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Abstract. In the context of modern warfare and the transformation of healthcare and social protection systems in
Ukraine, there is a need to develop a comprehensive model of integrated care that ensures continuity, comprehensiveness,
and a person-centred approach. The study aimed to substantiate the feasibility of integrating medical and social services
and to identify key directions for developing public policy on the implementation of this type of care, based on an analysis
of international experience. The methodological framework was based on a comparative analysis of various integration
models, content analysis of Ukrainian regulatory and legal acts, and a systems approach to the interpretation of data
on the organisation of medical and social service delivery. As a result of the analysis of international practices, various
types of integration presented in the scientific literature were identified: organisational, functional, clinical, professional,
regulatory, financial, informational, sectoral, intersectoral, international, horizontal, and vertical integration, as well as
service integration and patient-centred integration. It has been demonstrated that medical and social services integration
contributes to improved quality and accessibility of care, increased patient satisfaction, more efficient use of resources,
strengthened intersectoral interaction, and support for the development of multidisciplinary collaboration. This study
systematised contemporary approaches to medical and social services integration, clarified the terminological foundations,
and developed criteria for defining medical and social services and their application in the Ukrainian context. The practical
significance of the obtained results lies in their potential use for shaping public policy in the field of integrated care, improving
government programs, regulatory frameworks, and managerial decisions in the areas of healthcare and social protection

Keywords: public administration; healthcare; social policy; integrated care; intersectoral collaboration; international
experience

Introduction
The integration of medical and social services is one of war, demographic crisis, and population ageing, as well
the key directions in the development of modern health  as the increasing prevalence of chronic diseases and de-
care systems worldwide. The need to implement integrat-  clining quality of life. Although a medical reform has been
ed care in Ukraine has become urgent in the context of implemented in the country, social services have been
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decentralised, and new institutions regulating the provi-
sion of medical and social services have been established,
the health care and social protection sectors remain largely
disconnected. Such fragmentation reduces the effective-
ness of the care system, complicates access to services, and
fails to ensure continuity of care for citizens. Therefore, the
study of issues related to the integration of medical and
social services is timely and holds significant importance
for the development of public policy in the fields of health
care and social protection in Ukraine.

International experience demonstrates that the medi-
cal and social services integration is a complex but neces-
sary process, requiring a systemic approach, intersectoral
collaboration, data sharing, and joint financing. In particu-
lar, R. Miller et al. (2021) analysed the outcomes of the
integrated care system reform in the United Kingdom. The
authors showed that the establishment of Integrated Care
Systems improved care coordination and reduced service
duplication; however, issues remain regarding unequal ac-
cess to services, underfunding of the social sector, and the
absence of a unified system for evaluating outcomes. The
authors emphasised that integration yields the best results
when it is focused on the specific needs of the community
and supported by the local government.

M. Collins et al. (2023) studied Scotland’s experience
in integrating health care and social care. In particular, the
authors analysed the activities of over 30 Health and Social
Care Partnerships and proposed combining clinical, social,
and economic criteria when setting funding priorities for
medical and social services. They emphasised that effective
integration requires not only institutional reforms but also
transparent mechanisms for allocating resources between
the medical and social sectors.

N. Shuftan et al. (2025) analysed the progress, barri-
ers, and prospects of implementing integrated medical and
social care in the Baltic countries (Estonia, Latvia, Lithua-
nia) from 2019 to 2024, based on expert surveys and pilot
programmes. The authors concluded that, despite political
support, the integration of the medical and social sectors is
progressing gradually due to challenges related to funding,
workforce provision, intersectoral coordination, and data
sharing. C. Matos et al. (2025) conducted a comparative
analysis of European models of integration. The authors
emphasised that there is no universal model of integration.
Each country develops its own strategy based on its na-
tional context. They demonstrated that successful integra-
tion requires a national implementation strategy, strength-
ening of local governance, and a focus on long-term care
aimed at promoting the population’s well-being, using the
example of Portugal.

The topic of integrating medical and social services
remains underdeveloped in Ukrainian scholarly thought.
In particular, M. Yukalo’s (2025) dissertation examines the
mechanisms of public administration of the health care sys-
tem through the lens of an integration approach. The author
substantiated the need to move from a fragmented system
of health care provision to an integrated, patient-centred
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model and emphasised that the experience of the United
Kingdom may serve as a benchmark for Ukraine.

Another Ukrainian researcher, N. Nazar (2022) con-
ducted a comparative analysis of social work in the health
care sectors of Canada and Ukraine. The author noted that
social workers are an integral part of medical teams in Ca-
nada, whereas such interaction is only beginning to develop
in Ukraine. The researcher concluded that the integration of
social services into the medical system contributes to improv-
ing the quality of care and the efficiency of service provision.

The analysis of scholarly works has shown that leading
countries have substantial experience in establishing inte-
grated health care and social protection systems, where-
as in Ukraine process is only just beginning. Questions
regarding mechanisms of intersectoral interaction at the
community level, the evaluation of the effectiveness of pi-
lot integration projects, and the adaptation of international
practices to the Ukrainian realities of wartime remain in-
sufficiently studied. The lack of a systematic analysis of the
integration of medical and social services in post-socialist
countries, particularly in Ukraine, indicates the scientific
and practical relevance of further research in this area. The
aim of the study was to examine the feasibility of integrat-
ing medical and social services and to outline directions
for public policy on the implementation of integrated care
in Ukraine, taking into account international experience.

Materials and Methods
The research was based on scientific publications, Ukraini-
an regulatory and legal acts, analytical documents of state
authorities and international organisations, as well as dis-
sertations by Ukrainian authors. In particular, the source
base included:

international and Ukrainian scientific publications:
articles, reviews, systematic reviews, and conceptual stud-
ies on the integration of medical and social services in lead-
ing countries, as well as dissertations by Ukrainian authors
addressing issues related to the development of social work
and integrated models of medical and social service provi-
sion in Ukraine;

Ukrainian regulatory and legal acts: laws and subor-
dinate legislation regulating the health care and social pro-
tection systems in Ukraine, including legislation on social
services, health care, and state financial guarantees; orders
of the Ministry of Health of Ukraine and the Ministry of So-
cial Policy, Family, and Unity of Ukraine, as well as regu-
latory documents of the State Statistics Service of Ukraine;

analytical documents and studies of international or-
ganisations: materials from the World Health Organization
(WHO), the United Nations, and reports from international
analytical centres (the UK-based independent charitable
analytical centre The King’s Fund and the independent UK
analytical centre Nuffield Trust), highlighting practices of
integrating medical and social services.

The publications primarily cover the period from 1999
to 2025, which allowed for consideration of the develop-
ment of integration processes over time. The criteria for
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selecting sources were: studies and documents directly
related to the integration of medical and social servic-
es; international and Ukrainian experience in integrating
health care and social protection systems; publications in
peer-reviewed journals and reputable analytical outlets;
and legislative and regulatory acts governing the provi-
sion of medical and social services in Ukraine. The exclu-
sion criteria were: sources that lack scientific or analytical
value; materials with unverified origin or without a cur-
rent publication date; and works addressing only one sec-
tor — either medical or social care — without considering
an integration approach.

