceased to be a tool for developing the per-
sonality of clients, thereby changing the quality of their lives.

The methods used aim to show the history and principles of the reflecting teams in
practice. The next part focuses on the reteaming method as a model of the approach
between the helper and the receiver. Furthermore, the description of the use of these
techniques in the professional training of social workers is discussed. In the conclu-
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sion, the results of the structured questioning of the graduates of the subjects, which
utilise these methods, are summarised.

The change aims to restore the creativity of social work and the ability to help people
to fulfil their lives.

Social work is based on the communication and retrospection skills of one’s personal
attitudes and work practices. We also present a tool to change the attitudes of social
workers from the redistribution of services to the development of society as such.

Keywords: skills, paradigms, new teaching methods, reteaming

Introduction

In the teaching and professional training of social workers, we often encounter the
issue of motivating students to study the theories and methods of social work, or to
understand their importance and meaning.

Over the past decades, social work has become more of a tool to redistribute help
and services. Attention was already drawn to these risks by van der Laan (1998). This
topic was explored further by Zidtkowski, Drozdowski, and Baranowski (2022) as
a model of commodification of services. The results of these processes are described
by Skoviera (2022)? in the framework of child protection. He discusses the situation of
providing child protection instead of family education. Education is a two-way process,
which helps to find the fulfilment (meaning) of life and affects both the surrogate
parents and the children. On the other hand, commodified care provides primarily
material essentials and life in a family environment, which can only be a service within
this change.

We know similar processes from practice at all levels of social services and social
assistance. As van der Laan states, during this process, the clients “lose confidence in
their own initiative and believe that their fate is determined by institutions” (van der
Laan, 1998, p. 14). Hubikova, Havlikov4, and Trbola (2021) describe this issue in
a similar way — as a model of the deprofessionalisation of social work and its shift into
a redistributor of services and financial benefits.

In solving these challenges, after having discussed it with colleagues, we tried a total
change of approach in teaching this subject as such. The goal of searching for change was
to teach future social workers to work with the client’s entire life (sometimes generational)
story. We also want to bring back creativity and a certain passion for social work through
decommodification (Ziétkowski et al., 2022). An important factor for the realisation of
change in teaching was the completion of solution-oriented therapy training and
supervision training, which are carried out with a similar focus in mind.

The above-mentioned training focuses, among other things, on using the reflecting
team technique and the principles of reteaming as supporting tools for changing the

2 The lecture entitled “Foster care in the context of trends and changes in the concept of

parenthood” was presented at the conference “Family Transformations XI”. To appear in print
in Social Pathology and Prevention.
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approach to both students and teaching as such.

The first part describes these techniques, their origin, and the authorial intent of
their use in practice. The second part mentions the specific use of these methods in the
teaching process. It includes the aforementioned change in the approach to teaching
as such, and to students, considering them as partners, who actively co-shape the
change of the entire learning process. This shift can be, in a certain sense, seen as
a Copernican revolution, with the teacher becoming an expert in the teaching process
and leaving the freedom of the choice of the path to the goal to the student. The
subject matter is created from the bottom up and not from the lectern. In parallel, we
enable the professional training of new social workers who are willing and able to
think in the categories of a therapeutic paradigm rather than a counselling one (Fabién,
2021). The final part of the contribution deals with the personal views of the students
on the implemented changes. The data collection was carried out through a structured
interview with students after the final exam. This was a form of evaluation that focused
on their emotional and informational experience, as well as the strengths of these
changes, and the space for future development.

Reflecting teams

Reflecting teams are a technique, or perhaps a method of work, popular in
postmodern or systemic approaches to therapy or supervision. Its development is
attributed to the Norwegian therapist Tom Andersen (Zatloukal & Vitek, 2013).
Others associate this process with the Milan Approach (narativ.cz) but the evolution
and practical use of this technique is tied to the aforementioned Andersen who aimed
at involving a wider range of perspectives in therapy. The therapy was conducted in
spaces that are now commonly used for interrogations (rooms with a one-way mirror),
with a team of experts, who were supposed to contribute to the development of therapy
with their insights and observations.

Andersen followed the postmodern idea and social constructivism in his work. It is
an effort to understand the interactions and ways of thinking that take place in
the therapies. Andersen expected that with this approach, he could get answers to the
questions regarding the psychosomatic context and social impact of mental illnesses.

As professionals, we often talk about our clients. We tend to describe the pathology,
even without the presence of the clients but this process gives us expertise (or
sometimes overview) on the issue and creates a sense of distance, however, it can
reinforce the problem (De Shazer in Zatloukal & Vitek, 2013, p. 3)

Postmodern approaches are collaborative, and reflecting teams present a tool
thanks to which otherwise “hidden” voices can be heard in the help-seeking process. It
often shows the experience of the assistants and their emotions but also the concerns
about changes, experiences, and emotional states of the clients.

Working with a reflecting team is also used as a practical teaching tool in
psychotherapy training. However, the reflective process should not be (and is not)
understood only as a technique or a simple exercise. The philosophical roots of this
work method, respectively, what Andersen calls a philosophical stance, should not be
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omitted. “For Tom Andersen, a reflective approach was a way of life, a way of being
with others, the belief that one lives in relationships, in conversations, in interactions,
and is, therefore, an active participant in all events, not just an observer” (narrative.cz),
so the therapist, just like a member of the reflecting team, is not separated from the
clients and their situation. The therapist thus becomes a participant (as opposed to an
observer) by sharing a common process with the client.

Advantages of using reflecting teams

Zatloukal and Vitek (2013, p. 3) discuss the technique and work in a reflecting
team, and emphasise its possible benefits:

— emphasising local instead of universal knowledge

— including multiple perspectives (voices) in the conversation

— respecting different points of view without trying to find the “correct” one and
rejecting others (not using either/or approach)

— empbhasis on co-creation in the dialogue with clients and colleagues

— devoting the effort to disrupting hierarchical relationships and taking on a more
partner-like relationship with the clients.

According to Zatloukal and Vitek (2013) it is a solution-focused approach. The
clients, who come looking for help, play the main role, and they mainly gain control
over their situation. No directive approach is applied here. In parallel, the clients gain
control over their lives and stop being dependent on the service. They describe the
general characteristics as:

1. The basis for mastering the technique successfully is the skill to reflect — the process
that takes place between the therapist and the client, personal emotions, the
therapist’s ability to stick to the client’s instructions (see below), and safety. This
skill also includes the ability to ask questions and formulate them. Another
important precondition is the fact that the clients are experts in their lives.

2. Contract negotiation — what brought the clients to therapy and what are their
needs? There is an emphasis on their motivation, which is tracked with questions
such as: “What would you like to take away from today’s consultation so that you
find the time meaningful to you?” (joint project), “What will life look like when the
problem disappears?”, “What has already been achieved?”, “What helped the
process?”.

3. In the therapeutic process, the reflecting team sits as if remote from the client-
therapist interaction, still, they are in the same room and watch the consultation.

4. For the client (in our case, the student), the reflecting team may present several
things in the process:

possibility of consultation with several experts

loss of security

gaining a broader perspective on their lives
— understanding the process of change.

5. Team reflection. During the consultation, the roles can alternate and the therapist
can use the reflecting team for discussion, especially on the topic of how the
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reflecting team perceives the whole matter. Following the convention and principles

of practice, team members focus on:

— What goes well (appreciation) — highlighting exceptions, resources or progress,
with reference to what the client reported in his narrative.

— Ideas (alternatives) — they can refer to new perspectives, reframing or proposals
for an experiment.

6. Continuation of the consultation — “What was inspiring for you?”, “Is there
something you want to return to?”, “What were your thoughts?”.

7. Experiment (or better — feedback) — to observe with the clients the elements that
should remain unchanged (what works), to observe where the problem does not
occur (exceptions), or to pretend improvement (preferred future).

8. Reflection of the meeting — what the course of the meeting was, and what was
important for the clients and for those reflecting? This part is also crucial for the
use of this technique in teaching (Fook, 2002).

A discussion in a reflecting team must resolve according to the following rules
(Andersen in Zatloukal & Vitek, 2003). Team members only talk to each other and
they do not bring clients into their conversation. The clients thus gain a reflection on
their story. The members lead a conversation; it is a dialogue, not a series of
monologues. The consultation focuses on here and now, the members do not refer to
what was said during earlier consultations, or to assumptions that may be an
accompanying phenomenon of our work and our conception of the clients’ lives. The
reflection should be formulated in such a way that the clients can be inspired by it but
can also refuse it. Different options should be created intentionally so that the clients
may choose or reject them — to take control over their lives. The use of metaphors is
allowed. The technique allows for unusualness, not to be bound by conventions. The
safety of the clients is handled by the therapist and the team members can be more
daring. Time economy is also an important factor in the reflection of the team as it
should not be longer than 5 to 10 minutes. Where Zatloukal and Vitek (2013)
recommend looking at the appreciation of the team and its focus on change.

Reflecting teams represent a safe environment for learning new skills (Zatloukal
& Vitek, 2013). In this part, we introduced the reflecting team technique. Another
philosophical basis is the technique of reteaming. If we were to describe these two
techniques as a computer, then the reflecting team is the hardware, and the reteaming
is the software.

Reteaming

Reteaming is a model of work in coaching and therapeutic process, the author of
which is Ben Furman (Zatloukal & Vitek, 2014). Furman noticed that many support
conversations and group work are oriented towards problems that need to be
addressed. He described this approach as a popular concept in therapeutic, supervisory
or coaching practice. In the introduction to the book on reteaming, which was mediated
for the Czech environment by Zatloukal and Vitek (2014), Furman describes his team
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noticing that in practice, the search for a problem created problem cycles that stirred

emotions such as anger, dissatisfaction, frustration, blame or sadness. However,

a solution-oriented approach rather encourages the search for resources for a change

towards a desirable (preferred) future. The process, which is focused on the preferred

future, encourages the exploration of new ways and non-traditional solutions, and
above all, works with the resources that the clients or teams already possess.
Reteaming is, therefore, a coaching technique, which we utilised in teaching as

a tool for a specific process of working with the clients — in this instance a casuistry.

The goal was to achieve a certain basic mastery in navigating the life of the clients

differently and to leave the well-worn paths of the traditional way of teaching and

education, which are (in our opinion) based on controlled conflict. The social worker
learns to see the complexity of the client’s situation within her or his life story, does not
only work with symptoms but helps to discover tools to change the causes. As Zatloukal
and Vitek state in their publication, “coaching is the art of facilitating the performance,

learning, and development of others” (2014).

Methods other than coaching, but often used in the practice of social work include
the following:

— Counselling (consulting) — the counsellor is an expert on a certain issue and they
are the bearer of clear answers and advice for solving problems. We are sometimes
unable to avoid these approaches but we must be aware of when and for what
purpose we use them.

— Mentoring — this usually involves experts accompanying less experienced workers.

— Management — this is associated with authority and power. As described by Erikson,
it is a parental role towards children.

— Education and training — the purpose of education is to transfer knowledge, and
sometimes also skills. In the spirit of reteaming, coaching is working with already
acquired skills and sources that are available.

— Therapy — approaches that work with therapeutic models exist within the theories
and methods of social work. On the other hand, it is often a specific work focusing
on the very existence of the clients, and within social work, they are rather sporadic
therapeutic inputs or deeper analyses of the problems.

The process of working in the reteaming model has its basis in the process of
learning and working with existing resources. This is an effort to increase the
competence of the clients to have control over their life, giving them the sense of
empowerment (Fook, 2002).

Reteaming focuses on the client’s wish (what is attractive and achievable), resources
(finding and using skills and knowledge that the clients already have in their cultivation
and development), transformation (defining and planning incremental steps towards
a desired future), and co-creation (cooperation). In short, this is a model of SMART
goals that we know from case management in social work. However, it should be noted
that we work purposefully on the partnership level here. We want the clients to be in
control of their life, and the workers to serve just as guides, which means it is
a completely different philosophy of working with the client.
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For a closer understanding of the reteaming philosophy, the Dalet® team focuses
on the following principles: developing solutions, not problems; efficiency; cooperation/
co-creation; process expertise; inevitability of changes, and individual approach
(Zatloukal & Vitek, 2014, p. 22).

Table 1. Developing solutions, not problems

Clients’ situation in time Focused problems Focused solutions
past past failures past achievements

present present shortcomings present resources

future future limitations future possibilities

Source: Zatloukal & Vitek, 2014, p. 22, own adjustments

From the beginning, we talk with the clients about their goals (dreams) and not
their problems. Then are we able to aim at methods that work, what worked in the
past, and how can these tools be used to develop clients’ lives. As Zatloukal and Vitek
(2014, p. 51) point out, the solution is not interested in where the problem arose.

The change in the approach is quite apparent in the table. Historically, we are
taught to talk about things that do not work and describe the problems and conditions
which prevent us from living. Reteaming focuses on what the lives of the clients should
ideally look like, and then we discuss skills (resources), and past and present good
experiences (while questioning the exceptions). We begin with the assumption that, as
opposed to a therapist or a social worker, the clients are experts on their lives.

Efficiency

Efficiency in reteaming is meant as an idea that, from the very beginning, we work
towards the resolution of the cooperation. A solution-oriented approach is also called
“short” (Zatloukal & Vitek, 2014, p. 23). It is about doing the work without delays,
making the clients aware of their goals and skills, and handing over the responsibility
for the implementation of necessary changes.

Cooperation/co-creation

According to Zatloukal and Vitek (2013), cooperation based on the client’s point
of view on the whole matter is important for the co-creation of solutions. The self-
-respect of the clients and their respect for life experiences is also essential. The art of
agreement does not mean agreeing to everything. According to the above-mentioned
authors, any resistance is a signal to change our approach or point of view.

3 Dalet is a Czech company which focuses on training in psychotherapy and supervision.
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Process expertise

We are historically used to authoritarian approaches. Parents, teachers, educators,
and other authorities always know better than us what we should do, what we should
learn, and how we should behave, etc. Process expertise deals with a change in
approach. The clients themselves are the experts on their own lives and we are only
experts on the process of change. Our style of conversation should only help the clients
to define their goals, describe their tools of work, and set partial and achievable goals.
Here lies a significant similarity with SMART goals, with the key difference being that
the clients set the goals, tools, and timeframes themselves.

