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Abstract: An integrative care model is a challenge and the future of social and healthcare systems
globally in establishing interdisciplinary cooperation. The integrative care model responds to the
needs of patients suffering from various diseases as well as their families. Planning and policy
making should involve professionals in both the medical and social care disciplines; additionally, the
management and administrators of social and healthcare services, at both the national and community
levels, are crucial in integrating health services. This article aims to present and describe the selection
methods of functional groupings of municipalities as appropriate locations for implementing care
practices for elderly, in this case an integrative social and health services model. The study employed
an exploratory mixed methods design. The proposed methodology of the selection of the functional
groupings of municipalities has a mixed-methodological character, consisting of quantitative as well
as qualitative methods. Our research focused on quantitative data processing using two approaches:
the multicriteria evaluation method to create a composite index and the ArcGIS system to express
the geographical distribution of the value of the composite index. The qualitative document study
was applied to analyses of community-based plans for health and social services. The methodology
also includes an evaluation of municipalities, which was not the subject of our paper. Furthermore,
the article suggests the need to consider other factors in connection with the methodology of the
selection of functional groupings and explains some of its limitations in the discussion.

Keywords: long-term care; integrative care model; elderly; methods; functional grouping of munici-
palities; Slovakia

1. Introduction

Long-term care (LTC) includes the broad array of services provided to disabled
persons—particularly the elderly because of chronic illness or disability—at home, in
nursing homes, and in assisted-living facilities. These services are provided to improve
personal functioning and quality of life (The Organisation for Economic Co-Operation and
Development 2011; Stallard 2017; Freeman et al. 2017).

The integration of social and healthcare is a complex process that is dependent on
a plethora of factors (Struijs et al. 2015; World Health Organisation 2015; Wodchis et al.
2018). Research to date provides some evidence that providing integrative care can lead
to positive patient outcomes (Baxter et al. 2018; Liljas et al. 2019; de Bruin et al. 2020;
Porteus 2011). Integrated care is a strategy for improving patient care, specifically through
better coordination (Shaw et al. 2011; Chen et al. 2020; Craftman et al. 2018; Mauriat et al.
2009). The integrated care model responds to the needs of people suffering from rare
diseases as well as their families (Czerska and Skweres-Kuchta 2021). The World Health
Organization (World Health Organisation 2016) defines integrated health services delivery
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as “an approach to strengthen people-centred health systems through the promotion of
the comprehensive delivery of quality services across the life-course, designed according
to the multidimensional needs of the population and the individual, and delivered by a
coordinated multidisciplinary team of providers working across settings and levels of care”.

The integration of social and healthcare services in Slovakia has been continually
discussed over the past 20 years. The numerous intentions for preparing a legal framework
for long-term care were rejected due to the lack of political will and lack of cooperation
between stakeholders; however, there have been some small adjustments made in recent
years. The integrative care model is widely recognised as an approach which helps address
challenges that are typical for Slovakia’s social and healthcare system: fragmentation,
overspecialization, discontinuity of care, the dominance of the institutional model of care
provision, focus on the treatment of acute conditions rather than on prevention, etc. It is
globally acknowledged that improving the experience of people in need of care can be
achieved by making the system more efficient and less costly—Dby shifting from acute to
preventive care—and helping people retain their self-sufficiency. To improve the quality of
elderly care and ensure that it matches the needs of the population—while also overcoming
the challenges of the fragmentation of the system and avoiding huge opportunity costs—
Slovakia should move towards integration of care.

Long-term care of the elderly in the Slovak Republic is a fragmented system. Social
and healthcare services remain two separate systems with minimal coordination and in-
terconnection. Each system is governed by its own legislation and standards. This results
in a very complicated system regulated by more than three different legal acts—Act no.
448/2008 on Social Services, Act no. 576/2004 Health Care, and Act no. 447/2008 on
Financial Benefits to Compensate for Severe Disabilities. Care for the elderly is mostly
provided within social care facilities, including outreach, outpatient, and (mainly) resi-
dential. The system also relies on informal care, which is supported by allowances for
caregivers—usually the next of kin of the elderly in need. The current legislation puts a
greater share of social care responsibilities on municipalities, although they are not well
positioned to fulfill this responsibility. There are nearly 3000 municipalities in Slovakia,
most of them inhabited by several hundred people (65.96% of municipalities have less than
1000 inhabitants) (Statistical Office of the Slovak Republic 2020). They lack the trained
personnel, equipment, infrastructure, and financial resources to provide appropriate elderly
care (Ministry of Social Affairs 2020). The provision of social care services is decentralised
towards self-governing regions and municipalities. Public providers are established and
financed by the municipalities or self-governing regions. Non-public providers are es-
tablished by NGOs or churches, and they are financed partially from the state budget
and municipal or self-governing regional budgets. There are no social care services fully
provided by the public sector. The main difference between providers depends on their
financing and access to public funds.