The research strategy aimed to synthesise data from
various sources to provide a comprehensive and compar-
ative analysis of the processes of integrating medical and
social services. A systematic literature search was conduct-
ed using PubMed, MEDLINE, and Google Scholar to iden-
tify relevant peer-reviewed articles, government reports,
and policy documents. The search included both original
research articles and review studies, with no geographic
restrictions, in order to ensure broad coverage of interna-
tional and national experience in integration. The search
terms included: “health care and social care,” “social and
medical integration,” “integrated care,” and related key-
words. In addition, the reference lists of selected articles
were manually reviewed to identify additional relevant
sources. Data were selected based on their relevance to
the study’s aim, with priority given to peer-reviewed jour-
nal articles and official government documents to ensure
academic rigor and reliability.

The article employed a set of scientific methods that
ensured a comprehensive analysis of the integration of
medical and social services in both international prac-
tice and in Ukraine. The comparative method was used
to compare Ukrainian and international experience in the
integration of health care and social protection systems.
A comparison was made of the experiences of the Unit-
ed Kingdom, the United States, and Ukraine. The criteria
for comparison were: the existence of a clearly developed
public policy on the integration of medical and social ser-
vices, the presence of legislation in the field of integra-
tion, and the availability of institutional support in this
area. The application of the comparative method made it
possible to develop proposals for amending Ukrainian leg-
islation on the integration of medical and social services,
adapted to Ukrainian conditions, including the suggestion
of criteria for distinguishing medical and social services
from other similar services.

A systems analysis was applied to integrate hetero-
geneous data from international and Ukrainian sources.
The use of a systems approach was driven by the need to
develop a comprehensive understanding of the structure,
forms, and types of integration of medical and social ser-
vices. This made it possible to identify: types of integration
(organisational, functional, clinical, regulatory, systemic,
horizontal, vertical), levels of integration (macro, meso,
micro), as well as degrees of integration (full integration,

coordination, linkage). The use of this method made it pos-
sible to formulate practical recommendations on the prior-
ity directions for integrating medical and social services, as
well as to develop initial steps for the integration of health
care and social protection systems in Ukraine.

A content analysis of Ukrainian regulatory and legal
acts was conducted to clarify the meaning of the term
“medical and social services” and to determine its use as
a key element in the development of public policy in this
area. The units of analysis were articles of law, individual
provisions, paragraphs, and key terms. The selection of
regulatory texts was carried out using the keywords: “in-
tegrated services,” “medical and social services,” and “so-
cial and medical care.” The material was coded according
to thematic categories: medical component and social
component. The results obtained made it possible to de-
termine the frequency and prevalence of these categories,
compare groups of regulatory documents, and identify
patterns in the regulation of the provision of medical and
social services. Thus, the combination of the comparative
method, systems analysis, and content analysis ensured a
comprehensive study of international and Ukrainian ex-
perience in the integration of medical and social services,
the identification of types, levels, and degrees of integra-
tion, and the development of practical recommendations
for their implementation.

Results

The concept of integrated care
in the international practice of providing medical
and social services
Integrated medical care has become an international trend
in the healthcare sector, particularly in North America and
Europe. It is viewed as a way to create a more efficient
healthcare system. However, the term “integrated care” is
often used ambiguously: in the United States, it is associated
with “managed care,” in the United Kingdom with “shared
care,” and in the Netherlands with “transmural care,” as
well as other forms of comprehensive care (Kodner, 2009).

The word “integration” comes from the Latin integer —
“whole,” “complete.” Integration refers to the unification
of previously separate elements to achieve a common goal.
Similar to systems theory, healthcare organisations con-
sist of separate but interconnected parts that must work
together to perform tasks effectively. Without integration,
the quality and accessibility of services, as well as patient
satisfaction, deteriorate. Historically, specialisation in
medicine has led to fragmented care. The emergence of
general and family medicine aims to enhance integration
and ensure a comprehensive approach to fully meet pa-
tients’ needs. Integration is especially important for pa-
tients with complex and chronic conditions, individuals
with physical and cognitive impairments and developmen-
tal disorders, as well as for their families. Such patients
require services provided simultaneously or sequentially
by multiple providers, including medical, social, and psy-
chological support. The degree of integration depends on
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the complexity of patients’ needs: the more complex and
long-term the conditions, the broader and more structured
the approach required (Kodner, 2009).

A review of the literature on integrated care identified
approximately 175 definitions and concepts of integrat-
ed care (Shaw et al., 2011). At the same time, a key issue
remains the lack of consensus on the definitions of basic
concepts. As a result, there is a wide range of terms used
to describe integrated care, including “coordinated care”,
“collaborative care”, “managed care”, “disease manage-
ment”, “case management”, “user-centred care in health or
7, “continuity

social services”, “care for chronic conditions”,
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of care”, “seamless care”, and others (Nolte & Pitch-
forth, 2014). Although they may differ conceptually, the
boundaries between them often remain blurred.

The concept of integration encompasses organisation-
al, clinical, administrative, and financial aspects and in-
cludes the coordination of medical, social, and other relat-
ed services. Given the multifaceted nature of this concept,
integration in healthcare continues to evolve in various
directions, resulting in multiple models and approaches for
its implementation. Analysis of scientific sources made it
possible to identify a wide range of types of integration and
to define their characteristics (Table 1).

Table 1. Types of integration

No | Type of integration

Description

Authors

Patient-centred

Building care around the needs of a specific patient, case management,

N. Goodwin (2013)

integration personalised care, and individual care pathways
Organisational Fo;mal or informal organisational collaboration: mergers, network N. Curry & C. Ham (2010),
2 . - creation, joint structures, contractual arrangements, shared budgets, or
integration . € S. Shaw et al. (2011)
coordinated planning
Functional Coordination of administrative and support functions: finance, human N. Curry & C. Ham (2010),
3 integration resource management, strategic planning, IT systems, and the use of | S. Shaw et al. (2011), E. Nolte &

shared electronic records

E. Pitchforth (2014)

4 | Service integration

Integration of clinical services through multidisciplinary teams and the
comprehensive provision of medical and social care

N. Curry & C. Ham (2010),
S. Shaw et al. (2011)

5 | Clinical integration

Alignment of clinical processes among professionals: use of shared
protocols, patient pathways, unified standards, and continuity of care

N. Curry & C. Ham (2010),
S. Shaw et al. (2011), E. Nolte &
E. Pitchforth (2014)

Professional
6 . .
integration

Collaboration between medical and social professionals: group practices,
joint teams, professional alliances

S. Shaw et al. (2011), E. Nolte &
E. Pitchforth (2014)

7 |Financial integration

Pooling of different funding sources (public, private, donor) to ensure the
stability of the service delivery system

D. Yordanov et al. (2024),
M. Yukalo (2025)

3 Ipformat'lon Shared information systems: e}eptromc medical records, telemedicine, M. Yukalo (2025)
integration and joint databases
Regulatory Sharfed val.ues', C}lltu}re, vision, and trust among organisations and N. Curry & C. Ham (2010),
9 . : professionals; elimination of communication barriers and alignment of
integration S. Shaw et al. (2011)

professional norms

10 | Systemic integration

Alignment of policies, funding, and regulations at the healthcare system
level; unified rules and regulatory approaches

N. Curry & C. Ham (2010),
S. Shaw et al. (2011),
N. Goodwin (2013)

Horizontal

1 integration

Integration of organisations at the same level (hospital-to-hospital,
service-to-service): shared use of resources, avoidance of duplication

N. Goodwin (2013), E. Nolte
& E. Pitchforth (2014),
M. Yukalo (2025)

12| Vertical integration

Integration of different levels of care (primary-secondary-tertiary) to
ensure continuity of care