The expertise of the social worker is primarily at the level of the client’s life story
and the ability to see and believe in the potential for change.

The inevitability of change

Any change with the clients is at the centre of our interest. If the problem diminished
or was limited, it is an exception with a reason and we are interested in it. The awareness
of changes is closely related to the process expertise, as well as to the ability to slow
down major changes for the safety of the clients.

Individual approach

The individual approach process is based on respect for individuality. Each client
has their own ideas regarding the tools and the solutions that they want to utilise.
There is a certain amount of fascinating discovery in this process as we are drawn into
the clients’ world. Unlike consulting, where we have a certain checklist of individual
steps, here we leave it up to the clients to make their individual choices.

Reteaming process map

Connecting to clients with “small talk”. Getting to know the clients, talking about
their interests, hobbies, and abilities. At the same time, there is a space for the client’s
questions. During the process of connecting, we get information about who we work
with, not about their problems. This is important because past achievements, skills,
etc. are the tools for change (see: Table 1). At the same time, we create a feeling of
safety, while we “automatically” think about what to offer for the development of the
client. The services are only an accompanying tool for solving an acute threat, not
a tool for changing the quality of life.

Questions about the dreams

These questions can be directed to the topic of what should happen during the
consultation to make the client satisfied, or even to long-term plans, e.g., what will life
look like should the problem be solved?
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The key is the worker’s ability to distinguish between what is a request for change
from others, and what the clients want to do themselves (they are in control of their
lives). There are also questions regarding how will the clients’ emotions, thoughts, and
behaviour change, and how their surroundings will recognise the change. With this,
the dream becomes comprehensible and tangible.

Goal

A goal is something very specific in reteaming. Whereas a dream is very broad and
provides many different objectives to choose from, specific goals are, in a certain
sense, quests. The goal must begin and end with the client, it is dependent on their
actions. For instance, the goal “I will be happy when my children are happy” is a task
for the children and not the client.

An obtainable goal must fulfil the following characteristics and it must be: specific;
formulated positively as something desirable; achievable (the client believes that they
canachieve it); and realistic (the clients have the tools necessary for the implementation,
or they can acquire them).

Only the essential points of the reteaming process were presented here. The aim of
these chapters was primarily to introduce the tools we use in teaching, where we try to
convey not only information but also a certain skill that is methodologically anchored
in reflecting teams and reteaming.

The change of view

In the following part, we discuss the ways of adopting methods and theories from
social work into teaching as well as possible changes of the way we teach social work.

Information and us

Today’s world gives us unprecedented possibilities. Anyone with a phone and
Internet connection has access to the newest information — if they know how to search
for them. The students may also have more up-to-date information than their teachers.

People and information are connected in a new way, which also brings new needs.
The main ones can be described as the skill of finding relevant data and their critical
analysis, the courage to leave the comfort zone of one’s beliefs and willingness to
change our opinions and views.

These new possibilities deny the traditional form of teaching and even discredit it
in a way by making it look absurd. How do you want to convey information when the
students have everything in their pockets (on their mobile phones) to a greater extent
than the teachers have in their heads (including mistakes and inaccuracies)?
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Experience and us

As students, we were taught that when we come to practice, we should not be
surprised, as theory and practice are two different quantities. Then, what is the point
of learning anything that will not help us in practical situations, where we will need to
react to different stimuli?

Experience comes from the fact that I have (or sometimes do not have) enough
information and I try to implement solutions and use them in a safe environment.
Subsequently, I can accept the importance of the information and possibly expand it
further according to experience.

Thus we can say the following: INFORMATION + EXPERENCE = SKILL.
From the pieces of information, combined with experience, a skill is developed. Skills
are a completely different category. They show that I know how to work with certain
topics, 1 have experienced the patterns, and I know the effects on reality. Ideally,
I have already tried several formulas and I can practically alternate and modify them
according to the current situation.

Experience and education in social work
Change of teaching methods

The change in the teaching principles is based on the students’ experiences and
their views on the matter. Thus, the student’s views on the matter are important and
supporting elements in the whole process, as opposed to the lessons themselves. We
prefer personal experience to generally accepted information or beliefs.

The teacher brings creativity, the ability to think critically and a departure from the
old patterns of redistribution of services, as the goal of social work. To change the
teaching method, we utilised the technique of reflecting teams (Zatloukal & Vitek,
2013), which was implemented in a case study related to the “Theory and methods of
social work™ and “Socio-legal protection of children” subjects. The case studies do not
change during the semester — there is one, or two at most.

Reflecting teams and reteaming in teaching

In the previous chapters, we introduced both reflecting teams and the principles of
reteaming. In teaching, these two models were combined into one, creating a model
for the development of students and their competencies within the framework of
teaching the theories and methods of social work. A similar procedure that is used in
training at Dalet is called reteaming nests. The work in lectures is, therefore, organised
in small teams. The basis of the reflecting teams is described within the systemic
approach during the therapeutic process.

The entire process is preceded by familiarisation with the relevant theory, followed
by work in a reflecting team. The work with the theory itself is always focused on the
client’s entire life story, abandoning the instrumentalisation of social work (Fook, 2016).
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Two people carry on a conversation on a given topic (a view of the case study
concerning the discussed theory) and the other two remain silent and take notes. The
conversation time is limited. One person describes her or his view of the given problem
and the other actively listens and asks questions that should not start with “why”.
Differently posed questions encourage thinking and creativity while offering the
creation of a change process.

In the end, they receive feedback from the observers regarding their thoughts
throughout the conversation, its course, and the way the questions were phrased (e.g.,
supportive, closed, open, problem-oriented, solution-oriented, etc.) Another point is
defining what is the supporting theme for the questioner and the responder (Fook,
2002).

In the process of active teaching, we use one or (at most) two comprehensive case
studies throughout the whole semester. For the “Theory and methods of social work”
subject we used one, and or the “Socio-legal protection of children” subject, we used
two less extensive case studies.

The first lecture

We consider it a very important lecture, as the teaching methodology is introduced
(what reflecting teams, reteaming, and the “solution-focused” approach are) as well as
some small talk facilitating connecting with others. The reflecting teams, which
(if possible) do not change during the semester, are formed during the first lecture.
This process of social interactions is based on the reflecting team technique, where
one introduces themselves, somebody asks questions, and the remaining ones observe
the process that takes place between the participants. It is essential to follow the
process from the point of view of the quality of the questions, to ask about the skills
and experience of the other, not to follow the problems, and to refrain from the “why”
questions.

The following lectures

The following lectures have an established script. In the beginning, the theory of
the given issue is presented, followed by the work in reflecting teams. The
recommended roles in the team are one person in the role of a client, another in the
role of a social worker, and others as supervisors of the process. After the specified
limit, the students return to the whole group and we share our experiences. By doing
so, we mean grouping different solution proposals of solutions together and
describing what was important for the proposals of individual teams. We also focus
on feedback on the process that took place in the teams, including the emotional
side of the participants.

In conclusion, we get several different ways to solve the problem, together with
descriptions of various models of thinking about the given situation. At the very end,
the results from all groups are combined. Questions regarding the feelings and
emotions of the participants are also included.
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Through this process, we get a plastic image of the discussed issue, while the
supervision-like process takes place in parallel. In our opinion, the fundamental
advantage is when the students are our partners in the process and they construct their
way of working — creating thought and practical structures. Another advantage is the
fact that the students are aware of their attitudes and approaches on which they receive
feedback throughout the (rather supervisory than instructive) process.

A summary of benefits for teaching and social work

In the cases of big theories such as critical or environmental theory, there was an
interesting outcome. In the same case study, different groups chose different clients.
Based on the case study, sometimes the primary client was the family, for some teams
it was the mother or the father, for other teams it was the children. As all the answers
are correct, this opened the discussion about how the participants think and what leads
them to this choice, which is one of the most important elements of critical theory
(Fook, 2002).

The students gained an interesting experience with role-oriented theories in how
the social worker’s approach changes when they are paternalistic, and how the
dynamics of the conversation shift when they keep the philosophy of reteaming —
adult-adult interaction. Since casuistry also works with family history (a description of
the model of the original family), it was possible to pinpoint transgenerational
transmissions, which also have their strengths (i.e., psychoanalytic theories).

All participants in the teaching process (i.e., the lecturer and students) undergo
achange in their view of social work as such and shape their personal thought processes.
The teachers should bear in mind that is crucial to maintain the basic line of thought
— that social work is a creative activity bringing a changed quality of life to society, and
not just an “ATM for services”.

The change of roles

There is no student, patient, or client, there is only a person, who wants to deal with
her or his current situation. The person, who needs the competence to change their
way of life, to deal with the past and their acquired or inherited traumas, to find their
truth of being (Heidegger, 1993). In other words, a change in the approach to oneself,
and thus a change in the approach to life. There is also no doctor, teacher, or social
worker. There are only experts on the process of change, who are ready to guide other
people through it.

All participants in the process are active participants in the process of education,
recovery, and social services. By the term active participants, we mean a state, where
the people involved revise the process of change that is taking place. This process
corresponds to the view of the critical theory of social work as presented by Jan Fook
(2002). One of the most important elements of critical theory is an insight into one’s
personal approach to work performance, observing what is important for a social
worker, and how one works with power.
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From the point of view of the guide

For the guides, the fundamental advantage of this technique lies in the contact with
the way of thinking of the next generation, their priorities, goals, and views on social
work in the context of the times they live in.

Each generation has its way of thinking, which frames and describes social reality.
Our academic social work can, in the process of capitalisation, easily get into the
practical and institutionalised isolation of social work (Bergmann & Luckmann, 1999,
p. 56) This phenomenon has already affected us in the system of social work standards
and the monitoring of their fulfilment. Standards were supposed to stimulate
development, however, with a system of inspections, they become more of a tool of
uncertainty.

The principles of liberalism and democracy have become more ingrained in new
generations of students, but so have a sense of responsibility or sensitivity to the abuse
of services. Most of them enter the university with the concept of social work as a tool
to reduce poverty, primarily as a means of caring for vulnerable groups with a service
delivery model (commodification of social work). For all participants in this process,
the search for creativity, working with the client’s life story and finding ways to develop
their competencies is a relief.

From the point of view of students

The examination also had its specifics. The students chose one of the theories,
which they were supposed to briefly present. This was followed by a very brief version
of another case study, on which they were supposed to demonstrate the way of working
and thinking in the spirit of this case study.

Subsequently, they should evaluate themselves, thus applying the learned skill of
perceiving the process and their strengths. In the end, they were asked about the benefits
of the teaching method, what should be further improved, and eventually, avoided.

The proposed change brings new challenges for students. During the semester,
they are encouraged to self-study topics aimed at the problematics of theories to be
discussed in the following lecture. This change mainly concerns students of the
combined form of studies (remote learning and blocks of lectures on weekends), as
there is less time for the students to get acquainted with the overall idea of the theories
during the semester.

Another interesting factor is the feedback from the students:

At the beginning, the case study was completely clear to me, who was the culprit and
what needed to be done. Now, I rather perceive what the possible views on the whole
situation are, and that some things may seem different, and how important it is to
follow our views as well. I am also aware of the number of possible solutions and the
influence of the internal motivation of the participants on the process of change.

It is important for other students to engage in interaction, to verbalise and
communicate their views, and be able to describe them, and possibly, even defend
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them. They describe it as: There is nowhere to hide, and suddenly, I find that the
unspoken thoughts are something different from the verbalised.. It develops the ability
to communicate, and we also get to know each other more as colleagues.

The students of the combined form said that: We have to come to the lectures
already prepared, having read the chapters so that we better understand the use of the
theory in practice.

A fundamental view also emerged: Social work is not just services, it is thinking in
the context of the client’s life so that they can manage themselves in the future without
social benefits.

We, as the authors, also perceived the assessment as free of judgment: No opinion
was wrong; it was just different from the others. We were, above all, colleagues, we were
equal, and the lecturer took all of our opinions seriously while taking notes and
introducing the ideas back into the lectures. It was one of the fundamental observations.

Conclusions

In the article, we dealt with two techniques that are known in therapies and coaching.
We described these techniques and subsequently discussed their implementation to
change the approach to teaching theories and methods of social work so that the practice
can return to creativity in social work — decommodification.

The last part was dedicated to their practical, alongside a description of the work
with students. For the evaluation, we used a structured interview with students to
capture their views on the benefits of the change in teaching.

In general, it can be said that the methodology of transactional analysis follows the
child-parent-adult approach (Lister-Ford, 2006). Harris (2020), who uses these
principles in his practice, describes how important it is to come to an adult decision
“I am OK, you are OK”.

In the presented model of the change in teaching, everyone is (or is trying to be) in
an adult role. This teaching method allows students to try the theory in practice and
develop skills based on “information + experience = skill”. At the same time, the
lecturer (guide), gains insight into generational changes in thinking.

Students also gain insight into their way of thinking — whether they are problem-
oriented or solution-oriented. They can also realise situations, where a person seeking
help is a child, they are looking for parents, but the process is directed towards adult
roles.

One of the advantages is that students can gain more “expertise” in the methodology
of the clients being experts in their lives. In this process, they are guides and lead the
client to become independent or to find a way towards growth.

In the author’s opinion and from his own experience, a change in the approach to
teaching brings a necessary change in the perspective of social work as such. Social
work is supposed to be both practical and scientific. The basic tool facilitating change
is thinking of the next generations, as they have different access to information and
sources, some go through different models of education (Montessori, democratic
schools, etc.) and mere theory is no longer enough for them.
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The process of state exams may also be influenced by subsequent changes when
instead of demonstrating encyclopaedic knowledge, students will process solutions for
specific case studies from the point of view of all the state exam subjects.

Students also benefit greatly from gaining practical interviewing skills and feedback
from colleagues on how they think and what they focus on.

The teacher serves here more as a guide, who supplies the theory but, at the same
time, also experiences the change of thinking of the next generation. This also means
a constant change of the lecture topics and materials. The course of the lectures must
also constantly return to the context of the entire subject — to help students realise the
broader background of the discussion.