The consequence of this situation is a complicated system of funding of social services
and an unequal spatial distribution of people in need of social care. Formal legislation
supports a subsidiarity principle, which means that the most support and care should
be provided in the natural home environment of users. If care and support cannot be
provided in the home environment, the users should go to institutional care. However,
under the current system, the social care services provided in an institutional form are
better funded than the community-based services. Municipalities do not have sufficient
resources for providing care at the community level, so they resort to recommending
citizens to use a regional institutional social care infrastructure, even if they do not need
such a level of care and even if it forces them to leave their communities. Most capacity for
care provision is concentrated in the institutional care facilities of self-governing regions
and private providers. Moreover, most of the social care service providers who deliver
community-based services are private providers. Long-term care (LTC) in Slovakia suffers
from underfunding, which is the reason for the insufficient availability of these services.
While LTC is supposed to combine healthcare and social services, there is no systemic
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service coordination or even integration between these two. Home-based health care
is provided mainly by visiting nurses, home physician visits, and assistance provided
by mobile hospices. Due to the aforementioned situation in Slovakia, we consider it
important to set the appropriate methodological solution for long-term care with focus on
an integrative care model.

The aim of the article is to describe how, and according to which criteria, it is possible
to create a functional groups of municipalities in order to provide integrated social and
health services for elderly from a community-based social service centre (CSSC). Thus,
we will describe the selection methods of functional groupings to determine appropriate
locations and what needs to be considered in implementing care practices, in this case
an integrative care model. In the long run, there is a vision that a network of CSSCs will
cover the whole territory of Slovakia. In this phase, the resources are restricted to a pilot
operation of three CSSCs. Therefore, in this article, we describe the approach of the Banska
Bystrica self-governing region to select and form the functional grouping of municipalities
that will run the pilot operation. The selection process itself has several stages, as explained
below. The paper is focused on the first stage, in which we have used data describing the
economic, social, and demographic situation of the municipalities to find regions with
the highest urgency of intervention. We develop a method of multicriterial evaluation
of given indicators and demonstrate its usage on the example of municipalities of BBSG
region. We used data from publicly available databases, namely: the database on economy
of municipalities compiled by Golias et al. (2021), reports of the Social Insurance Company,
and census data compiled by the Slovak Statistical office. As to the ethical consideration,
we used publicly available aggregated data, which have been properly anonymised.

2. Materials and Methods

This study adopts a mixed methods approach through quantitative and qualitative
research (Creswell and Clark 2017). In accordance with this design, in the first phase we
used multicriteria evaluation of collected data together with ArcGIS system to express
the geographical distribution of the value of the composite index. This methodology was
completed with the qualitative document analysis of community-based plans for health
and social services. It is important to note that document analysis is a process that involves
skimming (superficial examination), reading (thorough examination), and interpreting
content to provide answers to the research questions (Parveen and Showkat 2017).

Since 2020, we have been implementing a pilot project in Slovakia, with a focus on
creating a functioning pilot model of community-based social service centres (CSSCs) for
the elderly. The centres will serve as a platform for integrating the social and healthcare
services of various providers in two ways: geographically and structurally. Geographically,
the centres will horizontally connect several local municipalities. Through the centres,
associated municipalities will provide social and healthcare services for the elderly in an
area larger than a single municipality (as there are many municipalities with fewer than
1000 inhabitants in the Slovak Republic). Centres will concentrate social care services
provided by municipalities. This will create conditions for the provision of social care
services that do not currently exist in the region or are insufficient to meet the increasing
needs of an aging population, and for increasing the quality and efficiency of services
already provided. Structurally, they will form a platform enabling the vertical interconnec-
tion of local, regional, and national levels of social and healthcare services for the elderly
in Slovakia.