N. Goodwin (2013), E. Nolte
& E. Pitchforth (2014),
M. Yukalo (2025)

13| Sectoral integration

Integration of services within a single sector (healthcare-healthcare or
social-social) for comprehensive service delivery

N. Goodwin (2013)

Cross-sectoral

Interaction of healthcare with education, social services, and the

G. Simpson et al. (2023),

14 integration community and volunteer sectors to address complex issues M. Yukalo (2025)
International Collaboration with international organisations and institutions to obtain
15 § X . X X § X X M. Yukalo (2025)
integration resources, innovations, technical, and financial assistance

Source: summarised by the authors

It is important to note that the scientific literature also
distinguishes four categories of integration: integration of
medical and social services; integration of primary and in-
patient care; integration within a single sector (e.g., mental
health); and integration of preventive and curative services
(Nolte & Pitchforth, 2014). In addition, some authors, nota-
bly N. Curry & C. Ham (2010) and M. Dobbins et al. (2016),
distinguish the following levels of integration: the macro
level, which involves the development of policies on ser-
vice funding and the regulatory framework; the meso

level, which includes the creation of multidisciplinary
teams, management of medical service delivery for patients
with chronic conditions, and coordination between organi-
sations; and the micro level, which encompasses direct care
provision, case management, patient-centred approaches,
telemedicine, tele-support, the development of personal
budgets, and so on.

The scientific literature also distinguishes “intensity of
integration” — a gradation of levels that can range from
full integration, where an organisation is responsible for
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the complete and continuous delivery of care, to collabo-
ration, in which such care is provided by separate entities,
with each organisation retaining its own responsibility for
service provision. S. Shaw et al. (2011), E. Nolte & E. Pitch-
forth (2014), and W. Leutz (1999) identified the following
levels of integration intensity: “full integration”, “coordi-
nation”, and “linkage”. “Full integration” involves the for-
mal unification of resources, enabling the creation of a new
organisation, alongside the development of comprehensive
services tailored to the needs of specific patient groups.
The newly established organisation assumes responsibili-
ty for all services, resources, and funding, which can be
consolidated into a single management structure or pro-
vided through contractual agreements between different
organisations. “Coordination” involves operating through
existing organisational units to coordinate various med-
ical services, share clinical information, and manage pa-
tient transitions between different units. It includes regular
information sharing, discharge planning, and the work of
case managers to improve coordination of care across sec-
tors. “Linkage” involves interaction between existing or-
ganisational units to refer patients to the appropriate unit
at the right time and to facilitate communication among
the professionals involved, ensuring continuity of care.
Linkage operates through separate structures within exist-
ing healthcare and social service systems, where organi-
sations retain their own responsibility, funding, selection

criteria, and operational rules, with staff duties clearly di-
vided among different teams.

The scientific literature also introduces the concept of
an “integration framework”, which describes three levels of
integration aligned with patient needs to ensure a compre-
hensive approach to meeting those needs. The relationship
between the level of user needs and the level of integration
is manifested in various ways. At a low level of need, the
focus is on the timely identification of urgent treatment
requirements, referral of the patient to the necessary care,
and subsequent follow-up. In addition, information is pro-
vided upon request, and clarity is ensured regarding who
pays for what, corresponding to the basic level of linkage.
At a moderate level of need, the primary focus is on co-
ordination, which includes identifying at-risk population
groups, planning patient discharges, conducting routine
two-way reporting, the work of case managers and liaison
staff, as well as determining payment mechanisms. At a
high level of need, full integration is established, charac-
terised by the operation of multidisciplinary teams man-
aging all care across key settings; shared documentation
is used, along with the pooling of financial resources to
procure new services from both sectors (Leutz, 1999; Nolte
& Pitchforth, 2014). The literature also describes the rela-
tionship between integration and care coordination (Curry
& Ham, 2010). Four possible combinations of integration
and care coordination levels are identified (Table 2).

Table 2. Combination of integration and care coordination levels

Level of coordination

Low High
E = | At a high level of integration but low care coordination, there | At a high level of integration with strong care coordination,
s 20 is a single healthcare provider delivering separate medical there is a single healthcare provider delivering coordinated
00 = services that are not connected and interconnected medical services
£
k) At a low level of integration and weak care coordination, At a low level of integration with strong care coordination,
E 3 there are isolated healthcare providers that are not connected there are multiple healthcare providers delivering
k2 and deliver separate medical services coordinated and interconnected medical services

Source: developed by the authors based on N. Curry & C. Ham (2010)

As the analysis has shown, for the patient, it is more
important how well the team of professionals works in a
coordinated manner and whether they follow shared rules,
guidelines, and protocols than the specific organisational
structure in which these services are provided. This indi-
cates that high levels of care coordination can be achieved
both within a single organisation and among multiple organ-
isations that closely collaborate to provide interconnected
medical services. Accordingly, the key managerial priority
becomes not the formal consolidation of service providers,
but the implementation of effective mechanisms for inter-
professional collaboration, joint planning, and continuous
information exchange, all focused on the needs of the patient.

W. Leutz (1999) formulated five basic “laws of integra-
tion” for medical and social services, emphasising that: “in-
compatible elements cannot be integrated into a single sys-
tem”; “integration must encompass multiple components

simultaneously”; “integration should address the core of
the systems, not just secondary functions or components”;
“successful integration requires clear management and
control mechanisms”; and “integration should be focused
on practical activity”. The author viewed integration as
a systemic process of aligning medical and social institu-
tions, aimed at improving the quality of care, patient con-
venience, and the efficiency of resource use.

Some authors, notably M. Minkman et al. (2025) have
identified nine clusters in the development of integrated
care, including: quality orientation, performance manage-
ment, team collaboration, organisational mechanisms, role
distribution, patient-centeredness, commitment, transpar-
ent governance, and learning. (1) Quality orientation in the
provision of medical and social services includes a focus
on patient safety, standards, protocols, and treatment ef-
fectiveness. (2) Performance management encompasses the
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evaluation of effectiveness, outcome monitoring, the use
of quality indicators, and feedback. (3) Teamwork among
medical and social workers includes regular meetings,
knowledge sharing, and joint decision-making. (4) Organ-
isational mechanisms define the organisational structure,
processes, and coordination mechanisms across different
levels and sectors. (5) Role distribution encompasses the
clear definition of duties, responsibilities, and authori-
ty of all participants in the care delivery process. (6) Pa-
tient-centeredness ensures an individualised approach for
each patient, taking into account their needs, preferenc-
es, and involvement in decision-making. (7) Commitment
includes the dedication of organisations and staff to inte-
grated care, manifested through motivation, support, and
stability. (8) Transparent governance refers to openness in
financial and organisational matters, ethical management,
and accountability to all stakeholders. (9) Learning pro-
motes the exchange of experience and adaptation based on
outcomes and feedback. These elements of integrated care
emphasise the importance of proactive, lifelong care, digi-
tal health services, and ethical, value-driven collaboration.

Thus, international publications show a clear trend to-
ward understanding the integrated approach, describing its
essence, types, and depth, outlining its advantages and dis-
advantages, as well as practical mechanisms for implemen-
tation and assessment of its effectiveness. A comparative
analysis of international literature indicates that, regard-
less of the country, political system, or healthcare financ-
ing model, the integration of medical and social services is
viewed as a tool to overcome fragmentation resulting from
excessive specialisation and the separation of these sectors.
There is a general trend toward shifting from isolated, ep-
isodic care to continuous, personalised pathways focused
on patient needs. In most countries, integration takes on a
systemic character and is viewed not as a one-time reform
but as a long-term process of synchronising functions, re-
sources, and authority. An important international trend is
also the shift from institutional care to community-based
support models, which combine primary healthcare, social
services, psychological support, and rehabilitation servic-
es. The role of multidisciplinary teams, case coordination,
and digital tools (shared electronic records, telemedicine,
remote monitoring) is also increasing, enabling timely in-
formation exchange across sectors.