The essential contribution of this paper is, in our opinion, the return to the debate
that van der Laan describes as the problem of the process of “disciplining” (van der
Laan, 1998), which casework models in social work followed, but did not go beyond
service commodification framework. Similarly, the authors Hubikova, Havlikové, and
Trbola (2021, p. 14) describe the current state of social work performance as politically
directed to ensure services and benefits.

We offer the topic of decommodification of social work as such, not only on a theoretical
level, but also on directly with a tool for practical use in the preparation of a new generation
of social workers. There is an opening of a possibility for change, which van der Laan
(1998) describes as a “newly formed reality” and which Berger and Luckmann (1999)
portray as “successful socialisation”. These changes stem from the proactive and creative
thinking of social workers, who cease to be redistributors of services.
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Abstract

The field of research on blind and visually impaired services is broad, diverse, and
dominated by empirical and interdisciplinary research. It is determined by the object
under study, which includes a whole range of services, starting with social services and
ending with personal health. On the other hand, the achievements of ophthalmologists
in this field (compared to scientists in other fields) are significantly higher. However,
it is noticeable in academic studies that NGOs must be professional and ready to pro-
vide more complex social services (research reveals that NGOs provide these services
to the blind and partially sighted in about half of the world’s countries). This article
aims to conceptualise the social rehabilitation policy, legal regulation, and models of
the blind and visually impaired in Lithuania. Scientific and expert literature analysis,
semi-structured interviews, and case studies are used to achieve the goal. The current
research found that a gradual development of services is necessary to increase the
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availability and effectiveness of rehabilitation services for blind and partially sighted
persons. It is necessary to ensure the expansion of the service system to achieve the
interoperability of health and social services. Systematic monitoring and evaluation
become important to ensure the quality of such services.

Keywords: visual impairment, social rehabilitation, blind person, blindness rehabilita-
tion programme, non-governmental organisations

Introduction

Rehabilitation programmes and services for the blind and low vision are fairly
widely studied in the field of interdisciplinary research, as revealed by meta-studies
and general reviews (van Nispen et al., 2020; Binns et al., 2012; Ryan, 2014). Obviously,
this is determined by the nature of the applied programmes or the services themselves.
Most of the time, the problems with programme availability, content, application of
individual measures, benefits for participants and other issues are raised and analysed
by ophthalmologist researchers, less often by optometry specialists. On the other
hand, the research field has notable publications authored by occupational therapists,
psychologists, sociologists or social work researchers (Ravenscroft, 2019). It is
noteworthy that hundreds of publications have been published in various approaches,
on different topics, since 1986, when the modern model of visually impaired
rehabilitation programmes was developed at an international conference (USA,
Canada, and UK) supported by the American Foundation for the Blind (Markowitz,
2016). Similar content-responsive models have been developed for individuals with
vision loss. On the other hand, both Samuel N. Markowitz, one of the leading research
scientists in the field, as well as some scholars of the World Health Organization and
other researchers emphasise that there is no best or evidence-based “gold standard”
— Preferred Practice Pattern (Markowitz, 2016; Mogk, 2016).

Based on the publications summarising the research field, it can be observed that
the following thematic directions are mostly examined: 1) the need for services and
barriers that reduce accessibility (aspects of service financing, acceptability to clients,
timeliness, etc.); 2) content of programmes (models, nature of applied interdisciplinary
interventions and contexts, cases of their application); 3) benefits of provided services
(projects, multi-annual programs, etc.) and their effectiveness; 4) rehabilitation
programmes in personal health or social service systems (Ravenscroft, 2019; van
Nispen et al, 2020; Binns et al., 2012; Ryan, 2014). It is difficult to find a clear research
direction that combines service providers, compatibility with service systems (personal
health, social), funding and the like. There are indeed quite a few individual studies
but there are no groups connecting researchers at conferences or anything like that.
Looking at the field of research, it is important to note that most studies are empirical
in nature, based on a quantitative or qualitative research approach, however, there are
also generalising studies.

The field of research on blind and visually impaired services is broad, diverse, and
dominated by empirical and interdisciplinary research. This was determined by the
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object under study, which includes a whole range of services, starting with social
services and ending with personal health. On the other hand, the achievements of
ophthalmologists in this field (compared to scientists in other fields) are significantly
higher.

This article will contribute to the discussion of the concepts of social rehabilitation
for the blind and partially sighted (concepts, contexts of their application), the
conceptual approach of studies and the results of empirical research. A separate
subsection will examine models of social rehabilitation service provision and their
application. Such an analysis of concepts and empirical research will allow us to
evaluate the achievements of scientists and experts, and existing concepts.

Rehabilitation programmes for the blind
and partially sighted in national public policies

There are many questions for decision-makers about the effectiveness of
programmes for the blind and visually impaired (van Nispen et al., 2020; Wallace et al.,
2022; Virgili et al., 2022; Binns et al., 2012). Also, policymakers put questions about
their effectiveness, from a cost-benefit perspective (Longo et al., 2020; Binns et al.,
2012; Ryan, 2014; Patty et al., 2014). Finally, the question arises as to which executive
authorities (ministries, departments, agencies) are responsible for rehabilitation and
how services are delivered (Longo et al., 2020; Fontenot et al., 2018).

Factors determining the choice of organisational model. As the research shows,
the responsibility for social rehabilitation programmes for the blind and partially
sighted depends on complex factors: 1) the structure of state governance (federal or
regional states have more pronounced differences from unitary states); 2) nature of
public policies and service systems (health care, social, rehabilitation systems are
sufficiently different); 3) regimes and traditions of legal services. In general, the
institutions of the central government (how different it is in federal or what is referred
to as regional states, e.g., in Spain, Italy) are responsible for a significant part of
rehabilitation services. Thus, social rehabilitation programmes are part of health,
social security or rehabilitation public service policies (they are integrated into health
service systems more often, but inevitably overlap with social services) (Markowitz,
2016; Luu et al., 2020; Longo et al. , 2020; Rabiee et al., 2015; Jaiswal et al., 2021).
A significant number of countries do not have special rehabilitation programmes for
the blind and partially sighted (e.g., based on multidisciplinary access or special
psycho-emotional therapeutic programmes). Residents of parts of Europe can receive
services that are an integral part of rehabilitation systems (LRS, 2022).

When examining organisational models of blind and partially sighted services (it is
important to distinguish them from multidisciplinary team models here, which are
related to interventions/services and their content), we can see that we are dealing
with five different types (see data in Table 1).
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Table 1. Organisational models of blind and partially sighted rehabilitation services

controlled by state
and subnational
institutions, also
called “in-house”

gl(;%z:lusatlonal Main features and advantages and disadvantages
Institutions Key features: Blind and visually impaired programmes are an integral part

of systems (usually of integrated health care). Services are mostly provided
by specialised rehabilitation service centres.

Advantages: More consistent integration into service systems, and better
hierarchical coordination is possible. The state, regional authorities or
municipalities monitor and control the activities of subordinate institutions
and can change the directions of activities based on incremental decisions.
Financing is directly linked to budgets or insurance funds.

Disadvantages: Procedures in institutions and institutions are sometimes
bureaucratised, procedures are formalised, etc., i.e., it reduces the acceptability
of the programmes. Several studies reveal that their costs are significantly
higher than purchasing services from businesses or NGOs. Institutions of
different areas of management and subordination have cooperation gaps,
horizontal coordination is insufficient.

National blind
unions (friendships,
associations)

Key features: Unions of the blind (membership-based NGOs) as accredited
institutions take over separate rehabilitation programmes or carry out
activities in this field on a project basis. The role of these organisations is
greater in countries which have not developed service systems, e.g., in
Central Europe and the Baltic States. Unions of the blind have created
specialised support centres and specialists who can be used to provide
rehabilitation services.

Advantages: Blind unions, as strong membership organisations, have
accumulated considerable resources (members, hired staff, volunteer
networks, sponsors, material assets) and developed systems of communication,
self-help, and (often) professional services. Trust and support in society also
come from interested actors. One of the benefits is the organisations’
networking and connections with their members and potential new
programme participants. Specialists of blind unions have a good understanding
of the complex needs of potential programme participants and their changes.

Disadvantages: Limited opportunities to provide a wider range of services,
difficulties in cooperation with other organisations, and a lack of professional
specialists.

NGOs (or more
broadly NPOs,

social economy

enterprises)

Key features: The model is implemented by financing the services provided
by NGOs: 1) from foundations, NGOs or rehabilitation service support
programmes; 2) after accreditation, providing for continued financing. In the
USA, Canada, and some European countries, services are often provided by
university clinics or specialist teams working in their vicinity. People working
in the rehabilitation of the disabled or similar and having specialised centres
are experts in this activity. In some countries, services are provided through
community organisations.

Advantages: NGOs better assess the needs of the participants and their
relatives and can choose more precise interventions and solve problems more
quickly. NGOs can involve volunteers in their activities and are more flexible
in terms of service delivery. They are more trusted. It is important in long-
term or staged rehabilitation, where blind and partially sighted people
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receive some part of their services at or near their homes. NGOs are more
creative in proposing interventions. They create cooperation networks in
communities and with other organisations. NGOs can bring together
multidisciplinary teams of professionals and provide organisational and other
support. NGOs can raise additional financial resources from sponsors.

Disadvantages: Limited opportunities to provide a wider range of services
due to specialisation (social and psychological consultations are provided
more often), which can reduce the quality of services (it is more difficult to
apply the model of multidisciplinary teams). Greater possible risk of non-
completion or extension of services if services are financed through projects
(pressure due to insufficient funding or increased costs).

Contracting-out Key features: Rehabilitation services are purchased from private clinics,
model (and specialised centres, specialist teams, etc. The contracting-out model envisages
accreditation or participation by NGOs and public institutions. Services are purchased based
certification to on established procurement legal procedures (organisation of tenders,

include business in | evaluation of offers according to established criteria, conclusion of contracts)
service provision) | or based on accreditation models.

Advantages: The possibility of purchasing services in the absence of
government agencies, NGOs, and the like. It is a common belief (there is not
enough evidence, only a few studies support this) that this way is more
beneficial (in terms of price and quality) to get the best value services.

Disadvantages: Contracting out does not provide certainty or strengthen
specialised businesses or other organisations (especially in smaller countries).
Some studies reveal that contracting-out increases the cost of services
(according to several studies in the UK).

Individual Key features: Individual services are provided by individual specialists on
rehabilitation the basis of accreditation. This method is usually combined with others. Its
model advantage is attracting the necessary specialists.

Source: OECD, 2015; EBU, 2018, Longo et. al., 2020; Rabie et al., 2016; Rabie et.al, 2015; LRS, 2022;
Fontenot et al., 2018; Luu et al., 2020; Jaiswal et al., 2021

The most commonly used model is a government-controlled agency(ies) model, or
it is combined with others, otherwise outsourcing service provision to NGOs, national
blind organisations or businesses. The model of government-controlled institutions
allows for complex and integral coordination of multidisciplinary teams and/or
ophthalmic services (at all three levels in the health system — clinical, secondary, and
primary). On the other hand, this model has its drawbacks. First, not all countries have
integrated healthcare service systems or integrated social and personal health services.
In addition, it is relatively expensive (for others, see: Table 1). Some studies reveal that
national or regional blind and partially sighted rehabilitation programmes have
significant coordination gaps, and lack good planning or sufficient funding (Swift et
al., 2021; Jaiswal et al., 2021).

A more effective (admittedly, there is insufficient evidence) alternative can be
considered the provision of services to the blind and partially sighted using the
rehabilitation centres and teams of NGOs and national blind unions. As already
discussed, they have experience (most national blind unions are more or less active in
these areas) (EBU, 2018; review of web pages of 20 national blind unions). Their
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accumulated resources, rehabilitation service centres or specialists, the trust of society
and the disabled, and their work are or can become a prerequisite for effective
cooperation. Furthermore, such collaborations respond to contemporary paradigmatic
attitudes and values related to the ideas of public governance, service transfer/
delegation, co-production, and co-creation (Dvorak, 2013; McMullin, 2022).

We should stop at one question, which way of involving NGOs or blind unions in
the provision of services would be the most appropriate? In terms of conceptual
access, the involvement of the blind union would correspond to the concepts of
commissioning and co-production. The latter would mean that the organisation
representing the blind and partially sighted provides services in cooperation with the
authorities. As can be seen from scholarly publications, membership in institutions
would make it easier to implement services (Park, 2020). Organisations themselves are
both service providers and represent user groups, and such roles and interests can be
useful for quality assurance. Research conducted in recent years reveals that these
models of social care and mental therapy services are promising (Park, 2020). On the
other hand, national organisations of the blind are very strong as NGOs and can
provide quality rehabilitation services for the blind and partially sighted. This argument
reduces doubts about the limited capacity and potential risks of such organisations.
Social mission and representation of public interest can be singled out as another
argument in favour of disabled NGOs as service providers. It is true that they partially
represent the interests of their members, but at the same time, through their activities
(often providing services to members or other beneficiaries), they also carry out
a social mission.

However, even for large organisations, financial certainty and long-term service
provision are important, as evidenced by empirical and conceptual ideas based on the
New Collaborative Governance theory (Kekez et al., 2019; Loeffler, 2015; Sturgess,
2018). Commissioning services through accreditation (i.e., non-competitive provision
under short-term or long-term agreements). Clearly, accreditation or similar models
have been used in social services in most European countries, and their choice has
been determined by established policy priorities (Wollmann, 2018; Erlandsson et al.,
2013).

Research issues of rehabilitation programs:
accessibility, acceptability, quality in national public policies

Service demand and its research. Researchers, when starting an analysis, first
notice that often, even in the richest countries, services are available only to a part of
the visually impaired. This is determined by the extent of the need. Researchers
estimate that around 10-30% of people require these services (reported data by
researchers varies due to different methodologies for assessing needs) population and
it is on the increase in Western societies (Cruess et al., 2011; Jaiswal et al., 2022; Ryan,
2014; Markowitz, 2016).