We assume that by interconnecting municipalities and providers, it is possible to
achieve a more coordinated and targeted system of flexible and sustainable services, cover-
ing preventive activities, outpatient, and residential social care services, including long-term
care. The main idea with this pilot project is to bring social care services directly to the
recipient in their home environment, whenever their health. The proposed activity covers
the design and pilot testing of a CCSC model in three small regions, with the possibility of
applying the created model to other territories of Slovakia. The results of the pilot test will
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be analysed and evaluated within the working group with the participation of the Ministry
of Labour, Social Affairs and Family as a basis for setting the criteria for further use of EU
funds, legislative processes, and long-term care reforms in the Slovak Republic.

Target groups are defined as follows:

Senior citizens (CSSCs recipients)

Family members of a senior citizen who are provided with a service through CSSCs
Municipalities

Banska Bystrica self-governing region (BBSGR)

CSSCs helps seniors to select and ensure the right “mix” of social services that meets
the individual’s requirements—the preference of community social services versus insti-
tutional services. The elderly will be provided with a nursing service, a relieving service
in the home environment, and a transport service for seniors with limited mobility and
immobile citizens who are affected by transport or who do not have the opportunity to
travel by car, e.g., to medical facilities for examination, collection, or control, to authorities,
etc. The advantage of provided services is that the senior will be provided with a service
according to their preferences and needs in the municipality and will not have to travel
for services. The current capacities of these services in Slovakia are undersized. CSSCs
activity at the local level will expand and fill the gap (lack of services) to reflect the current
needs of seniors and saturate them directly in the home environment. CSSCs will provide
emergency care service, namely rental of SOS monitoring bracelets. Seniors will be sure
that they can call for help when they need it, increasing the awareness of seniors about the
possibilities of providing long-term care services.

An efficient and affordable service system will enable family members of working age
who care for a close senior to return to the labour market.

The existing and functioning CSSCs of the cooperating municipalities that coordinate
the provision of social services will increase the number of employees and workers in the
community employed in CSSC—model pilot scheme. Creation of a knowledge database
with a wide range of methodological materials, guidelines, model and recommended
procedures, and catalogues of good practice from abroad, which can serve as inspiration
and background for municipalities from other regions of Slovakia.

The Banska Bystrica self-governing region (BBSGR) acquires an elaborated and tested
innovative approach to long-term care provision; model of community centres of social
services. Gained experience and examples of good practice supported by analyses will
serve to expand the activities in the region and also to reform efforts at national level.
A long-term care model for the elderly will be set up to take into account local needs—
strengthening the responsibility and participation of local capacities in solving the problems
of the elderly.

This study presents and describes the method based on the above characteristics and
objectives of functional grouping of municipalities (FG) (MH, AV, AK, AS). The Functional
Group of Municipalities (FG) is a group of municipalities that are horizontally connected to
the Center for Integrated Social and Health Care, in order to provide social and healthcare
services for the elderly in individual municipalities in the required quantity and quality,
with emphasis on the field form of their provision.

The methods of assessing the potential location of a facility are well developed in
various areas of the public and private spheres, from the optimal allocation of warehouses
and local branches to serve the customer to the design of public services such as the police,
fire stations and health care. Owen and Daskin (1998) distinguish two basic approaches
to the problem of location—static (deterministic) and dynamic (stochastic). The former
evaluates chosen criteria based on an objective (or multiple objectives) in a given point in
time. On the other hand, the dynamic approach accounts for the effect of uncertainty on
planning decisions (Cardoso et al. 2015). To choose an appropriate method of selecting
location, it is necessary to decide on the criteria according to which the model will be built.
Cinnamon et al. (2009) assess the urgency of need for additional medical and social care
based on the size of the population living in a certain community, their vulnerability (i.e.,
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the number of inhabitants above 65 years) and isolation of the community (i.e., driving
time to the closest centre). Cardoso et al. (2015) pick minimalization of delivery cost
as the primary criterion to design the optimal network of health care centres providing
long-term care; however, they stress the necessity of taking equity into account. In their
understanding, equity consists of several dimensions, namely equity of access (traveling
time does not exceed a certain threshold), equity of utilization (there are no significant
differences in unmet demand among communities), socioeconomic equity (unmet demand
does not vary based on socioeconomic status), and geographical equity (there is certain
level of services provision in each region).
The process of FG selection is divided into two stages:

e In the first stage, a grouping of municipalities is created on the basis of quantitative
indicators that reflect the economic, demographic, social and geographical charac-
teristics of municipalities. Based on the values of these indicators, it is possible to
create a composite index reporting the ranking of municipalities according to their
socioeconomic and demographic level.

e  The second stage of the FG selection methodology represents a qualitative evaluation
of municipalities, which is based mainly on information concerning conditions and
forms of cooperation that already exist and, especially, a willingness to cooperate with
other municipalities to create a functional system of social and healthcare services for
the elderly. Part of this stage is also the selection of one of the municipalities, which
will be the seat of the CSSCs.