For Ukraine, the following integration models may be
most useful:

1. The W. Leutz (1999) model, divided into “linkage —
coordination — full integration”, is the most practically ap-
plicable to Ukrainian communities, as it reflects the uneven
capacities of different regions. It can be used for planning,
setting priorities, and making managerial decisions.

2. The three-tier division (macro-meso-micro), pro-
posed by E. Nolte & E. Pitchforth (2014) and N. Curry &
C. Ham (2010), is important for Ukraine, where integration
processes are uneven: at the macro level, legislation and fund-
ing are being reformed, while at the meso level (community
level) there is a lack of management mechanisms, and at the
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micro level (work of doctors, nurses, and social workers)
interprofessional collaboration remains underdeveloped.

3. The N. Curry & C. Ham (2010) matrix, which com-
bines formal integration and the level of coordination, al-
lows us to determine that for the Ukrainian context, the
most realistic model in the near term is “low structural in-
tegration + high coordination” (where each service main-
tains autonomy, but interaction occurs through shared
pathways, teams, and information exchange platforms).

Although international approaches to integration are
diverse, several significant gaps exist in the theoretical do-
main. Chief among them is the insufficient development
of integration theory under wartime conditions. Most con-
cepts are based on data from stable economies. Theoreti-
cal models rarely take into account situations where care
must be integrated for military personnel, veterans, inter-
nally displaced persons, or contexts of mass trauma and
prolonged crises, which is critically important for Ukraine.
This area is barely developed in international models, al-
lowing Ukraine to become a country that shapes a new
typology of integration for prolonged war contexts. An-
other limitation lies in the insufficient conceptualisation
of the social sector’s role. Most models are developed from
a medical perspective and only partially consider social
services. This leads to an excessive focus on the “medical
component of integration”, reducing the models’ applica-
bility in areas of social support, rehabilitation, caregiving,
and long-term follow-up. Strengthening the role of social
workers in the provision of integrated services would be
particularly beneficial for the Ukrainian context. In most
international systems, these professionals provide practi-
cal integration — continuous patient support, communica-
tion between the patient and physician, case management,
and so on. A significant limitation is also the absence of a
universal definition of integration and medical-social ser-
vices. The existence of over 175 terms and concepts indi-
cates that the theory is still in a formative stage. In many
cases, different concepts describe the same phenomena,
but due to contextual differences, different terms are used,
which complicates comparison.

The use of the term “medical-social services”

as a key element in developing public policy

in this field

Despite the comprehensive coverage of medical and social
service integration processes in international literature,
there is no clear definition of the concept of “medical-social
services” itself, nor are there well-established criteria for
distinguishing them from other categories of services. De-
spite the widespread use of medical-social services abroad,
this term is not officially recognised as a separate concept
in Ukraine’s legal and regulatory acts. It is often used only
as part of broader terms or in the context of cross-sectoral
assistance. As of December 2025, none of the legal and
regulatory acts (including the “Fundamentals of Ukrainian
Health Care Legislation”) contained an official definition
of “medical-social service”. Definitions focus on the term
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“medical service”. Specifically, Article 3 of Law of Ukraine
No. 2801-XII (1992) provides definitions for the term
“medical care” (as the activities of professionally trained
medical personnel aimed at the prevention, diagnosis, and
treatment of diseases, injuries, poisoning, and pathological
conditions, as well as pregnancy and childbirth) and “med-
ical service” (as a service provided to a patient in a health-
care facility, rehabilitation institution, or by an individual
entrepreneur licensed to conduct medical practice). Arti-
cle 4 of Law of Ukraine No. 2168-VIII (2017) provides a list

of medical services covered by the state under the Medical
Guarantees Program. These include emergency, primary,
specialised, and palliative medical care; healthcare rehabil-
itation; medical care for children under 16 and for women
related to pregnancy and childbirth; as well as services for
assessing an individual’s daily functioning. However, this
law also does not define the term “medical-social service”.
Analysis of scientific literature on the provision of medical
services has allowed for the classification of medical servic-
es in Ukraine (Table 3).

Table 3. Classification of medical services

care profile

Characteristic Type of service
Primary medical services — the basic level aimed at prevention, early detection, diagnosis, and treatment
of common diseases (family medicine, outpatient care, vaccination)
Secondary medical services — specialised care provided by physicians with narrow specialties in hospitals
By medical or specialised centres (e.g., cardiology, ophthalmology), usually requiring a referral from a primary care physician

Tertiary medical services — highly specialised care including complex surgeries and treatment of rare or severe
diseases (e.g., organ transplantation, oncological surgery), provided in research institutes and high-tech centres

Quaternary medical services (in international practice — quaternary care) — extremely complex or experimental
procedures available only in select centres, involving high-tech, innovative treatments, often within the framework
of scientific research

By type

Preventive — aimed at maintaining and strengthening health, and preventing diseases: medical check-ups,
vaccination, and health education

Diagnostic — focused on establishing a diagnosis and detecting pathologies: laboratory and instrumental tests
(blood tests, X-rays, ultrasound, MRI)

Therapeutic — aimed at eliminating or alleviating disease symptoms and restoring health; includes direct treatment

of provision

of conditions: medication therapy, surgical interventions, restorative procedures, physiotherapy

Rehabilitative — restoring physical and psychological functions after illnesses, injuries, or surgeries:
physical rehabilitation, psychological support, social adaptation, speech therapy

Palliative — support for patients with incurable diseases, alleviating symptoms and suffering, and improving quality
of life: pain management, patient care, and psychological support for the family

Inpatient — care provided with hospital stay under 24-hour supervision (hospital, medical centre)

Day hospital — treatment and observation during the day without overnight stay

By place Outpatient — care provided without hospitalisation or 24-hour stay in a medical facility
of delivery (polyclinic, family doctor, medical offices, mobile medical teams)
Home-based — services provided at the patient’s residence (home visits, home care)
Telemedicine — online consultations and remote monitoring
Emergency — urgent services are provided immediately to preserve life
By form - - - -
of organisation Urgent — requires prompt response, but does not pose an immediate threat to life
Planned — provided by prior appointment and preparation
Bv source “Green package” — free medical services (emergency, primary, and palliative care) fully covered by the state
ofyfunding “Red package” - services paid for by the patient (non-emergency dentistry, therapeutic consultations

without referral, aesthetic procedures)

Source: compiled based on Law of Ukraine No. 2801-XII (1992) and Law of Ukraine No. 2168-VIII (2017)