Bright et al. (2018) conducted a meta-study (examining data from 27 empirical
studies) which revealed that access to services is low in all continents and especially in
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countries with medium and low economic development. In addition, the researchers’
study showed that services are more accessible to urban residents and groups of people
with a higher socio-economic status. When explaining the reasons for accessibility,
researchers explained it by several factors: lack of services (unavailability), transport,
and unacceptability (no understanding of the importance of such services, etc.) (Bright
et al., 2018). Similar research results have been obtained by other researchers who
have examined accessibility and related issues in the rehabilitation of the blind and
partially sighted (Lam & Leat, 2013; Kaldenberg, 2019; Matti et al., 2011; Fraser et al.,
2019). After summarising all the research data, the following four limiting factors (also
called barriers by scientists) can be distinguished (see: Table 2).

Table 2. Factors limiting rehabilitation services for the blind and partially sighted

Limiting factors | Presentation of factors

Factors significantly limiting accessibility

Accessibility (service delivery gaps) Waiting for service, no service.

Awareness — acceptability (gaps related to ser- | Low awareness and awareness, lack of perceived
vice recipient and social environment) need (both by the potential client and their fami-

ly/relatives), emotional fears, other priorities,
side effects of illnesses, shame/stigma, psycho-
emotional state, mistrust of service providers,
stereotyping, and interactions with other individ-
uals.

Minimal limiting factors

Geographical availability (gaps related to ser- | Distance to the place of service, transport prob-
vice provider and/or service recipient) lems, lack of escorts.

Quality (service delivery gaps) Discrimination and poor quality services, bad
relations with suppliers, communication difficul-
ties, and lack of skills of the service provider.
Insufficient customer-oriented services. Insuffi-
cient coordination and other organisational prob-
lems.

Source: Lam & Leat, 2013; Kaldenberg, 2019; Matti et al., 2011; Fraser et al., 2019; Bright et al., 2018,
Nguyen et al., 2008

Understandably, the most limiting factor in the availability of services is their
absence (see: Table 2). As already discussed, in many countries such public services do
not exist or are provided in a highly specialised and limited manner. This is a systemic
problem that cannot be solved on organisational level and using operational solutions.
Naturally, in such a case, it is necessary to address issues and change public policies.
On the other hand, it is a certain space for blind and partially sighted representatives
(NGOs, medical organisations, etc.) to act and try to influence decision-makers.
Availability is also reduced by the limitation of waiting for the service. True, scientists
do not agree on this limiting factor. Scientists, especially psychologists, believe that
participation in rehabilitation programmes is individual and can be determined by
psycho-emotional status, and negative effects of the social environment (e.g., after
a sudden loss of vision, a large number of patients experience depression).
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Patient awareness is another significant barrier (see: Table 4). Many research
studies discuss why information does not reach target groups and what factors could
help solve the problems. For example, studies in Western countries show that not all
ophthalmologists, and nursing professionals (both in clinics and on the secondary
level) are well informed and do not refer blind and visually impaired people to these
programmes (Basilious et al., 2019; Lam & Leat, 2013). A similar problem exists with
general practitioners and their awareness of the potential support available to patients.
Some studies have suggested that the problem can be solved by educating doctors and
other medical professionals (Lam & Leat, 2013; Swift et al., 2021).

On the other hand, not all blind or partially sighted people are ready and motivated
to apply for services and participate in rehabilitation programmes. A number of studies
reveal that there is a notable gap in service delivery due to lack of understanding,
misconceptions, and triggering stigma among patients and their relatives (Fraser et al.,
2019; Jaiswal et al., 2021; Kaldenberg et al., 2019). In general, psychological factors
that form barriers are quite numerous and they are significant enough. In this case, it
is very important to get help and understanding from people who can help overcome
the barriers of “fear” — doctors, psychologists, social workers and, of course, relatives.
There are quite a lot of customer-related factors that lead to low motivation of service
users and they affect some people in a complex way. Factor analysis requires attention
from researchers and appropriate research.

An unfavourable social environment and other people’s attitudes are considered
by scientists as additional obstacles. For example, a group of researchers led by Sarah
Fraser conducted a qualitative study and concluded that stereotyping of others, and
social stigmas limit participation in rehabilitation programmes (Fraser et al., 2019).
Attempts are undertaken to solve these problems through public education and
changing attitudes on the basis of information campaigns and more targeted informing
of people. It is also said that proper counselling (proper explanation of benefits) can
be an effective tool in increasing motivation to join a blind and partially sighted
programme (Jaiswal et al., 2021).

Barriers to getting involved in programmes are not only factors of an individual
nature or an unfavourable social environment but also related to the poor quality of
services provided by service providers (see: Table 2). These factors are not critically
important, but they are significant for some people who are blind or visually impaired.
As research reveals, quality is primarily determined by failure to meet expectations due
to complex factors (Jaiswal et al., 2021; Fontenot et al., 2018; Basilious et al., 2019).

The quality of rehabilitation services is examined through several research
approaches. As already discussed in the previous part, it is usually analysed in terms of
the impact on the patient, introducing the criteria of impact on vision-related quality
of life and health-related quality (Binns et al., 2012; Luu et al., 2020). This approach is
also called post-intervention, where quality is understood in a complex way (includes
a whole group of factors: physical, social, functional, psychological) and examines
quality in terms of effects on behaviour and health. In this perspective, research
optometrists and ophthalmologists use special questionnaires and research metho-
dologies (Selivanova et al., 2019). This approach aims to holistically measure the pre-
and post-engagement characteristics of programme participants. Also, on the basis of
these research concepts, the effects of close people are also examined.
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Visual impairment and interpersonal effects. Some researchers (mostly psychologists,
and ophthalmologists) focused on the topic of the effects of blind or visually impaired
relatives (Mamali et al., 2022; Lehane et al., 2017; 2018). These studies partially cover
the themes of help, and coping with disability by relating them to the involvement of
people with visual impairments in rehabilitation programmes. For example, a team of
Danish and Canadian researchers led by Freideriki Carmen Mamali (2022) examined
several topics in a qualitative study: 1) the changing life contexts of a visually impaired
person and their loved ones (spouse, children, subjects) while living together (new
challenges and problems, difficult emotional condition and disorders, communication
problems); 2) adjustment and readjustment to new problems by creating coping strategies
and accepting or rejecting help. Importantly, researchers examine coping strategies
in relation to effective help from loved ones for the blind, using several concepts:
1) accepting and rejecting help; 2) positive and negative support (van Nispen, 2016;
Mamali et al., 2022). The findings of other researchers show that relationships between
loved ones after major visual impairments are affected by complex factors, and it is quite
difficult to evaluate all of them by operationalisation (van Nispen, 2016; Mamali et al.,
2022). After examining the literature, it is important to distinguish the main categories
that can help clarify the emotional and social dimensions which comprise the interactions
of loved ones (see: Table 3).

Table 3. Interactions between the blind and partially sighted and their relatives as well
as their implications for rehabilitation programmes

Conceptual dimensions Categories and subcategories

Problems and challenges | Psycho-emotional effects (frustration, depression, tension, isolation,
with vision loss etc.); reduced activity and social limitations (orientation — mobility,
reading, travel, sports, job loss, mobility, isolation, communication
difficulties); reactions of other people (little understanding, stereotyp-
ing, others do not adapt, discrimination, family members doubt the
disabled person’s ability to adapt); feeling of loss of one’s self (loss of|
self-esteem, being treated as less capable).

Support and coping Assistive measures (assistance with the application of technical meas-
ures).

Social support (finding positive optimism, deciding to live a quality
life, gratitude, learning experiences after losing sight).

Recognition (help in coming to terms with visual impairment, raising
self-esteem, ...).

Avoidance and denial (avoidance of acknowledging the effects of
disability on self and others; failure to recognise limitations; avoid-
ance of situations that will reveal disabilities).

Strategies for overcoming problems: 1) support in order to receive
services (vision rehabilitation, family counselling, support and ser-
vices provided by the state-municipalities); 2) social support (emo-
tional support and daily care of family, friends and other people with
vision loss).

Source: van Nispen, 2016; Mamali et al., 2022; Lehane et al., 2017
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Analysing the data presented in Table 3, it can be observed that the involvement of
a blind or partially sighted person in rehabilitation can be determined by an active
relative (family members, friends) but can also become a limiting factor. Researchers
have studied extensively how effective the involvement of relatives in coping strategies
for a blind or partially sighted person is. Effective support mechanisms related to
finding information, counselling, motivation, etc. are established. Research reveals
that unexpected blindness or severe low vision places a significant burden on families
and solving the problems requires the cooperation of all family members. In this case,
blind relatives are the main source of coping with the disability and managing strategies
can be coordinated according to it (Mamali et al., 2022). On the other hand, spouses,
children, parents, and friends can act as mediators.

Data and research methods

The article is based on a case study of Lithuanian blindness rehabilitation policy.
At the same time, the conceptual basis of the study is based on the concepts of public
management (reforms of public services, transformations of applied models, pub-
lic policy formation process) and evaluation of social rehabilitation programmes
(barriers to rehabilitation services, family involvement in rehabilitation, adequacy of
rehabilitation activities).

During the research, the following methods were used: literature analysis, case
study, and semi-structured interview. Analysis of scientific and expert literature: we
conducted scientific literature to determine the concept of rehabilitation services for
the blind; updated the classification of blind and partially sighted rehabilitation
programmes in national public policies. Semi-in-depth structured interview: semi-
structured interviews were conducted to analyse the attitudes, experiences, and
performance of the research participants. Targeted sampling was chosen for the study
by predicting categories of informants. The aforementioned choice was based on
several grounds such a sampling: 1) responds to several different topics included in the
study; 2) responds to conceptual access; 3) is frequently used in service provision
research for the blind and visually impaired (Rapley, 2014; Colorafi & Evans, 2016).
The data collected in the semi-structured interview is taken from a larger study and
used here in this study to support some of the arguments. The number of respondents
is not presented separately, because the method of individual interviews was not used
exclusively for this research. We asked the respondents pre-prepared questions.
However, some questions were rephrased or additional questions were asked. Case
study: we chose the case study method for empirical research because, according to
Yin (2009), a case study is an empirical inquiry that examines contemporary phenomena
in a real-life context, when the boundaries between the context and the phenomenon
are unclear. Blind rehabilitation programmes as research objects have a project
structure, which means that the research object is constantly changing, something
disappears, and new elements appear.
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Social rehabilitation of the blind and partially sighted in Lithuania:
policy, legal regulation, and models

In order to better understand and reveal the rehabilitation policy for the blind and
partially sighted in Lithuania, this chapter will examine the goals and assessments of
this policy, examine the existing legal regulation, allocate financial resources and
describe the service delivery model.

Policy objectives. In Lithuania, the rehabilitation policy aims to include disabled
people in society, ensuring a higher quality of social life in the community. Lithuania
is obliged to develop this policy on the basis of ratified treaties (UN Convention on the
Rights of Persons with Disabilities) and on the basis of European strategic documents
(LRS, 2010). These documents determined one of the directions of state policies —
ensuring sustainable and fair access to rehabilitation. National strategies for the
integration of the disabled, legal acts (Law on the Social Integration of the Disabled),
and the programme documents implementing them (the Action Plan for the Social
Integration of the Disabled 2021-2023) identified the main goals and principles
(SOCMIN, 2020; LRS, 1991).

Without delving into the general principles and goals of the integration of the
disabled, it can be seen that the Lithuanian state’s policy for the disabled aims to: form
or restore their social and independent life skills, help them acquire education, ensure
opportunities to participate in public life, and the labour market (LRS, 1991). The
National Action Plan for Social Integration 2021-2023 details these goals and stipulates
that the state’s objective is to: ensure the continuity of the implementation of social
integration measures for the disabled, implement new measures necessary to include
the disabled in social life, encourage state institutions to cooperate with non-
governmental organisations working in the field of social integration of the disabled.
In this policy, the state emphasises cooperation with NGOs specialising in the afore-
mentioned management area. This corresponds to the priorities of the 18" Government
(led by Ingrida gimonyté) related to the transfer of social services and adequate
financing (Item 93.2 of the Government Programme) (LRS, 2020; LRYV, 2021).

One may wonder what area of government social programmes for the blind and
partially sighted belong to. As discussed earlier, in some countries blind rehabilitation
is classified as personal health management because it involves medical service
interventions. On the other hand, it is determined by the specificities of national health
and social security systems and the management responsibilities of their overlapping
areas. In Lithuania, social rehabilitation services for the disabled are a subsystem of
the social integration system of the disabled (Valstybés kontrolé, 2020).

Institutional responsibility for the implementation of the social rehabilitation
policy for the blind and partially sighted. This policy isimplemented by the Government
of the Republic of Lithuania, based on the Ministry of Social Security (SOCMIN), as
the institution responsible for the management area (LRS, 1991; Valstybés kontrolg,
2020). SOCMIN organises and coordinates the implementation and controls the
implementation of the social rehabilitation policy (LRS, 1991). The Department of
Disability Affairs (DDA) subordinate to the Ministry, with the help of other
organisations and associations of the disabled, is responsible for policy implementation
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and administers programmes and their measures, and projects (LRS, 1991). It should
be noted that disabled people’s associations are understood as actors of policy
implementation and have a clearly defined status. In addition, Article 7 of the Law on
the Social Integration of the Disabled defines and clarifies the possible functions of
associations of the disabled: represents the interests of the disabled, helps implement
measures and projects for the social integration of the disabled: organises the provision
of social rehabilitation services for the disabled, recreation for the disabled, sports,
tourism, cultural activities, international cooperation. When organising their activities,
associations of the disabled cooperate with state and municipal institutions and can
receive financial support from these institutions and institutions (LRS, 1991). The
norms of this article presuppose and specify the fact that the state grants disabled
associations the right to provide public services (they are legalised actors of the
integration policy and social rehabilitation system of the disabled). Such a system and
roles could be determined by the historical context of 1991. At that time, some of the
disabled organisations were significant service providers due to the available capacities
and a large number of subordinate companies and institutions, as well as concentrated
specialists. However, later (2016-2022), the concept of association of disabled people
is no longer unused in the accompanying orders of the Law on Social Integration of
Disabled Persons, adopted quite recently (SOCMIN, 2020; 2021).