The use of economic indicators in the selection of FG presupposes knowledge and
consideration of the economic situation of individual municipalities. If the economic
situation of the municipality is not good, then its possibilities of financing and providing
social care services for the elderly, in accordance with Act 448/2008 Coll. (§ 8) on social
care services, are limited. For such municipalities, cooperation within the FG appears to be
a possible solution to fulfilling the statutory obligation.

To evaluate the economic situation and the management of municipalities, we propose
using the aggregated indicator of the financial health of the municipality (E1) (Golias
et al. 2021). This indicator is created on the basis of five indicators that characterise the
municipality’s financial management: total debt, debt service, current account balance,
overdue liabilities, and liabilities at least 60 days overdue. The aforementioned authors
used data for four consecutive years to express the score of each mentioned component.
The total score of the financial health of the municipality is calculated as a weighted average
of the scores from each of the components (see the calculation methodology). The resulting
aggregate indicator of the financial health of the municipality is a number between 0 to 6;
the higher this number, the better the management of the municipality.

The aforementioned economic indicator of the financial health of the municipality
is supplemented by the indicator concerning the number of unemployed resp. number
of jobseekers (E2). This indicator expresses the share of the number of inhabitants of
the municipality applying for employment from the total number of economically active
inhabitants aged from 15 to 64 in the municipality.

An important area in assessing the need to provide social and healthcare services for
elderly in individual municipalities is their demographic situation. In order to create FG,
three demographic indicators monitored at the municipal level were selected.

e  The first indicator is the old age dependency ratio (D1), which is defined as the ratio of
the population 65+ to the number of inhabitants in the age group 15 to 64 years. This
indicator, otherwise called ‘the index of economic dependence of the elderly’, also has
an economic dimension in that it indicates how many elderly are living in a given
municipality per 100 economically active inhabitants.

e  Given that the need to provide social care services grows with age, the second indicator
of demographic development is the share of the oldest population (D2) expressed as
the ratio of the population aged 80+ to the total population of the municipality. Both of
these indicators (D1, D2) at the municipal level correspond to the defined assumption
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that the higher their values, the greater the need to provide social care services and,
thus, the involvement of the municipality in the FG.

e  The third indicator, the gross migration rate (D3), reflects the demographic situation in
the municipality. This indicator is calculated as the migration balance (the difference
between the number of immigrants and emigrants) in relation to the total population
in the municipality. Negative values of the migration balance signal a higher intensity
of population eviction, which is most often carried out in the age groups of the
economically active population—common motives for moving include work or social
reasons, such as following a partner. The oldest population, thus, loses the possibility
of “assistance being provided’ from the environment of their immediate family.

An important part of assessing the urgency of the need for social care services for the
elderly in individual municipalities is their current situation, both in terms of need and
the existing structure of services provided. The component reflecting the social area of the
model of integrated social and healthcare services includes the need for services, availability
and integration of social and healthcare services in the target area. This indicator is created
based on five indicators, which characterise:

e the number of people waiting for residential social care service in a facility for the
elderly (S1);

the number of recipients of care allowance for persons aged 65+ (S2);

the number of people with disabilities 65+ (S3);

the number of recipients of cash allowances for compensatory aids aged 65+ (S54); and
the number of carers (S5).

All the above indicators are recalculated in percentage terms as a share of the total
population of the municipality aged 65+; the last of the indicators is recalculated to the
number of inhabitants in the municipality. People with disabilities form a significant group
of recipients of social care services. Therefore, the selected indicators include the number
of severely disabled person aged 65 and over (S3) and the number of severely disabled
beneficiaries aged 65 and over (54). Legislative measures for natural persons with severe
disabilities in the Slovak Republic are regulated by Act 447/2008 Coll. on Cash Benefits for
Compensation of Severe Disability and via the amendments of other legislative acts.