There are also developed classifiers related to med-
ical procedures and services in Ukraine. In particular,
these include the State Classification of Products and
Services (Section Q — “Human health and social work
activities”), which is used for accounting and tax pur-
poses, including the identification of service codes for
value-added tax (VAT) calculation and payment. Al-
though it is not a clinical classifier, it is mandatory for
financial reporting and contractual arrangements (State
Statistics Service of Ukraine, 2010). Another such in-
strument is the Temporary Sectoral Classifier of Medical
Procedures (Services) of the Ministry of Health, devel-
oped by the Ministry of Health of Ukraine for internal
accounting of medical interventions, procedures, and
examinations in healthcare institutions. This classifi-
er is used in medical documentation and for statistical

reporting. It has a temporary status until a unified na-
tional medical classifier, harmonised with international
standards, is introduced (Order of the Ministry of Health
of Ukraine No. 67, 2007). If these two classifiers are con-
sidered, references to medical and social services appear
only in a general form in the State Classification of Prod-
ucts and Services, where groups Q86-Q88 include codes
related to healthcare activities combined with social ser-
vices. However, the concept of “medical and social servic-
es” is used only in an economic and administrative sense,
rather than a clinical one. Medical and social services are
encoded under general categories of social and healthcare
assistance (State Statistics Service of Ukraine, 2010).
Thus, although scholars and practitioners in the
fields of healthcare and social policy emphasise the im-
portance of integrating medical and social services in
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order to improve their effectiveness and ensure equal
access, the term “medical and social services” is not
used in Ukrainian scientific medical literature or in the
relevant regulatory and legal acts. Instead, the concept
of “integrated social services” is widely used (Yeremen-
ko, 2025), referring to an approach that combines social
and medical components, particularly in the context of
rehabilitation, care for persons with disabilities, and re-
lated areas. In particular, the term “integrated system of
social protection” is used in Law of Ukraine No. 2671-
VIII (2019), which provides for comprehensive social ser-
vices, including services related to medical support, as
well as in the Methodological Recommendations for the
Implementation of an Integrated System of Social Pro-
tection (Order of the Ministry of Social Policy of Ukraine
No. 282, 2019), which also address the integrated system
of social protection.

Article 5 of Law of Ukraine No. 966-IV (2003) de-
fined the following forms of social service provision:
material assistance and social care services. It was stipu-
lated that material assistance was to be provided to per-
sons in difficult life circumstances in the form of cash
or in-kind support, including food, sanitary and personal
hygiene products, child care items, clothing, footwear,
and other necessities, fuel, as well as technical and as-
sistive rehabilitation devices. Social care services were
to be provided in various forms and settings, including at
the place of residence of individuals or children in foster
families, family-type children’s homes, and families of
patronage caregivers; as well as in residential institution-
al facilities, rehabilitation institutions, day-care centres,
temporary or permanent residential facilities, territorial
centres for the provision of social services, and other so-
cial support institutions.

Article 5 of Law of Ukraine No. 966-IV (2003) also
defined a broad range of social services, including social
and household services, psychological services, social and
pedagogical services, social and medical services, social
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and economic services, legal services, information servic-
es, and employment-related services. Social and medical
services, psychological services, and social and household
services were of primary importance in the context of med-
ical and social support, as they involved the prevention of
health impairments, the implementation of therapeutic and
rehabilitative measures, psychological support, and the
provision of conditions necessary to maintain an individ-
ual’s functional autonomy. These services were aimed at
supporting the physical, mental, and social well-being of
recipients, making them fundamental components of inte-
grated medical and social care.

Law of Ukraine No. 966-IV (2003) provided a clear
definition of social and medical services, which were un-
derstood as “the provision of consultations on the pre-
vention of the occurrence and development of potential
organic disorders in an individual, the preservation, sup-
port, and protection of their health, the implementation
of preventive and therapeutic-wellness measures, and
occupational therapy”. Social workers carried out these
measures at the individual’s place of residence, in resi-
dential facilities, rehabilitation institutions, day-care cen-
tres, temporary or permanent stay facilities, and territori-
al social service offices. However, as of January 1, 2020,
the new Law of Ukraine “On Social Services” came into
force, replacing the existing law of the same name adopt-
ed in 2003. The new Law of Ukraine No. 2671-VIII (2019)
defines social services, presents a comprehensive list of
them, and classifies them according to various criteria;
however, it no longer makes any reference to medical and
social services. According to this law, “social services are
actions aimed at preventing difficult life circumstances,
overcoming such circumstances, or minimising their neg-
ative consequences for individuals and families experi-
encing them”. Article 16 of the aforementioned Law also
provides a classification of social services, which distin-
guishes services by purpose, type, place of provision, and
duration of provision (Table 4).

Table 4. Classification of social services

Characteristics

Types of services

Social prevention — preventing the emergence of difficult life circumstances and/or preventing an individual
(family) from falling into such circumstances

By purpose

Social support — facilitating an individual’s (family’s) ability to overcome difficult life circumstances

Social care — minimising the negative consequences of difficult life circumstances for an individual (family),
supporting their daily functioning, social status, and inclusion in the community

Simple social services — services consisting of one or several measures necessary for their provision
and not involving ongoing or systematic interaction between professionals and the recipient of social services.
Simple social services may constitute a component of a comprehensive (complex) service

By type

Comprehensive (complex) social services — services consisting of a set of measures united by a common objective,
within which an individual package of measures is formed depending on the needs of the social service recipient,
and which involves continuous and systematic interaction between professionals and the recipient of social services

Comprehensive specialised social services — services provided to specific categories of social service recipients
(people living with HIV, persons with substance dependence, victims of human trafficking, refugees,
persons with mental disorders, and others)
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Table 4. Continued
Characteristics Types of services
At the recipient’s place of residence - at their home
At the social service provider’s facility:
By place of residential (full-time) — with 24-hour stay of the service recipient, including provision of meals and living
13/ rgvi sion accommodations;

semi-residential — during a specified period of the day, with facilities for daytime or overnight stay

At the recipient’s location outside their home and the social service provider’s premises, including on the street
and remotely (online)

Emergency (crisis) — provided urgently (within 24 hours) due to circumstances that threaten the life and/or health
of the recipient of social services

By the duration

Ongoing — provided at least once a month for a period exceeding one year

of provision

Temporary — provided at least once a month for a period of up to one year

One-time

Source: developed in accordance with Law of Ukraine No. 2671-VIII (2019)

Article 16 of Law of Ukraine No. 2671-VIII (2019) de-
fines a list of 18 basic social services, including: home care,
day care, supported living, social adaptation, social inte-
gration and reintegration, provision of shelter, emergency
(crisis) intervention, counselling, social accompaniment,
representation of interests, mediation, social prevention,
in-kind assistance, physical support, sign language inter-
pretation, care and upbringing of children in family-like
settings, support during inclusive education, and medi-
ation. Among the services listed, the most important are
home care, day care, supported living, social adaptation
and integration, emergency intervention, and mediation.
These services combine physical and psychological sup-
port, disease prevention, rehabilitative measures, and coor-
dination of access to medical and social resources, forming
the foundation for the implementation of integrated care
models that provide a comprehensive approach to support-
ing vulnerable population groups.

Article 16 of the same law also provides for the exist-
ence of the Classifier of Social Services of Ukraine, which
was developed and approved by Order of the Ministry of
Social Policy of Ukraine No. 429 (2020). It supplements
the list of the 18 basic social services provided for by the
law, offering a brief description of each service, including
information on the service recipients, the place of provi-
sion, and the duration of service delivery. In particular,
the Classifier lists the following social services: informa-
tion provision, crisis hotline counselling, night shelter,
short-term accommodation, transitional supported living,
social and labour adaptation, social adaptation for vet-
erans and their families, social accompaniment of fam-
ilies with orphaned children, employment-related social
support, residential care, day care for children with disa-
bilities, palliative care, personal assistant services, social
rehabilitation for persons with intellectual and mental
disorders, socio-psychological rehabilitation, socio-psy-
chological rehabilitation for persons with substance use
disorders and gambling disorders, temporary respite for
parents of children with disabilities and caregivers of
patients or persons with disabilities, transport services,

and others. The most important services in the medical
and social sector are those that combine physical care,
psychological support, and social rehabilitation. These in-
clude residential and day care, palliative care, personal
assistant services, socio-psychological rehabilitation for
various categories of individuals, and crisis support ser-
vices (crisis hotline counselling, night shelter, short-term
and transitional supported living), which provide timely
assistance and help prevent social isolation.