Objectives, model and organisation of comprehensive social rehabilitation services
for the blind. The rehabilitation service policy for the blind and partially sighted (with
severe visual impairment; RA less than 0.05) was introduced in 2017. The provision of
services (what is called trainee programme) is defined by the description of the
procedure approved by the order of SOCMIN (SOCMIN, 2017). The purpose of this
policy is to restore, develop, and consolidate spatial orientation and independent
movement (mobility), daily life, and communication skills, increasing their inde-
pendence and opportunities to participate in public life (SOCMIN, 2017). The goal
defined by the legal act foresees the desired results — improvement of the quality of life
of the blind and partially sighted through the formation or consolidation of abilities and
skills. It also defines an expectation that changes behaviour and allows participation in
social life. It is also important that service integration is defined using a team of
professionals and a holistic approach to integrate a number of interventions. On the
other hand, the goal definition does not include ophthalmic and optometric care services
as recommended by WHO, authoritative ophthalmological associations, and numerous
studies (as discussed, although there is no “gold standard” for such programmes,
a number of recommended models have been developed). This is a significant
shortcoming and potentially limits interventions. In the interview study, the informants
explained that the gap arose due to the fact that there is no way to systematically integrate
personal health and social services in Lithuania due to the closedness of management
systems, institutional interests, and deficiencies in management coordination (interviews
with INF12; INF17).

Moving on to the analysis of service provision procedures, it should be noted that
complex social rehabilitation services for the blind are organised, supervised, and
controlled by DDA. The created legal regime provides that the aforementioned services
are provided in accordance with the Law on Public Procurement (SOCMIN, 2017).
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The procedures established by the order of the Minister of Social Security and
Labour also determine rehabilitation interventions for the blind, which include:
1) orientation in space and development of independent movement (mobility);
2) development of everyday skills; 3) the help of a medical psychologist; 4) professional
counselling and guidance. According to the established procedures, these services
must be provided by a team of five specialists, including social workers, medical
psychologists, special educators, and computer literacy specialists (SOCMIN, 2017).
The work process is also defined according to the established procedures. It includes
assessment of complex needs, planning, and delivery of interventions. The procedures
established by the legal act provide that the multidisciplinary team should work in
a coordinated manner under the guidance of a designated manager.

The complex social rehabilitation service is small in terms of its scope (see: Table 4).
Relatively few blind people participate in it (an average of 18 disabled people). Re-
latively little time was devoted to work with the blind and partially sighted (2,781
hours, mostly devoted to spatial orientation and independent movement and the
development of daily skills). By the way, these services were provided in specialised
service centres (see: Table 4).

After completing the services, the blind cannot continue to receive complex social
rehabilitation services for five years and can participate in the new programme only
after five years (this is partially compensated by LBU using its territorial networking
and the work of specialists, branch chairpersons) (Interview 3 focus group; SOCMIN,
2017). This does not ensure the continuity of the service and greatly reduces its
availability to people in need (e.g., due to the decreasing residual vision).

The empirical material reveals that three organisations provided comprehensive
social rehabilitation services for blind persons (see: Table 4). The state-controlled
institution — VS] Valakupiy rehabilitation center (Kaunas branch) won the procure-
ments twice and provided the services. The rights and obligations of this owner are
implemented by DDA.

Table 4. Provision of comprehensive social rehabilitation services in Lithuania in
2017-2022

Scope of . q
Year Service provider Type USSP 037 services. Financing,
participants ’> | thous. EUR.
hours
2022 | LBU southwest centre | NGO, Organisation of 22 2,392 32
the disabled persons
2021 |LBU southwest centre | NGO, Organisation of 18 2,104 40
the disabled persons
2020 | Vs] Valakupiy State-controlled, owner 21 2,713 40
rehabilitation centre | rights DDA
2019 | V3] “Vilties ziedas” | NGO, NPO, social 15 3,554 21
enterprise
2018 | VS| “Vilties ziedas” NGO, social enterprise 16 3,564 21
2017 | VS] Valakupiy State-controlled, owner 18 2,361 21
rehabilitation centre | rights DDA

Source: LASS, 2022b; SOCMIN, 2022
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V31 Valakupiy rehabilitation centre is one of the largest providers of social services.
It specialises in providing a full range of services — medical and professional
rehabilitation, social care, and nursing services for seniors, the disabled, people with
poor health and families (V8] Valakupiy reabilitacijos centras, 2022a). This institution
has employed 102 employees and provides services in several service centres. It
received 128,311 euro of income for the provision of rehabilitation services. (V§]
Valakupiy reabilitacijos centras, 2022b). After reviewing the positions of this service
provider in the rehabilitation services industry, it can be seen that it is not a specialistic
institution and it does not work exclusively with disability groups. On the other hand,
it has service centres, general competence specialists (medical, social field). This
institution participated in the public procurement competition in 2022. It would be
interested in continuing to provide services, as it has a service centre and specialists
(a clarifying interview with the head of the V] Valakupiy rehabilitation center).

NGO “Vilties ziedas” (legal form Public Entity; shareholders — two private
individuals) is another institution that participated in public procurements and
provided rehabilitation services to the blind after winning several times (see: Table 4).
This institution has the status of a social enterprise and provides vocational rehabi-
litation for the disabled, vocational training, provides social services, and manufactures
and adapts orthopaedic devices. It received an income of 1,064,110 Euro in 2021 (no
income from social rehabilitation was received) (V§] “Vilties ziedas”, 2022a; 2022b).
By its very nature, it is a social (or social economy) business enterprise, and this is
revealed by its declared social mission. VS| “Vilties Ziedas” has accumulated
considerable experience working with disabled persons. However, social rehabilitation
is not, as publicly published reports reveal, a permanent area of activity for this
company. The aforementioned institution faced difficulties in forming a multi-
disciplinary team of specialists for work with the blind, as the interview material reveals
(interviews with INF10; INF14).

LBU also participated in the provision of complex social rehabilitation services
(see: Table 6). This union of the blind and partially sighted (with approximately 5,425
members) entered with a considerable track record of project activities and service
delivery. It has both a service delivery centre (the LBU southwest centre of the public
entity, which is one of the three regional institutions under LBU) and a multidisciplinary
team. In addition, LBU cooperates with the Palanga recreation and rehabilitation
centre “Pusynas” (an institution under the Ministry of the Interior), where its members
and other people with visual impairments receive medical and social rehabilitation
services (social typhlopedagogical assistance is provided by a specialised employee).
A fairly large number of blind people received services here (in 2020 — 21, in 2019 - 46;
in 2021 — 38) (LASS, 2022c). It is true that this is not the programmatic provision of
public services but works with clients according to their needs (LASS, 2022c; 2021). In
2021-2022, two LBU specialists provided mobility skills development services for the
blind throughout Lithuania (outbound services are financed by DDA, with support
through the funding instrument for supporting disabled associations) (NRD, 2021;
LASS, 2022d).

The organisational model of providing social rehabilitation for the blind and
partially sighted was one of the main themes of the qualitative research. While
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examining it, it was explained what the experts’ views are. Most informants (both LBU
representatives and experts) prioritised the accreditation model (see: Table 5). True, at
the same time, the opinion was clearly expressed that after the accreditation of LBU
or another NGO with the transfer of services, financing that meets the needs of
disabled people and continued financing according to objective criteria should be
ensured. On the other hand, some informants noticed that LBU can also provide
services by participating in public procurements because the quality of their services is
higher (the truth is that, as examined, it is faced with more than one limiting factor)
(see: Table 5).

Table 5. LBU contributions and activities in providing complex social rehabilitation

services and ensuring their continuity

Guidelines for the

and which sources of funding should be availa-
ble. When we clear up, then maybe we will dis-
cover what we want, what we expect [...] Be-
cause until now, LBU itself wants to do that.
There was an attempt to give it to the state but it
turned out that it would happen during public
procurement. It was thought that maybe some
rehabilitation institution would get involved and
do it well. However, we have come full circle
and come back to this model. We want to make
a reasonable proposal to the state so that there
will be opportunities to enter one or the other in
the law so that funding will appear for one or
another institution to do so, and so that a system
will appear (Focus group 3).

Well, now is better than nothing. The department
[DDA] understands that there will be quality
here because of the participation of the LBU
centre and they can do to win. Because it is al-
ways based on quality. The Finns are also fol-
lowing the path of competition. That’s what
I asked them, that’s how you win them. They
answered that we provide such quality services
that others cannot compete with us. But, they
say, we noticed that another organisation is
emerging, which has already accumulated (inter-
view with INF12).

Roles Quotes from participants development of an
organisational model

LBU We are still in the process of deciding which| 1) The vision for the develop-

representatives | model we want which laws should be changed | ment of the blind and partially

sighted system and the choice
of ways to realise it (related
not only to LBU involvement
but also to members and pub-
lic interests); 2) the most
sustainable ways of financing
rehabilitation services and com-
patibility with the service de-
livery model are sought with
state institutions; 3) invest-
ments are made in the provi-
sion of social services in com-
munities to ensure the highest
possible quality of consulta-
tions and other services; 4) in
the complex model of provid-
ing social rehabilitation for the
blind, the social rehabilitation
model is preferred (based on
interviews with INF10; INF11;
INF14; 3 focus group opin-
ions).
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Experts

[...] My basic position is that NGOs should get
involved and provide social, and social rehabili-
tation services. But everything happens system-
atically and there are areas where NGOs have
a network throughout Lithuania. If NGOs have
their network, they can be trusted to provide ser-
vices at the national level (interview with
IDV16).

When NGOs are systematised, when there is
a very clear algorithm, some kind of service
structure and allocated resources, there is noth-
ing for state and municipal institutions to do in
the service sector. Then all resources are attract-
ed by NGOs, starting with members and volun-
teers. And when NGOs work, they become
a community together with service recipients. It
seems that this could also be the case with LBU
(interview with IDV17).

Now it is hard to say. After all, now, NGOs can
participate. After that, there are evaluations of
project proposals and some win and some don'’t.
And the one who provides the best, highest qual-
ity services does not necessarily win. Be aware
that there is a question of which model is better.
It is also effective to give accreditation to one
NGO to make the system work. Similar to the
case of the supportive care service. Then it was
aimed to create such a model so that the system
would work [...] I don’t know, but if there are
strong associations like LBU, for example, then
maybe it would be more useful. Maybe it would
be better than this kind of practice, where differ-
ent organisations always win competitively.
Lithuania is not big and everyone knows each
other, and they don’t want other organisations to
start learning (interview with IDV12).

Regarding monopolisation, your first part ques-
tion. Even in vocational rehabilitation, different
organisations and their capacities are ambigu-
ously evaluated. The same is true of the foster
care system. There are suppliers who are not
trusted and the state does not enter into a con-
tractual relationship with them. On the other
hand, I would say there is also a disadvantage to
the first step. We need to start taking that first
step and talk to the ministry with LBU, as a part-
ner, not as an executor who we suspect is doing
something wrong. Because that relationship is
like this, first the money is shared, and then the
control is carried out. But there is a lack of such

1) LBU is accredited for
3-5 years (making it possible
for other NGOs to enter the
service provision sector later);
2) a sustainable funding scheme
is agreed (“uncut” allocations
for the service facility after
a year, and increased accord-
ing to reasonable need);
3) a quality objective algo-
rithm for determining the need
is created, quality supervision
is ensured; 4) assumptions are
made for higher quality of ser-
vices; 5) relations between in-
stitutions representing the state
interest and LBU are based on
trust; 6) politicians remain
aware and leave room for criti-
cism that LBU carries out on
behalf of the blind and partial-
ly sighted (based on inter-
views with INF12; INF16;
INF17; INF13; opinions of
experts who participated in
focus group 3).
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a serious, high-quality discussion about what is
important for the system, and how the system
needs to be developed. Such a reflective relation-
ship is missing or very little (interview with
IDV17).

Informants, considering the importance of choosing an organisational model of
services, also saw the need for a comprehensive restructuring and to include such
elements in the entire rehabilitation system for the blind as 1) development of complex
social rehabilitation services for the blind in stationary centres ensuring greater
accessibility and continuity and quality (higher competencies of multidisciplinary
teams, medical involvement); 2) provision of professional services in communities or
clients’ homes (systematic funding of mobile teams and wider involvement of
competent professionals) (see: Table 5). It was also noted that LBU, with its resources
and networking, could complement the system through consultation and other
assistance from members and others.

After analysing the opinions, the proposals of LASS representatives and experts
who participated in the study were summarised, and how the organisational model can
be improved. These were then compared with research evidence and recommendations
based on it. It would be important for state decision-makers to 1) provide for the
gradual development of services by ensuring greater accessibility and effectiveness of
rehabilitation services (both in homes for the blind and visually impaired, closer to the
place of residence, and in professional centres). Make services available not only to
blind but also to other visually impaired persons; 2) expansion the service system
(ensuring the continuity of social rehabilitation; provision of interoperability elements
of health and social services); 3) transition to LBU accreditation for 3-5 years under
a trust-based arrangement (making it possible for other NGOs to enter the service
sector later); 4) quality monitoring and evaluation is created and thus the prerequisites
for higher service quality are created; 5) expansion of the multidisciplinary team by
integrating doctors (optometrists and possibly ophthalmologists) and supplementing
the mobile team with specialists of other specialisations (according to individual
needs).

Conclusions

After analysing the organisational models of blind and partially sighted
rehabilitation programmes, it was observed that four main organisational models are
applied — institutions controlled by state and subnational institutions, national blind
unions, transfer NGOs, and public procurement. The most commonly used model is
a government-controlled agency(ies) model, or it is combined with others, otherwise
outsourcing service provision to NGOs, national blind organisations or businesses.
This model has a number of advantages (more consistent integration into service
systems is possible, better hierarchical coordination; financing is directly linked to
budgets or insurance funds), but at the same time, there are also significant
disadvantages. State, regional or municipal institutions are too integrated into health
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care systems (not all of them include social services), sometimes inflexible and expen-
sive. A more effective (admittedly, there is insufficient evidence) alternative can be
considered the provision of services to the blind and partially sighted using rehabilitation
centres and teams of NGOs as well as national blind unions. Their accumulated
resources, rehabilitation service centres or specialists, the trust of society and the
disabled, and their work are or can become a prerequisite for effective cooperation.