Financial contributions for compensation may be provided to a natural person with a
severe disability, which is considered to be a person whose degree of functional impairment
is at least 50%. For this target group, long-term care to varying degrees is necessary
throughout their life, requiring a flexible monitoring of the needs of the person as they
get older and their health status changes. The indicator on the number of recipients of the
care allowance at the age of 65+ (S2) reflects the long-term care provided to the elderly at
home. Care for elderly in the household is supported in the form of a care allowance (Act
447 /2008 Coll.). Persons with a certain level of dependence on the assistance of another
person in self-service V and VI are entitled to the allowance. It is this form of support
that takes into account the principle of providing services in the natural environment of
the elderly. The availability of social care services is limited mainly by the capacity of the
facilities that provide them. The aging of the population is also directly proportional to the
growth in the number waiting for the provision of social care services (S1) in social care
facilities for the elderly. This factor is likely to be problematic in the future, and, therefore,
it is important to support the elderly staying in their home environment for as long as
possible, if their health allows it.

The second stage of the selection of municipalities, as we mentioned already, repre-
sents a qualitative evaluation of the possibilities of involving the municipality in the FG.
This stage is based on information regarding the possibilities, conditions and especially
the willingness of the local government to involve the municipality in the FG, and thus
participate in the effective functioning of the CSSCs. At the beginning of this stage, it is
important to provide municipalities with as detailed information as possible on how CSSCs
work, i.e., on their tasks, objectives, and operating conditions, including financial costs. In
addition to the activities and mission of the CSSCs, municipalities must also be informed
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about their own position and tasks; furthermore, they should be made aware of the benefits
that they could gain from cooperation with other municipalities and CSSCs.

Subsequently, a questionnaire survey is useful to obtain feedback from municipalities,
especially the attitude of the mayors or deputies of the municipality, about its involvement
in the FG. In addition to the quantitative analysis, the results of the questionnaire survey
form a complementary part of the whole process of selecting FG. As mentioned in the
introduction, the creation of FG should develop the preconditions for a coordinated, flexible,
and sustainable system of providing social care services for the elderly. The evaluation
of the questionnaire will provide relevant information for the development of a suitable
strategy for communication with the mayors. Their willingness to cooperate and actively
participate in the activities of the CSSCs is a prerequisite for the CSSCs to fulfill their
function. The last step is to select the municipality in which the CSSCs will be based.

In addition to the above-mentioned questionnaires, joint meetings of the mayors, and
their mutual intensive communication, the aspect of the distance of municipalities from the
said centre is important for the choice of the CSSCs’ seat. In this phase, it is again possible
to use GIS with the display of roads and data on the distances of individual municipalities
from the CSSCs” headquarters.

3. Results

Selected indicators consist of three naturally forming domains—economic (E1, E2),
demographic (D1, D2, D3) and social (51, S2, S3, S4, S5)—describing the situation of the
municipalities in the three areas (Table 1). In order to use the indicators when selecting
FG, each value of the indicator is transformed into a value that corresponds to the selected
methodology of data processing, where individual indicators are expressed in percentages
and the logic of their evaluation is defined by the relationship: the higher the percentage,
the greater the need for the involvement of the municipality in FG.

Table 1. Descriptive measures of selected indicators in all domains.

E1 E2 S1 S2 S3 S4 S5 D1 D2 D3
Minimum 0 0 0 0 0 0 0 3.704 0 0
Maximum 53.333  54.381 9.091 31.287 138.499 70.078 7.661 114.634  26.374 100
Average 13.906  12.068 0.433 5.18 24.849 10.925 1.342 26.642 4.12 52.767

Standard deviation
Number of municipalities

8.031 8.293 1.044 4.794 13.736 8.165 0.94 8.935 2258  21.888
515 516 516 516 516 516 516 516 516 516

After aggregation, the selected indicators allow one domain indicator to characterise
the level in the relevant area:

economic—EI;

demographic—DI;

social—SI, separately and subsequently to organise municipalities according to the
level based on the value of indicators.

Since the aim of the project at this stage is to select municipalities to build a centre
of social care services for the elderly, taking into account the situation of the municipality
in all three areas simultaneously, a composite indicator (aggregate index) Al was created,
which takes into consideration the economic situation, demographic situation, and level
of need for social care assistance. From a statistical point of view, diagnostic variables are
required to meet the following conditions to create an aggregate index: a low degree of
correlation between variables and a high degree of correlation with other variables that do
not directly enter the aggregate index. They are not involved in generating the synthetic
variable directly, but through diagnostic variables with which they are mutually correlated
(Labudova 2020). The correlation between the indicators in the economic and demographic
area was very low (Pearson’s correlation coefficient R < 10.18 1), thus fulfilling the condition
of creating an aggregate index (Table 2). We solved the problem of high dependence of
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social indicators for the creation of an aggregated index in two ways. The first solution
was the selection of indicators S1 and S4, which show a low correlation (R = —0.17) and
a high correlation of indicator 5S4 with indicators S2, S3, and S5 (R = 0.66, 0.85, and 0.51,
respectively).