The current Classifier primarily groups services by
type, although its classification differs from that provid-
ed in Article 16 of Law of Ukraine No. 2671-VIII (2019).
It also does not refer to medical and social services. In
addition, T. Semihina et al. (2024) identified a number
of other issues inherent in the current Classifier. First,
there is duplication in terms of content and categories
of recipients: certain social services have similar content
and are aimed at the same groups of clients, which com-
plicates their clear differentiation. In particular, practi-
tioners encounter difficulties in differentiating between
social reintegration and social adaptation. Furthermore,
the structure of the Classifier contains partial duplica-
tion, with identical actions being described using differ-
ent terms across various services. Second, the Classifier
is inconvenient for practical use, as access to it is pro-
vided only through the relevant order of the Ministry of
Social Policy, which complicates the timely work with the
document. Third, the logic underlying the structuring of
services is unclear and confusing. Even if the developers
intended a specific logic, it remains incomprehensible to
external users. As a result, the search for a specific service
is carried out primarily through contextual search, where-
as its position in the classification should be determined
logically and intuitively. Thus, the current Classifier of
Social Services of Ukraine is characterised by a number
of shortcomings that reduce its usability and the effec-
tiveness of its practical application. Based on the analysis
of Law of Ukraine No. 2671-VIII (2019) and the Classifier
of Social Services (2020), a grouping of social services by
service type has been proposed (Table 5).
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Table 5. Classification of social services by type

Type of
services

Example of social services

Care services

Home care

Day care

Residential care

Palliative care

Supported living for persons with disabilities, older persons, and homeless individuals

Day care for children with disabilities

Care and upbringing of children in family-like conditions

Respite care for parents caring for children with disabilities and for caregivers of seriously ill persons

Social support for individuals in difficult life circumstances

Social support for orphans

Support during inclusive education

Support

Support in employment and at the workplace

services

Personal assistant

Physical accompaniment

Representation of interests

Sign language interpretation

Social adaptation, including for veterans and their families

Social and labour adaptation

Adaptive and

Social integration and reintegration

rehabilitation - - — - ikt - -
services Socio-psychological rehabilitation (including for individuals with drug or psychoactive substance dependence
and gambling addiction)
Social rehabilitation of individuals with intellectual and mental disabilities
Crisis Emergency (crisis) intervention

and Consultative crisis hotline

protective Provision of shelter, including overnight accommodation
services Short-term and transitional housing
Consultation Cou.nsellmg. .
and Information provision
information Social prevention
services

Mediation and conflict resolution

Material and

In-kind assistance

household

Transportation services

services

Other social services

Source: compiled in accordance with the Law of Ukraine No. 2671-VIII (2019) and the Order of the Ministry of Social Policy of

Ukraine No. 429 (2020)

As can be seen from the aforementioned list, current
Ukrainian legislation does not distinguish a separate cat-
egory of “medical and social services”. Law of Ukraine
No. 2671-VIII (2019), which came into force in Ukraine in
2020, defines basic social services without reference to so-
cial and medical services. The new law does not separate-
ly define medical and social services as it did previously;
however, most of the services provided are directly related
to healthcare (Nazar, 2022). This is confirmed by the ex-
panded Classifier of Social Services, approved in 2020.

In this regard, by analysing the list of basic and ad-
ditional social services provided in the current regulatory
legal acts, it is possible to identify those services that are of
a medical and social nature, i.e., those that combine social
and medical support. Thus, the following can be classified
as medical and social services:

all care-related services (excluding the care and up-
bringing of children in family-like settings if such children
do not require specialised medical assistance). Specifically:
home care; day care; residential care; palliative care; sup-
ported living for persons with disabilities, the elderly, and

homeless individuals; day care for children with disabili-
ties; temporary respite for parents caring for children with
disabilities and for caregivers of seriously ill individuals;

partially support services, namely: assistance during
inclusive education (if it is related to medical support);
personal assistant services; physical support; and sign lan-
guage interpretation;

partially adaptation and rehabilitation services, in
particular: social adaptation services for veterans and their
families; social rehabilitation for individuals with intellec-
tual and mental disorders; and socio-psychological rehabil-
itation for persons with substance use or gambling disor-
ders (if such rehabilitation requires medical intervention);

partially crisis services, in particular emergency (cri-
sis) intervention services that involve the provision of ur-
gent medical care;

services related to temporary accommodation, specif-
ically the provision of temporary shelter, if such services in-
clude medical assistance for the affected individuals, and so on.

Other groups of services, such as advisory and infor-

mational services (counselling, information provision,

Democratic Governance, 2025, Vol. 18, No. 2



Public policy in the field of integration of medical and social services

26

prevention, mediation, and facilitation), as well as materi-
al and household services (in particular, in-kind assistance
and transport services), do not fall under medical and
social services, as they do not involve a medical compo-
nent. These services are purely social, informational, legal,

educational, or material and household in nature, without
medical, rehabilitative, psycho-medical intervention, or
palliative elements. The criteria for classifying services as
medical and social, based on their content and purpose, are
presented in Table 6.

Table 6. Criteria for classifying medical and social services

Criteria for classification as medical and social services

Criteria for classification exclusively as social services

Presence of a medical component: health status monitoring,
assistance with treatment or care, palliative care, home care,
and day care for children with disabilities

Exclusively social in nature: assistance not related
to treatment, health care, or rehabilitation

Integration of medical and social interventions: health and social
integration issues are addressed simultaneously, including social
and psychological rehabilitation, and rehabilitation of individuals
with addictions

Educational or developmental focus: learning, development,
integration without a medical component

Focus on individuals with disabilities due to health conditions:
patients, people with disabilities, and individuals with intellectual
or mental impairments

Legal or administrative support: counselling, representation,
assistance with documentation, and rights protection
without medical care

Support in health-related critical situations: provision
of emergency assistance in crises

Economic support: financial assistance, help with job search,
without medical care

Involvement of healthcare professionals in service provision:
doctors, nurses, psychologists, rehabilitation specialists,
and others are engaged in the process

Household support: provision of housing, childcare
without a medical component, transportation services,
and the like

Source: developed by the authors

Thus, medical and social services are services in which
at least one of the following components is mandatory: a
medical component (involvement of healthcare profession-
als, medical supervision, interaction with the healthcare
system); care and health support (medication administra-
tion, feeding, adherence to routines, monitoring of health
status); a rehabilitation component (rehabilitation equip-
ment, physical, social, psychological, or occupational reha-
bilitation); palliative and hospice care (pain management,
care in terminal conditions, end-of-life care, psychological
and spiritual support); psychological support (work with
individuals with intellectual or mental disorders, or vari-
ous types of dependency); or facilitation of access to medi-
cal services (accompaniment to a doctor, transportation to
healthcare facilities, assistance with medical examinations
or check-ups), among others.