Concluding the analysis of rehabilitation service providers, it should be noted that
the public procurement model has faced some competition between service providers.
Some public contracting theorists and proponents of neoliberal ideology (or public
management doctrine) argue that it was to reduce cost and ensure higher quality
(Greve, 2007; Hodge, 2018). On the other hand, empirical studies based on meta-
analyses do not confirm the correlation between the purchasing model and lower
service prices (some utilities have a lower price) and higher quality (no effect) (Hodge,
2018; Petersen et al., 2018). As shown by a meta-study by Danish researchers, service
purchases do not usually reduce the price of the service (Petersen et al., 2018).
Examining the procurement model, one can notice another factor that could potentially
lead to opacity and reluctance to change the service delivery model. The organiser of
the blind and partially sighted policy is the DDA. It also purchases the services in
question. At the same time, the department is also the founder of VS| Valakupiy
rehabilitation centre. This may lead to several potential risks: 1) reluctance to change
the model and transfer service provision to NGOs outside of public procurement;
2) possible interest in supporting a subordinated and controlled institution; 3) less
attentiveness in monitoring and evaluating the service provision process and results. In
addition, through the relationship of indirect subordination, Vs] Valakupiy reha-
bilitation centre falls under the management area of the Ministry of Social Security
and Labour and may influence the interests of the policy maker (e.g., support state-
controlled institutions in this steering area).
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Abstract

This article deals with the issue of paradigm shift in an important area of health policy,
which is the mental health care system. Despite the beginning of changes towards the
transformation of the model of care, from one based on solutions characteristic for
the asylum model to community psychiatry already in 1996, through the adoption of the
Mental Health Protection Act, and then subsequent National Mental Health Protection
Programmes, in practice, until 2018 no comprehensive real attempts have been made
to transform this system and move away from the dominance of hospital treatment in
favour of solutions characteristic of community treatment. The preparation and
commencement of pilot projects under the programme for the preparation of social
innovations financed by the European Union was the first systemic attempt to develop
solutions that fully meet the European standards of deinstitutionalisation of support
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and treatment of people with mental problems and diseases and to fully implement
these models in practice along with integrating them with existing solutions under the
public health insurance system.

Keywords: community psychiatry, social innovation, efficiency of the institution

Introduction

The article, based on the case study methodology, will show the process of reform
of the Polish mental health care system after introducing changes and acceleration,
after years of stagnation, in 2018. Its reform, although initiated shortly after the fall of
communism as part of the ongoing political transformation, stalled for over three
decades. As a result of the Act on Mental Health Protection adopted in 1994 and
changes to other legal acts, including the Act on Social Assistance, psychiatric hospitals
could discharge people who did not meet the legally defined absolute grounds for
hospitalisation (posing a threat to one’s own life, or other people). As part of the social
assistance system, daytime community self-help homes were also created to provide
support and social rehabilitation to people who had previously been subject to hospital
treatment. Due to the lack of political will and the weakness of civil society institutions,
resulting in a lack of advocacy for the rights and interests of people with mental ill-
nesses, the process of change has been stalled, even though subsequent mental health
protection strategies adopted assumed a thorough change in the direction consistent
with the community-based treatment model. It was only the assessment of the state of
the public psychiatric treatment system made by the main evaluation and control
institution of the Polish system (Supreme Audit Office, 2016), which revealed that the
activities related to the implementation of the ending National Strategy for Mental
Health Protection were complete mockery. It assumed the reconstruction of the
system from one based on inpatient treatment to the environmental model and
the increasing power of patient organisations, as well as the growing awareness of the
growing crisis in this area of treatment, which is strongly reflected in the media,
resulted in a cross-party consensus around the need to introduce quick and radical
changes in psychiatry, and the ruling team treated the reform as a priority. It was
decided to make up for years of neglect in a short time, which resulted in general chaos
at the stage of preparation and implementation of system changes. At the first stage, the
government decided to use funds from the European Social Fund to develop the target
model of the Polish psychiatry system. The Ministry responsible for managing European
funds, in consultation with the Minister of Health, held a competition for the development
and testing of community treatment models, in which the most active entities dealing
with psychiatric treatment, including non-governmental organisations, participated. The
recruitment formula required building partnerships composed of medical entities and
organisations operating in the field of social services. The key assumptions and effects of
implementing one of the presented models will be presented in this article. Shortly after
the start of the reform in the above formula, the Ministry of Health decided to implement
its own, alternative pilot project based on principles common to all entities, which were
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specified in the government regulation of 2018. The solutions adopted by the regulation
completely changed the method of financing psychiatric treatment, replacing fee for
service with a fixed lump sum per population. Thus, one of the main reasons for keeping
patients in hospital wards disappeared (no one paid for an empty bed, so avoiding
hospitalisation meant that the often very bad financial situation of Polish psychiatric
hospitals would worsen). However, apart from the revolution in the method of financing
and the forced reduction of the waiting time for admission of urgent cases to a maximum
of 72 hours from notification, the law did not force radical changes in the way patients
were treated. Additionally, access to this second pilot programme signed by the Minister
of Health was limited only to hospital entities. As a result, innovative solutions were
tested in the first announced pilot based on ESF funds and principles, where the origin
of the funds forced the compliance of the developed solutions with European Union
policies, in particular, the deinstitutionalisation strategy mentioned above. The first
results of the Ministry of Health pilot implementation showed very poor results in terms
of qualitative changes. Hospitalisation has decreased very little, and hospitals have not
started a voluntary transformation towards community psychiatry standards, which, in
fact, have not been included as a standard in government regulations or in contracts with
the national payer for health services, which signs, finances and controls them. Currently,
due to the completion of innovative projects financed by the ESF on a Polish scale, the
solutions used in Mental Health Centres (Centrum Zdrowia Psychicznego, CZP) have
been introduced to the operating standards of CZP centres, consistent with the spirit of
community psychiatry and the assumptions of deinstitutionalisation of psychiatry in the
EU. The community psychiatry model discussed in this article was tested in 2019-2023
in Wroctaw (Wroctawskie Centrum Zdrowia, 2017). The model was developed
and applied in the form of a project implemented in partnership since 2019 by the
leader, a medical entity that was already the largest provider of non-hospital mental
health services in the Lower Silesia region — Wroctaw Health Centre (Wroclawskie
Centrum Zdrowia, WCZ), and partners — non-governmental organisations, municipal
organisations, structures social assistance in Wroclaw.

Due to the current routine of the mental health care system in Poland, which boils
down to the extreme medicalisation of the therapeutic process and the lack of social
therapy (Wcidrka, 2000), these forms are associated primarily with the so-called so-
cial support, which hides various new institutions (services, benefits) based on organising
non-medical resources in the process of therapy of people with mental illnesses and
problems. In addition, as a result of the involvement of non-medical resources, there are
a number of innovations related to the change in the organisation of the support process
consisting primarily in the large-scale introduction of coordination and integration of
various activities (services) including the creation of multidisciplinary teams, as a result
of which some due to the incorporation of social resources, services that have so far been
strictly medical gain a more complex, somewhat ,hybrid” medical-social character.
Within the framework of the discussed project, support consisting in comprehensive
therapy was provided to over two thousand people with experience of mental illness or
mental disorders; women predominating among them, constituting about 60% of project
patients. In medical terms, the necessary condition for participation was to have
a diagnosis in the FO0-F99 range, excluding addictions.
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Theoretical aspects and methodology of the study

The assessment of the solutions constituting community psychiatry as a de facto
current and currently not questioned, both in theory and practice, a paradigm of
approach to the therapy of patients with mental problems took place in individual
countries over a dozen or so years after implementation of the solutions replacing the
ones constituting a negated asylum model, both due to the criteria of therapeutic
effectiveness and ethical considerations. These results quite clearly indicated not
only a decrease in the number and duration of hospitalisations (Tansella, 1986) but
also a gradual improvement in the mental well-being of the population, including
a significant decrease in the number of suicides (Vichy, 2010). The main problem was
not whether the remnant, atrophying asylum model should be replaced but how to
effectively implement it quickly and how to properly assess it. Of course, there were
disputes in both theory and practice, still they concerned not whether but how deeply
to reform the psychiatric system. Whether we should strive to completely marginalise
hospital treatment and pharmacotherapy, including the most serious diseases, such as
schizophrenia, as exemplified in the disputes surrounding the Finnish experience in
the Western Lapland region (Seikkula, 2011)

The article was developed on the basis of the analysis of existing data. As a result,
by merging the existing and available data in the research process the previously
dispersed data is integrated in the analysis process, which will ensure the acquisition of
the desired information and drawing conclusions regarding the subject of the analysis.
For the purposes of the assessment the following were used in particular: questionnaires
completed by persons qualified to participate in the project (patients) and members of
their families and relatives of the participants; the questionnaires were completed
three times during the therapy of a given patient: immediately after admission to the
project, and before starting therapy, during therapy and after its completion.
Completing the surveys was neither obligatory nor based on random or purposeful
sampling, so we cannot talk about representativeness in the statistical sense. However,
the high percentage of patients who completed the surveys allows us to conclude that
the answers provided are likely to be representative of all project beneficiaries:

— data on the socio-demographic characteristics of participants and statistical data

— application for project co-financing,

— project implementation reports,

— change sheets for the model,

— data on the implementation of project indicators,

— documents produced for the external evaluation, including CAWI interviews with
project staff.

As part of a two-stage study, computer-assisted surveys were conducted with
37 members of the project staff representing the leader (26 people) and partners
(11 people). The study was carried out after two years of implementation and
completion of most project activities; activities not covered by the pilot programme of
the Ministry of Health (Regulation of the Minister of Health of 27 April 2018..., 2018)
were still being implemented, for which the project was extended in this part until



Towards community psychiatry. .. 5

mid-2023. In this case, the study covered, by assumption, the entire population of
direct project implementers (psychiatrists, psychologists, psychotherapists, social
workers, occupational therapists, and nurses). Due to employment fluctuations,
absences, and other random factors, not all direct implementers of the project
participated in the study during its implementation, however, the participation rate in
the study in relation to the size of the entire population defined in this way was
approximately 75%. In addition, the materials collected by the author during the
participant observation were used, in the form of notes from the meetings of the project
management team, meetings regarding the monitoring of the project implementation,
including meetings devoted to the analysis of the adopted solutions and the assessment
of the proposed modifications to the model. The above data sources contained extensive
empirical material, both qualitative and quantitative, enabling the assessment of the
model elements mentioned in the previous part of the article and drawing conclusions
regarding the proposed innovations and, indirectly, the entire model. During the whole
project implementation period, the author performed a strategic management function,
making key decisions, which resulted from the role he played in the entire organisa-
tion implementing the project. The author was not directly involved in its implementation,
nor did he receive any additional financial rewards from it.

The aim of the research was to verify the effectiveness of the model previously
developed at WCZ in cooperation with the Wroctaw City Hall, which, in accordance
with the acts on municipal and district self-government, is responsible, among others,
for meeting the needs of the local community in the field of health care and organising
the social assistance system. Due to the fact that the innovative solutions in the field of
health and social services implemented under the Model were closely modelled on
solutions used for years in other countries which had previously transformed mental
health care. It was assumed that the implemented solutions would be characterised by
high therapeutic effectiveness and positive patients’ opinions. At the same time, it was
hypothesised that the attitudes of staff and patients may be a factor that reduces the
effectiveness of the model. In the case of staff, it may have resulted from adaptation to
functioning under the existing system. This factor, as a significant risk to the success of
the project, was managed at the staff recruitment stage and through cyclical training
(e.g., on the use of ICF in the treatment and rehabilitation of people with mental
problems) and study trips to leading psychiatric centres (Trieste and Verona in Italy).
In the case of patients, this could be due to the more conservative orientation of
patients and attachment to existing forms of support, which often accompanies mental
illnesses, and the reluctance to make quick changes in this area, which would result in
relatively more frequent refusals to use new forms of support and relatively greater
stress related to participation in the pilot, especially in the initial phase of therapy.

The opinions expressed by the staff and participants regarding the most important
aspects of their patients’ functioning were adopted as indicators of the overall
assessment of the model:

— health condition,

— quality of social relations,

— the level of professional activity,

— direct assessment of individual forms of support.
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Due to the limited space of this article the assessment regarding many aspects will
be signalled briefly. A detailed discussion of all aspects that make up the overall
assessment of the project would require a more extensive formula.

Model characteristics.
Innovation of the Mental Health Center
with particular emphasis on social services

The project was implemented under Measure 4.1 of the Operational Programme
Knowledge Education Development dedicated to social innovations (Ministerstwo
Infrastruktury i Rozwoju, 2014). Its aim was to develop and test a model of treatment
organisation in the area of mental health that would provide comprehensive support,
and quick help (without waiting in urgent cases) and would be complementary to the
existing system solutions, both in the field of health care and social services
functioning in the social assistance system. Due to the competition requirements
(Ministerstwo Infrastruktury i Rozwoju, 2014), the model had to be innovative at the
organisational, product, and process levels. In each of these usually distinguished
dimensions of innovation, the essential component that made it possible to exist was
the inclusion of various social institutions, in particular, related to the person’s living
environment, in the therapeutic process of people with mental problems and
diseases. The postulate of integrating medical and social activities has been present
in strategic documents which are to define the shape of the system for many years
(Regulation of the Council of Ministers of 28 December 2010... , 2011), however,
until the start of the pilot programme under the PO WER, it has never been
implemented in practice in Poland, even as part of a limited pilot project. It is true
that services dedicated to people with mental illness have been operating within the
social assistance system for years (Community Self-Help Homes type A and specialist
care services), however, their activity is in no way integrated with the treatment
process under the system financed from the common health insurance. Also, housing
support (in the form of sheltered housing, i.e., municipal resource management
policy) is in no way related to the process of medical therapy, or even to the previously
indicated social services. In addition, Polish social policy lacked a number of
institutions (forms of support) which, in the experience of other countries that had
previously deeply reformed their own psychiatric treatment systems, turned out to
be very important for the success of the reform and obtaining better therapeutic
results (Mokrzycka et al., 2015). Such instruments were the coordination of support,
individual case management, the use of ICF in the therapy management process,
various forms of work in the environment with the patient and his social environment
(family and other significant people). The systemic nature of the change forces, for
its effectiveness, deep shifts of an innovative nature in each of the traditionally
distinguished areas of innovation. The key innovations that the model contained in
each of these areas will be discussed below.
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Organisational innovation

In the case of the discussed model, organisational innovation was not an end in
itself but a necessity resulting from the product and process innovation assumed in the
competition requirements and the need to meet the formal condition which was the
implementation of the project in partnership. Organisational innovation had to appear
both at the level of the medical entity itself, which has been providing health services
in the field of psychiatry and addiction treatment so far, by separating an organised
part of the entity in the form of the Mental Health Centre as well as at the level of
institutionalised cooperation between entities that are part of the partnership and, in
fact, in the field of separate activity serving the implementation of the project’s
objectives, at the Mental Health Centre (CZP). As a consequence, a CZP where the
project was launched, a separate unit of WCZ SPZOZ structure-wise, an entity of
superior level as well as an institution defining the operational model of several
organisations such as WCZ SPZOZ, Ostoja Association and Opieka i Troska
Foundation. This required the development of appropriate management procedures,
information exchange mechanisms, and monitoring of activities at the CZP level in
relation to the tasks carried out by individual partners. Its efficient implementation
was a sine qua non of the implementation of product and process innovations and
their effective management.

Product and process innovation

In practice change in psychiatry is often perceived through product innovation
consisting in the development and implementation of completely new or modified
benefits (services) available to patients. This type of innovation is important both from
the point of view of patients and staff directly providing services, and is very often
perceived as the essence of change. Other aspects of innovation include the method of
organisation and the process of providing services and their interconnection, recede
into the background or are sometimes not noticed at all. Therefore, product innovations
can be defined as the key elements of institutional change, while management and
process innovations as the skeleton and glue, respectively, which in turn are noticed
primarily by the management staff and those responsible for constructing and
evaluating public policies. At the same time, due to the purpose of the model, in
particular, ensuring the comprehensiveness and continuity of treatment and
individualising its form, it is impossible to separate the product from the process
innovation in it. Many of the services offered to patients constituted a series of activities
that made up the process innovation, in other product innovations there was also
a process innovation “sewn in”. In the light of the available knowledge this should
have a direct impact on therapeutic effects (Cook & Copeland, 2012).

For example, the coordination of the recovery process is both a service for a patient
due to a serious clinical condition and potential problems resulting from it in the
patient’s self-management of her or his own therapy, as well as an innovative process
of comprehensive organisation of the therapeutic process, under which the coordinator
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of the recovery process manages information on an ongoing basis and coordinates all
forms of support that the patient receives, and also, within her or his own competence,
supports this person therapeutically. Therefore, in the further part of this article both
types of innovation will not be separated from one another. Virtually all products and
process innovations were social or hybrid services. Key innovations for the model, the
assessment of which will be presented later in the article, include (Wroclawskie
Centrum Zdrowia, 2017) Coordination Centre, Therapeutic Team, individual
management and coordination of the recovery process, day support centre, Shared
House, and vocational rehabilitation.

Coordination Centre (Osrodek Koordynacji, OK). In the model it served as a place
for coordinating all services offered to patients and for organising the therapeutic
process, including accepting applications and registering patients to the CZP. After
reporting the patient a medical assistant was assigned to her or him, whose task was to
initially diagnose the patient’s situation and health through an interview and assistance
in completing the information questionnaire. The data obtained during the initial
qualification were transferred to the head of the therapeutic team on duty, who then
called for a team meeting and diagnosed the patient. In the case of a decision to
provide support by a mobile team, in a place indicated by the patient, the OK
coordinated this process. The OK also coordinated the institutional cooperation of all
project partners in the field of services provided to patients.

Therapeutic Team (Zespot Terapeutyczny, ZT). Itwas made up of aninterdisciplinary
team of specialists whose rules of operation described detailed procedures. It included
both medics (psychiatrist, psychiatric nurse, clinical psychologists, psychotherapists)
and non-medical personnel (social workers, community and occupational therapists,
recovery process coordinators, career counsellors). Their task was to provide
immediate, comprehensive support to the patient after admission to OK. The support
provided in the ZT consisted of an initial diagnosis performed by the sub-team on duty
recruited from specialists of various professions; each time, a clinical psychologist or
psychotherapist and at least one additional ZT member had to be present; whereas the
attendance of a psychiatrist was optional and dictated by the course of the diagnostic
process. The composition of the team was individually supplemented on the basis of
pre-defined needs during the patient’s qualification in the Coordination Centre and
during the initial diagnosis. If necessary, this configuration was modified ad hoc. The
subsequent tasks of the ZT included: making an initial diagnosis of the patient on
the basis of a diagnostic form based on the ICF methodology (ICFE, 2009), ordering the
necessary tests and consultations, undertaking short-term psychotherapy, family
intervention, psychoeducation or other necessary forms of support until the diagnosis
is completed and a full treatment regimen. ZT also made a decision, in cooperation
with other units of the model that dealt with a given patient, to provide the patient with
support in the form of the care of a recovery process coordinator and to develop an
individual therapeutic plan (Wroctawskie Centrum Zdrowia, 2017).

Individual management and coordination of the recovery process according to ICF
methodology. This innovation was dedicated to people who, due to their health and
life situation, required the development of individualized therapeutic solutions to
substantiate the success of therapy, including restoring the ability to fulfil social roles



Towards community psychiatry. .. 9

characteristic of a given period of life, e.g., starting a job, education, and establishing
satisfying social relationships. The basis for the solution was providing the patient with
constant support from a care coordinator and developing a recovery plan in cooperation
with other CZP units and the patient himself, and then implementing it. The solution
was reserved for people in the most difficult health situation who were not able to
independently manage their own therapy. The form of support was implemented as
soon as possible, and the coordinator was assigned to the patient within one working
day after the decision to include her or him in this form of assistance was made
(Wroctawskie Centrum Zdrowia, 2017).

Day support centre (Osrodek wsparcia dziennego, ODW). According to the model,
it combined the functionalities of a psychiatric day ward with the specificity of a type
A community self-help home. Depending on the individual needs of the patient, her or
his stay at a given moment was characterised by more emphasis on elements of social
or medical therapy. At the same time, the solution was dedicated to patients with
relatively the greatest health problems, so in the practice of CZP functioning all its
patients were covered by individual recovery plans and were meanwhile under the care
of process coordinators. From this perspective, staying in a day centre has always been
one of many elements of individualised therapy. The main objectives of the ODW,
defined in the model, were:

— supporting participants and their families and compensating for health effects

in the field of mental health;

— creation of permanent support mechanisms consisting in a systematic, planned
and targeted set of actions addressed to groups remaining on the social margin
as a result of a mental crisis;

— creating opportunities for people with mental disorders to function
independently or partially independently in their environment, while supporting
their careers and families;

— extending the time of disease remission and reducing the scale of hospitalisation;

— creating an environment of mutually supportive people and a place where they
can meet and seek help (participants and their families);

— promoting the model of a healthy family (Wroctawskie Centrum Zdrowia,
2017).

Shared House (Dom wspdlny, DW), including self-empowering flats, self-
empowering training, and crisis beds. DW provided support in one of the most deficient
areas of support for people with mental illness (Skiba, 2021). There are very few
hostels in the country where such people have a chance to change their living
environment, which in many cases is a prerequisite for effective therapy. The model,
in addition to providing a hostel function, which is sometimes contracted by the
National Health Fund, went much further by offering comprehensive self-
empowerment training on site, and in cases of short, acute crises, also crisis places,
thanks to the 24-hour presence of staff. In practice, support in this form was always
provided in conjunction with other forms of support, e.g., DW patients often started
their stay after therapy in a day ward or during it, or used psychotherapy as part of
CZP. Due to the characteristics of people requiring this form of assistance, in practice,
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staying in a shared home was always part of an individual recovery plan, and DWD
patients were under the care of recovery process coordinators. They also often took
advantage of the possibility of vocational rehabilitation. As part of the therapeutic
interventions, DW residents had the opportunity to develop or restore social and
professional skills (e.g., cleaning, cooking, working in the garden, living in a group,
looking for a job, etc.). A detailed support programme is determined individually by
the therapeutic team together with the recovery coordinator and DW personnel, as
well as other personnel engaged on a case-by-case basis (e.g., job coach). Support in
this form was organised by the project partner, Opieka i Troska Foundation, which has
many years of experience in this area (Wroctawskie Centrum Zdrowia, 2017).

Vocational rehabilitation. This form of support in accordance with the assumptions
of the model was the culmination of the entire therapeutic process. Its form depended
on the needs of the patient. In some cases, it boiled down to career counselling and
support in relations with labour market institutions and potential employers. However,
in a large proportion of cases it was the final form of an individual recovery plan and
was based on the Supported Employment and Work Training programme. This action was
the responsibility of the project partner, the Ostoja association, a pioneer of supported
employment in Poland and with many years of experience in implementing this form
of vocational rehabilitation among people with intellectual disabilities and mental
illnesses.

A general diagram of the forms of support envisaged in the project is presented in
the figure below. Colours differentiate their characteristics. Medical benefits are
shown in blue, social benefits in red, there are also what is called hybrid benefits,
integrating both types of interactions, in green.

MENTAL HEALTH CENTER

Call centre with hot line

Day Support Centre

Cooperation with GP Therapeutic Team Treatment room

Coordination Centre Outpatient psychiatry Therapy rooms

Recovery Coordinators Training places Activities for families

Social worker Intervention beds

Common room with workshops

Legal assistance Vocational rehabilitation

Social services

Figure 1. Types of benefits for patients offered within the CZP in Wroctaw
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Effects of the implementation of the CZP model

Moving on to the assessment of the implementation of the CZP model implemented
together with partners by WCZ SPZOZ, it should be noted that the evaluation of the
project in terms of model effectiveness and drawing conclusions regarding possible
modifications was the main objective of the project. Of course, it was also important to
provide, during the project, high-quality services in the field of mental health care for
the inhabitants of Wroctaw, however, the main goal was to answer the question whether
the model effectively implemented the assumptions of community psychiatry and
offered high-quality support contributing to the recovery of patients. The answers to
these questions, regardless of this article, will also be provided by the Ordering Party
(Ministry of Development) on the basis of the assessment of the implementation of
the indicators and its own evaluation. The implementers achieved all the assumed
goals, including the main one, which was to test the model, evaluate it and submit it to
the contracting authority in a corrected form, ready for possible implementation in
other places. The data presented below comes from the sources of the project and the
participant observation of the author, who, performing a key management role for
the project leader, is a co-author of the model, and due to his role in the organisation
has access to all the information, made key management decisions and used open
participant observation as a method based on with which he supplemented the data
necessary to prepare this study. The assessment of individual innovations will be based
primarily on the analysis of existing data, the opinions of the staff implementing the
project, treated as expert opinions, as well as opinions expressed by people using
the services provided in the project, which was expressed in anonymous surveys on
project services and self-assessment of health and activity which patients were asked to
complete at the beginning, during, and at the end of using the project services.

Model evaluation

The evaluation of the model was made primarily through the prism of the opinions
and expectations of project team members and patients regarding the effectiveness of
individual innovative services tested in the project. In accordance with the rules of the
competition under which the model was verified, it was to be primarily effective, cost-
effective, and complementary to the existing systemic solutions in mental health care.
Adequate assessment of the quality of medical services is a very complex issue that
requires multi-dimensional measurements and ensuring appropriate accuracy of
indicators. Currently, the dominant view in the literature is that patient satisfaction
should not be considered the basic element in assessing the quality of care. According
to, e.g., Salisbury (Salisbury et al., 2010), only less than 5% of discrepancies in the level
of satisfaction result from the process of care, and the rest is a derivative of other
variables, such as patients’ ideas about optimal care and related expectations as to its
shape, socio-demographic, in particular, education and social status, the time that has
passed since the benefit was provided. Studies have shown that from the patient’s
perspective, sometimes groundbreaking changes that actually had a very significant
impact on the actual quality of services, improving it, such as the introduction of care
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coordination in primary health care in Western countries (see the footnote), do not
increase patient satisfaction (Sitzia & Wood, 1991). Of course, it does not in any way
mean that patients’ opinions are useless for a full assessment of quality, quite the
opposite. Especially in psychiatry, this assessment must be a prerequisite for assessing
the quality of services. For example, in the Netherlands, patients with chronic mental
illnesses are monitored using several types of measures at appropriate time intervals
(Schrijvers, 2017). However, the problem becomes more complicated when assessing
the tested innovative solutions that make up a complex model and relating their quality
to the existing system solutions.

Evaluation of implemented organisational innovations

We can talk about the success or failure of the developed model on several levels.
From the point of view of health policy and the health care system it was important to
answer the key question whether the model provides a more effective support system
for people with mental problems and illnesses.

In the organisational dimension, it implied an answer to the question whether the
organisational formula of the project (partnership) and the implemented innovations
functioned in the practice of project implementation, or whether they turned out to be
dysfunctional, or required correction of the form of cooperation or the scope of
services provided by individual partners

Another issue was the availability of the services offered and shortening the waiting
time for support. In this area, the testing conditions prevent a full evaluation of the
model. Although the waiting time for support during the project implementation never
exceeded the agreed two working days, however, due to the fact that in the area of
testing the model (former Wroctaw Fabryczna district, but in practice, patients from all
over Wroctaw were admitted) the existing system of organisation of services contracted
by the National Health Fund, as a result of which most patients in the model testing area
were treated outside the pilot project, which made it impossible to assess the efficiency
of the model in the conditions of the need to take care of the entire population for which
such a centre was to operate. However, performance testing was not the intended and
required purpose of the pilot. In the organisational dimension, the aim was to assess the
effectiveness of the partnership as the assumed model of organisation of the provision of
services. The source of data for evaluation here are primarily observations of the
management and substantive staff of the entities implementing the project, and in
particular the project team itself. Obtaining an evaluation of the project was also the aim
of the evaluation studies, including the conducted survey of the project staff.