Medical and social services are those that lie at the
“intersection” of medicine and the social sector: they help
not only to treat or provide care, but also to integrate the
individual into society and support their daily functioning.
Thus, medical and social services combine social support
with healthcare, rehabilitation, or psychological assistance,
whereas social services are limited to legal, household, ed-
ucational, or social support without the involvement of
medical care. This division of services is rather conditional,;
other services can also be classified as medical and social,
provided that they meet the criteria outlined above.

Therefore, medical and social services should be un-
derstood as a set of services aimed at supporting the health
and social well-being of individuals who require assistance
due to their health status, age, or other life circumstances.
They include medical care, social support, and counselling
aimed at preserving, restoring, and improving quality of life.
These services encompass both a medical component (phy-
sician consultations, diagnostics, treatment, rehabilitation,

as well as the organisation of medical care and provision
of medications) and a social component (assistance with
household matters, support in social adaptation, rep-
resentation of interests, psychological support, social pro-
tection counselling, and others). Such services are intended
for older adults, persons with disabilities, individuals with
chronic illnesses, as well as those facing difficult life cir-
cumstances and other vulnerable population groups. Medi-
cal and social services can be provided in residential facili-
ties, at the patient’s home, as well as in specialised centres.

Discussion

The ideas of implementing integrated care are highly rele-
vant for Ukraine, where the medical and social sectors still
operate largely independently. The implementation of an
integrated approach to the provision of medical and social
services at the level of hospital districts and social service
centres can contribute to: the creation of a unified patient
pathway (“medical care - social support”); improved co-
ordination between institutions of different types; and a
stronger focus of the system on the needs of the individual.
The integration of medical and social services will improve
the quality and accessibility of service delivery, increase pa-
tient satisfaction, and ensure the efficient use of resources
through interprofessional collaboration and joint planning.
Integrated services ensure quality of care, interprofessional
teamwork, patient-centeredness, transparent management,
and outcome-based learning (Minkman et al., 2025).

At the same time, there are certain reservations re-
garding the integration of medical and social services. A
report prepared by E. Nolte & E. Pitchforth (2014) showed
that although integrated care models generally improve
the quality of medical services, treatment outcomes, and
patient satisfaction, the evidence of their cost-effectiveness
is poor and inconclusive. This indicates the need to review
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the definitions of integrated care and the approaches to
evaluating these complex strategies. The report emphasises
that the lack of high-quality and methodologically sound
assessments is the main obstacle to drawing reliable con-
clusions regarding the economic impact of integrated care.
The authors emphasised the need for more comprehensive
and long-term studies with clear definitions to provide an
adequate basis for policymaking regarding the integration
of such services. The same view is reflected in the study by
M. Strandberg-Larsen (2011). He examined the provision of
integrated medical services in Denmark and compared the
results with those in the United States. He noted that integra-
tion remains a challenge at the national level in Denmark,
and only half or fewer of the patients in need of integrat-
ed services actually receive them. The absence of a unified
evaluation methodology complicates the monitoring of inte-
gration progress at different levels of the healthcare system.

Furthermore, several studies indicate that integration
does not always yield immediate or expected results. In
particular, S. Mercer et al. (2021) summarise the findings
of a study conducted in England, which included inter-
views with key stakeholders (general practitioners, nurses,
social workers, government representatives, charity organ-
isations, patients, and caregivers) regarding the facilitators
and barriers to the integration of primary medical care and
social support. The authors concluded that although the
healthcare and social services integration is necessary to
meet the growing needs of the population, its implemen-
tation in practice faces numerous obstacles — ranging from
structural and legal to staffing and technological challeng-
es. The authors emphasised that even countries that have
long implemented structural integration (Northern Ireland,
Wales, Scotland) experience slow progress, demonstrating
that structural changes alone do not guarantee success.
They paid particular attention to the socio-economic ine-
quality of communities — the poorer the community, the
worse their access to medical and social care, and the in-
tegration of services in such regions is especially challeng-
ing. The researchers also warned about the risks of a “pi-
lot approach”, that is, implementing numerous short-term
projects without proper evaluation of their outcomes. They
emphasised the need for a scientifically grounded, large-
scale approach to integration, which would allow the ad-
aptation of the best international practices to national con-
ditions. Integration policy should be based on a systemic
approach, the collection of reliable data, careful evaluation
of program effectiveness, and international cooperation.
Only a comprehensive, systemic approach, rather than iso-
lated local initiatives, can truly facilitate the implementa-
tion of integration reform.

R. Miller et al. (2021) examined the outcomes of a
decade of development in the integrated health and so-
cial care system in England following the major reforms
of the 2010s. The authors analysed how the idea of inte-
grating the resources of the healthcare system and local
social services has evolved from a political concept into a
real practice of public health management. Alongside the
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positive changes, the authors identified key challenges of
integration, including differences in funding and regulato-
ry frameworks between the healthcare and social care sec-
tors; difficulties in measuring integration outcomes due to
the absence of a unified evaluation system; a lack of shared
digital patient record systems; and inequalities in access to
services across regions, among others. It was also observed
that government attention was largely focused on the
healthcare sector, while social services, particularly care
homes for older people, faced shortages of funding, pro-
tective equipment, and highly qualified staff, among other
needs. The lack of funding in the social sector resulted in
social services remaining institutionally weaker compared
to the National Health Service. As a result, the authors con-
cluded that integration delivers the best outcomes when it
is focused on specific problems and guided by clear objec-
tives and measurable results. England experienced varying
levels of success across regions. The most effective integra-
tion occurred where there were strong local leaders, active
local authorities, and good coordination of actions.

L. Thomson & H. Chatterjee (2024), examining the pro-
vision of integrated services in the United Kingdom, noted
that Integrated Care Systems were formally given a legisla-
tive basis in April 2022, although the idea of integrated care
itself had been actively promoted for more than sixty years.
Over more than a decade, the National Health Service in
England implemented three national pilot programmes
of integrated care. Although these pilot projects achieved
some successes, they had little impact on reducing hospital
admissions. As a result of the study, the authors identified
the following barriers to integration: a weak evidence base,
non-standardised evaluation methods, limited evidence of
cost-effectiveness, and uncertainty regarding the impact
on reducing hospital admissions. Although integrated care
has significant potential to increase patient satisfaction,
improve access to services, and strengthen a person-cen-
tred orientation of the system, evidence of cost reduction
and the achievement of systemic effects remains limited.

In view of this, it is advisable in Ukraine to allow com-
munities the flexibility to adapt integration models to their
own conditions, taking into account local infrastructure,
workforce capacity, and the specific needs of the com-
munity’s population. It is also unrealistic to expect rapid
changes across the entire country. Integration reforms re-
quire time, resources, training, and the establishment of
new managerial and legal structures. It is also important
to avoid overloading reforms with too many initiatives at
once, so as not to create confusion or a disconnect from
practice. The experience of foreign countries is valuable
for Ukraine’s health care and social protection reforms. In
the context of decentralisation, Ukraine can adapt this ex-
perience by establishing unified centres for the provision of
health and social services within communities, developing
joint financing and management across sectors, building
digital systems for intersectoral data exchange, and orient-
ing policies toward the comprehensive needs of individu-
als rather than those of specific agencies. The success of
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integration depends not only on laws and structures but
above all on a shared vision and partnership among all sys-
tem participants: healthcare professionals, social workers,
administrators, and the citizens themselves.