The selected organisational formula for CZP consisting in the implementation of
tasks in partnership turned out to be effective and efficient. Despite the boundary
conditions of the project implementation, e.g., in the form of a subsidy agreement, which
formalised and hindered the efficient implementation of a number of activities, especially
when tasks were performed by three independent legal entities, and was associated with
a significant risk of non-eligibility of expenditure, all tasks implemented in the project, in
particular the innovative instruments discussed above support were fully available to
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patients, there were no situations of limiting individual services or suspending their
provision as a result of factors attributable to project partners (some services were
not provided due to legal regulations during the state of epidemic). Organsational
effectiveness would certainly be improved by testing the model under an agreement with
an entrusted global budget, and not as part of a subsidy with rigidly defined expenditure
items and their respective limits, as well as unit rates approved in advance for an hour of
work, or the cost of individual services, and also assigned forms of staff involvement. The
fact that the assumed goals were achieved despite the dysfunctionality of the financing
model imposed by the Ordering Party, which often generates praxeologically absurd risks
for the settlement of incurred expenses (e.g., mandate contract, instead of the desired
employment contract), proves the proper way of organising cooperation between partners
and within each entity. Chart 2 illustrates the evaluation of the project staff in relation to
the tested organisational innovation, consisting in running the CZP in a partnership
formula. None of the implementers of the project expressed a negative opinion in this
respect, and more than four fifths of them gave this formula good and very good marks.

B average | well very well don’t know/hard to say

Figure 2. How does the cooperation of people and institutions involved in the project
help respond to the needs and challenges of the environments in which the project is
implemented?

Source: Study based on the PSAT survey for project partners, N=37

The project staff was also asked about the impact of the partnership formula of
project implementation on the effectiveness of the implementation of individual
activities that integrate various forms of support, and thus constitute the previously
signalled “hybrid” formula containing both medical and social activities as part of one
service for the patient. As many as 32 out of 37 people participating in the study positively
assessed this impact. The others had no opinion on this matter. The analysis of the
surveys showed that these were the people working in the project for the shortest time.

43% 43%

B well I very well don’t know/hard to say

Figure 3. How does the cooperation of people and institutions involved in the project
help to implement activities integrating various types of services and support, creating
a complete and coherent offer that meets the needs of recipients?

Source: Study based on the PSAT survey for project partners, N=37
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Evaluation of implemented process and product innovations

In this area, the author will present an assessment of eleven services available to
patients in the model. In particular, the project staff was asked to assess the effectiveness
of various forms of support based on their experience in the project. Virtually all
innovative forms of support were rated very highly. The coordination of the recovery
process with the development of individualised therapy plans and the continuous
management of the therapeutic process and evaluation of its effects within the
coordination centre received the best ratings, where nearly three-fourths of the
respondents rated its effectiveness as very high, and the rest highly. Such a high rating
corresponds to experiences from other countries. For example, in Germany, where
this therapeutic form has been used for years, not only for people with mental
problems but for all those who, as a result of complex, severe health problems, are not
able to independently manage the process of their own recovery, its effectiveness,
measured as previously held social roles, is estimated at approx. 90% (Botti &
Hagdorn, 2014). One hundred per cent of high and rather high scores were also given
to benefits in the form of: assistance from a therapeutic team, legal assistance, hotline,
and rehabilitation. There were no definitely negative opinions at all, or rather, they
were few and concerned only some of the innovations. Their housing services received
relatively the most (5 out of 35 indications) and therapeutic groups — 4 indications. In
the case of housing services, negative assessments may have resulted from the
insufficient number of staff initially involved in this form of support, which resulted in
problems with providing adequate 24/7 support. However, this issue was resolved
during the project implementation. Another problem in this area, which could result
in negative assessments, were the limitations resulting from the common house
formula and the inability to provide project participants with support in the form of
social housing or self-empowering apartments, which were originally established in
cooperation with MOPS in Wroctaw. However, limited municipal resources in the
area prevented such support.

Treating the project staff as competent judges — managers in organisational matters,
and medical and social staff in therapeutic matters, it should be stated that the substantive
solutions of the model, in particular, the most important innovative solutions, which,
according to the assumption of the competition of the Ministry of Development, were to
be complementary to the existing solutions have proven themselves in practice and had
a great positive impact on the therapeutic effect achieved in individual patients. Services
which make up the current model of care, which were not modified in the project in any
way, such as the functioning of the Mental Health Clinic contracted with the National
Health Fund, were not assessed. The distribution of answers to the question regarding
the fulfilment of the expectations placed on the model by individual members of the
implementation team, in the context of the results achieved, is shown in Figure 5. It is
worth noting that the answers corresponding to the assessment “completely does not
correspond (value 1) did not appear at all, and the lowest score the model received was
a four (only one indication); ambivalent evaluations but with a shift towards a positive
evaluation (six) were given by three implementers, the remaining evaluations were
positive and definitely positive™.
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Mental health prevention
Support groups
Therapeutic groups
Day Support Centre
edicated Coordinator of the Recovery
Legal Assistance
Help of therapeutic team
Call Centre
Professional activation 39% 52%
Rehabilitation
Housing services
[l definietly high [l rather high rather low

Figure 4. How do you assess the effectiveness of individual forms of support made
available under the project?

Source: Study based on the analysis of existing data; CAWI surveys among project team members, N=35

According to the project staff, the Model is effective, and its efficiency is determined
primarily by the synergy of many elements that make up it: fast time to provide support,
comprehensiveness of support, individualisation of assistance and management of the
recovery process in difficult clinical cases, inclusion of families, and other relatives in
the therapeutic process, supplement widely available support with a range of social
services. It was possible to achieve the assumed effects, such as a smaller number of
hospitalisations of participants, shortening the time of stay in inpatient care facilities
and supporting the improvement of independence of the person receiving support. In
addition, this model allows for the most comprehensive holistic impact of all currently
available models of action within community psychiatry.

The staff emphasised that the scale of the effects achieved largely corresponded to
the expectations of the authors of the model. The belief that the scale of the achieved
effects is in line with the expectations of the authors of the project accompanied the
participants of the research at every stage of the evaluation. During the implementation
of the project, additional positive effects were identified, confirming the positive
course of the recovery process and the positive assessments and information in the
questionnaires completed by patients. In particular, the following should be mentioned
here:

— taking up work and creating relationships by participants with large deficits,

— greater involvement of families in the health situation of patients,

— awareness of professionals whom they may need and expect help,

— high level of patient satisfaction,

— increasing the level of patients’ trust in the staff,

— high level of awareness of some project participants about their illness (higher than
expected).
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As good practices implemented as part of the project, the broad and adequate
scope of support, the system of cooperation between various specialists developed in
the model and high efficiency of communication between members of the entire team
were indicated above all. The next chart illustrates the assessment of the extent to
which, in the opinion of the project staff, the expected results in terms of patient
support were achieved during the project implementation.

3% 9%

W4 W6 W7 W38 9 10

Figure 5. Please assess to what extent the scale of the achieved results corresponds to
the expectations you place in the developed support model (1 — does not correspond
completely, 10 — corresponds perfectly)

Source: Study based on the analysis of existing data — surveys among project team members, N=35

The assessments made were justified primarily by pointing to the results achieved

so far such as:

— development of an innovative model of a facility combining therapeutic and socio-
environmental functionality,

— developing inter-institutional cooperation,

— greater openness of participants to change and greater willingness to accept help,

— implementation of design assumptions,

— visible recovery process of patients (including fewer hospitalisations, maintenance
of remission),

— return of patients to social and professional functioning much more frequent than
in the current model of psychiatric care.

Model effectiveness based on participants’ feedback

The second most important assessment dimension is the therapeutic effectiveness
of the model. In order to fully assess the effectiveness of the model and refer the
support schemes assumed in it to the existing forms of therapy offered under health
insurance, it would be necessary to conduct comparative studies and strictly control
anumber of variables related to the health characteristics of patients, in particular, the
type of disease, socio-demographic variables, duration of treatment, or forms of
therapy. Therefore, in this article, we will not answer the question whether the therapy
within the model is more effective than that offered within the framework of the health
services package financed by the National Health Fund. The opinions of patients on
the change in their health and the quality of functioning in various dimensions of life,
including life activity, will be presented, which in many ways can be used to assess the
quality of the services provided and, consequently, the quality of the proposed or



Towards community psychiatry. .. 17

functioning systemic solutions in health care. It was assumed that the indicator of
effectiveness here will be the declared improvement in the health of patients and their
social functioning (work, family, undertaking activities in various fields).

Based on the analysis of the collected questionnaires, it can be concluded that the
therapy within the model had a positive impact on the level of activity of patients.
During therapy and immediately after it, they indicated much less, often that their
health problems (physical, emotional) had a negative impact on their social
relationships. While before participating in the project as many as 52% of them
claimed that it happened quite often or very often, after the project this percentage
dropped to 9%. A significant lack of such an impact was initially declared by only 18%,
and after the end of the therapy (participation in the project), it increased to nearly
half of the respondents. The detailed distribution of responses, together with data
from the mid-term survey, is presented in the chart below.

After participating in the project m
During participating in the project
Before participating in the project
0% 50% 100%
B allthetime M very often sometimes [l rarely never

Figure 6. In the last month, have your physical or emotional problems affected your
social and social life, i.e., contacts with family, friends, neighbours or other people?

Source: Study based on questionnaires completed by CZP patients, N1=315, N2=261, N3=315

The distribution of answers to the question about the occurrence of physical pain
is similar. Physical and mental pain can be treated as one of the indicators of disease
or mental disorders and correlate with the severity of symptoms (Chodkiewicz, 2013).
The frequency of severe and very severe pain decreased from 11% to 4% of all
respondents.

After participating in the project 378
During participating in the project
Before participating in the project

0% 50% 100%
M verymild [l mild average [ strong very strong

Figure 7. Have you experienced physical pain in recent months?
Source: Study based on questionnaires completed by CZP patients, N1=315, N2=261, N3=315

Patients were also asked to make a comprehensive assessment of their health by
indicating how it had changed in relation to the perceived state of health a year ago.
Alsointhisrespect, patients indicated more positive assessments in the questionnaires
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completed after participation in the project than immediately after starting treatment
under the model, which indicates a positive correlation between this form of therapy
and the improvement of patients’ well-being. While initially 23% of the respondents
indicated an improvement in their health in the last year, after the end of participation
in the project, as much as 81% of the respondents indicated such an improvement.
The deterioration of health was indicated by 55% before and 4% after participation.
The indicated results should be considered very promising and indicate the
effectiveness of social therapy methods, which, as emphasised by Jacek Wcidrka
(Wcidrka, 2000), is an equal therapeutic method. The above data may indicate that
the tested model can significantly increase therapeutic effectiveness in the area of
mental health care.

After participating in the project B
During participating in the project 10% E¥E
Before participating in the project 19%

0% 50% 100%
B much better [l a little better the same asyearago [ a little worse much worse

Figure 8. How do you assess your health compared to last year?
Source: Study based on questionnaires completed by CZP patients, N1=315, N2=261, N3=315

Conclusions

On the basis of the collected materials and the conducted analysis, despite the
objective limitations listed in the text for a full assessment and comparison with the
parallel functioning system solutions under the common health insurance, the model
should be assessed as effectively implementing the assumptions of community
psychiatry, which, in practice, translated into satisfactory results. and often surprisingly
good therapeutic effects. Thus, the model confirmed the previous experience of other
countries in the field of implementing community psychiatry, e.g., Italy, confirming the
correctness of the adopted direction of transformation of the mental health care
system on the population of people supported. As in the macro-scale Italian example
cited above, in the case of the population of beneficiaries of the Wroctaw model, both
the number and duration of hospitalisation of patients treated under the project were
reduced. In the opinion of the staff, good therapeutic effects were obtained using the
implemented innovative methods of influence, often strictly social or hybrid activities,
and not only medical therapy. The effect of reduced hospitalisation and shortening the
length of stay in the case of hospitalisations of patients treated in CZP is, however, an
observation of the project staff based on available data, not supported by a statistical
analysis of full data from medical registers for a specific population, and should, from
a methodological point of view, be treated as the opinion of competent judges, not as
empirical observation. The reduction of hospitalisation was possible mainly thanks to
alternative therapy methods directly related to the innovations implemented in the
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project, primarily the functioning of the Common House, coordination of the treatment
process and continuous, multidimensional support within this process, comprehensive
day care.

The therapeutic effectiveness of the model, according to its implementers, was
a derivative of the change in therapeutic methods. In particular, the inclusion of the
family and relatives of the sick in the therapeutic process as well as a full diagnosis of
needs and provision of adequate support in other, previously overlooked areas, such
as legal assistance, organisational support, assistance in finding a job, trainings
developing personal and social competencies.

The observation of the patterns of action and attitudes of the project staff showed
that initially the main barrier to the effective implementation of innovative solutions,
especially social and hybrid ones, by the medical staff were the existing patterns and
therapeutic schemes used in previous workplaces or acquired during education. The
initial reluctance to quickly start community therapy, consisting in visiting the patient’s
place of life, was visible. This was done only when the patient was waiting or unable to
appear at the CZP. Especially at the level of diagnosis, in the Therapeutic Team, the
need to carry out inspection of the living environment was rarely seen in the
development of the therapeutic plan and was based only on the transfer of a sick
person. Intensification of community work took place only at the stage of incorporating
the Coordination of the Recovery Process.

The pilot under the PO WER Programme was held in competition with the Ministry
of Health’s pilot, the rules of which were set out in the Regulation of the Minister of
Health on pilotage (Regulation, 2017). Already at the level of analysis of assumptions,
it seemed highly probable that pilot projects under the PO WER programme, due to
significant differences in assumptions and requirements, as well as the concentration
of a significant part of the most active environments working for institutional change
in psychiatry, have a greater chance of developing solutions which significantly shift
the Polish system of psychiatric treatment towards community psychiatry. It seems that
this is confirmed by the results of the implementation presented above and their
comparison with the results of the first stage of the pilot project of the Ministry of
Health (Balicki, 2020), as well as the announced changes that are to be gradually
introduced to this pilot project by developing a diagnostic standard and a therapeutic
standard, in which The introduction of many solutions tested in the PO WER models,
including the Wroctaw model discussed here, is expected.
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