Conclusions

The integration of health and social services is a global
trend in healthcare and social protection, aimed at improv-
ing the efficiency of service delivery, ensuring continuity
of care, and addressing patients’ needs comprehensively,
particularly for those with chronic illnesses, disabilities, or
complex health and social care requirements. The litera-
ture review revealed the multifaceted nature of integration
approaches, including organisational, clinical, functional,
financial, informational, and intersectoral integration. At
the same time, different countries employ specific models
of integrated care, such as “managed care” in the United
States, “shared care” in the United Kingdom, and “trans-
mural care” in the Netherlands.

The concept of “health and social services” is not offi-
cially defined in legal and regulatory acts in Ukrainian prac-
tice. Instead, the term “integrated social services” is used,
which combines social and medical components, particu-
larly in the context of rehabilitation and support for people
with disabilities. An analysis of Ukraine’s legal and regulato-
ry acts revealed the absence of a clear definition for “health
and social service” and the limited use of this term in leg-
islation, which complicates the development of state pro-
grams and policies for the provision of integrated services.

Criteria have been proposed to distinguish health and
social services from other service categories, which will
enable a systematic approach to their planning, financing,
and coordination. Specifically, the criteria for classifying
services as health and social services include: the presence
of a medical component in their provision (such as health
monitoring, assistance with treatment or care, palliative
care, home care, or daytime care for children with disabil-
ities); the combination of medical and social interventions,
addressing both health issues and social integration (in-
cluding social, psychological, and rehabilitative support,
as well as assistance for individuals with addictions); a fo-
cus on people with limited capabilities due to health con-
ditions (patients, persons with disabilities, or those with
intellectual or mental impairments); provision of support

in critical health-related situations (emergency assistance
in crises); and the involvement of medical professionals in
service delivery (doctors, nurses, psychologists, rehabilita-
tion specialists, etc.).

International experience confirms that the integration
of health and social services improves the quality of care,
service accessibility, patient satisfaction, and the efficien-
cy of resource use. At the same time, its implementation
requires overcoming structural, workforce, technological,
and financial barriers. Taking international experience
into account and adapting it to Ukrainian conditions lays
the groundwork for creating a comprehensive system of
health and social services that is user-centred and aimed
at providing integrated care, fostering intersectoral collab-
oration, and ensuring the sustainable development of the
healthcare and social protection system.

Future research prospects in the field of health and so-
cial service integration in Ukraine may focus on develop-
ing comprehensive approaches to the legal and regulatory
framework, including the clear definition of terminology
and service categories. It is necessary to study models of
institutional support for the provision of health and social
services that ensure effective coordination between health-
care authorities, social protection agencies, and the civil
sector. Furthermore, an important direction is the devel-
opment of a strategic document or national strategy for
the provision of health and social services, which would
define priorities, quality standards, financing mechanisms,
and criteria for evaluating the effectiveness of integrated
care. Such research will provide a scientifically grounded
basis for the implementation of a health and social services
system in Ukraine, ensure the sustainable development of
intersectoral collaboration, and improve the quality, acces-
sibility, and comprehensiveness of care for patients with
diverse health and social needs.
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My6niyHa noniTuka B cepi iHTerpauii MegUUYHUX Ta couianbHUX Nocnyr
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AHoTauUia. B ymoBax cyuyacHoi BifiHM Ta TpaHcopmalil CUCTEM OXOPOHHU 34OPOB’SI Ta COL[{aJbHOTO 3aXUCTy B
YkpaiHi nocrae HeoOXiHiCTh POPMyBaHHA LiJIiCHOI MOJeJli iHTerpoBaHOl AJOMOMOrH, AKa 3abe3neuye 6e3nepepBHiCTb,
KOMIIJIEKCHICTh Ta OPIi€HTOBAHICTh Ha NOTpebu JoAWHU. MeTol AociigXeHHA Oys0 OOrpyHTyBaTH JOLiJIbHICTH
iHTerpamii MeJWYHUX i coLiaJbHUX IOCJAYr Ta BU3HAUWTH KJIIOYOBI HampAMHU (GOPMyBaHHA MyOJiYHOI MOJITUKUA
IIOAO0 BIPOBAKEHHs TAaKOro BUAY AONOMOIM Ha OCHOBi aHasi3y MiXXHApOAHOIO AOCBiay. MeTOOOJIOTiYHy OCHOBY
CTaHOBWUJIM NOPIiBHAJIBHUI aHasi3 pi3HUX Mojesiell iHTerpamii, KOHTEHT-aHaJIi3 yKpalHCbKMX HOPMaTHUBHO-NPAaBOBUX
aKTiB, CUCTEMHHUM Migxi A0 iHTepmpeTalii AaHMUX L[OJO OpraHizalil HagaHHA MeAUKO-COIiaJIbHUX MOCJTyT. Y
pe3yJbTaTi aHaIi3y MiXkHapOAHUX IPaKTUK BUOKpPeMJIeHO pi3Hi BUM iHTerparlii, pejcTaBjeHi B HAyKOBill JliTepaTypi:
oprasisaliiiny, QyHKI[iOHaJbHY, KJiHi4YHy, mpodeciiiHy, HOpMaTuBHy, (iHaHCOBy, iH(dOpMaliliHy, CeKTOpaJIbHY,
MiXCeKTopaJibHy, MiXHapoAHy, FOPU3OHTaJbHY Ta BepTUKAJbHY, a TaKOX iHTerpamilo MocJyr N iHTerpariio,
Opi€eHTOBaHy Ha maijieHTa. [JoBeJeHO, IO iHTerpaiis MeJUYHUX i COLiaJIbHUX MOCJYT CIpPUAE MiABUILEHHIO AKOCTi
Ta AOCTYIIHOCTi AOMOMOTH, 3a[OBOJIEHOCTI Mali€HTiB, 3abe3neuye e@eKTUBHillle BUKOPUCTAHHSA PeCypCiB, IOCUJIIOE
B3a€EMOJII0 MiX CeKTOpaMH Ta MiATPUMY€E PO3BUTOK MYJIbTUAWCLHUILIIHAPHOI crmiBmpani. ¥ mpoMy AOCIi[keHHi 0yjo
CUCTeMaTU30BaHO CydYacHi MiAX0AU [0 iHTerparii MeJUUHUX i colliaJIbHUX MOCJYyT, yTOYHEHHI TEpMiHOJIOTiUHi 3acaau,
a TaKoX po3po0JieHi kpuTepil BU3HaUeHHA MeqUKO-COI[iaJIbHUX MOCJIYT Ta IX 3aCTOCYBaHHA B yKPalHCbKOMY KOHTEKCTI.
[IpakTuuHe 3HaYeHHA OTPUMAaHUX pe3yJIbTaTiB MOJIATAE Y MOXJIMBOCTI 1X BUKOPUCTAHHA AJ1a GOpMyBaHH:A MyOJIiuHOL
MOJIITUKU y cdepi iHTerpoBaHOI AONOMOTH, YAOCKOHAJIeHHsA AepXaBHUX NporpaM, HOpMaTUBHOro 3abe3nedeHHA U
yIIPaBJIiHCBKUX pillleHb y cepax 0XOPOHU 3[0POB’s Ta COLiaJIbHOTO 3aXUCTY

KniouoBi cnoBa: pepxaBHe yIOpaB/IiHHS;, OXOpPOHA 370pPOB’A; colliaJibHa TOJITHKA; iHTErpoBaHa MOIOMOTa,;
MiXceKTopaJibHa CIiBIpallsd; Mi>kHapOAHUM TOCBif
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