Table 2. Paired correlations between values of social indicators S1-S5.

S1 S2 S3 S4 S5
Pearson Correlation 1 —0.130 ** —0.162** —0.170** —0.111*
S1 Sig.(2-taled) 0.003 0.000 0.000 0.011
N 516 516 516 516 516
Pearson Correlation —0.130 ** 1 0.598 ** 0.662 ** 0.768 **
S2  Sig.(2-taled) 0.003 0.000 0.000 0.000
N 516 516 516 516 516
Pearson Correlation —0.162 ** 0.598 ** 1 0.847 ** 0.404 **
S3  Sig.(2-taled) 0.000 0.000 0.000 0.000
N 516 516 516 516 516
Pearson Correlation —0.170 ** 0.662 ** 0.847 ** 1 0.514 **
S4  Sig.(2-taled) 0.000 0.000 0.000 0.000
N 516 516 516 516 516
Pearson Correlation —0.111* 0.768 ** 0.404 ** 0.514 ** 1
S5 Sig.(2-taled) 0.011 0.000 0.000 0.000
N 516 516 516 516 516

* Correlation is significant at the 0.01 level (2-taled). ** Correlation is significant at the 0.05 level (2-taled).

The second solution was to use factor analysis to create weights of all used social
indicators (Nicoletti et al. 2000). Both procedures for the identification of the appropriate
social indicators for the construction of composite index gave very similar results. In the
group of municipalities with the worst situation in the monitored areas, 88% were equally
identified by the first and second procedures.

The chosen methodology aggregates indicators in three areas into a summary index,
according to the following four steps:

1.  Allindicators are recalculated in the same direction, which means that the higher the
value, the higher the need for the municipality to participate in the cooperation of
municipalities in terms of providing social care services and, thus, the establishment
and functioning of CSSCs.

2. As the individual indicators must have the same unit of measurement (The Organi-
sation for Economic Co-Operation and Development 2008), each of the indicators is
expressed as a percentage, with a minimum value of 0 and a maximum value of 100.

3. The arithmetic mean of the indicators is calculated for each domain. These results
then provide three domain-specific indices: the economic index EI, the demographic
index DI, and the social index SI.

4. The total composite Al indicator is calculated as the weighted arithmetic mean of
indices specific to each domain, while the choice of domain index weights followed
the goal of constructing an aggregate index—the selection of municipalities with
an unfavorable socioeconomic situation for CSSCs. It is assumed that each of the
domains has its own irreplaceable influence on the characteristics of the overall need
to establish a centre, but its mission is to focus primarily on the provision of social
care services. Therefore, the economic and demographic areas were assigned weights
of 25% and the social area (indicators in the social domain) weights of 50%.

When selecting municipalities for a functional grouping with the aim of joint action
and cooperation in the provision of social care services for the elderly, their distance from
each other is an important factor determining the grouping of municipalities. For this
reason, the FG selection methodology uses the GIS geographic information system.

The ArcGIS system was used to express the geographical distribution of the value
of the Al index, in which the database of municipalities of the Banska Bystrica region
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(BBSK) was connected to the created database. For greater clarity, the municipalities were
divided into four equal groups based on the value of the Al indicator, which corresponded
to the quartiles of the distribution of this indicator. Figure 1 illustrates the geographical
distribution of these groups of municipalities within the BBSK districts.

““

y- 1,

Figure 1. Geographical distribution of municipalities according to the Al index.

4. Discussion

The presented approach to the methodology of selecting the location of CSSCs has the
following features:

prioritise equalizing unsatisfied demand;

target the municipalities with the lowest capacity to address the needs of its citizens,
while taking into account the vulnerability of the community;

simple to use and undemanding for software;

based on publicly available data;

static.

All the features are the results of methodological decision, which will be discussed in
the following section. What is important here is the context, in which the methodology was
created: it should enable local governments to choose the location of pilot operation CSSCs.

Among many approaches that were reasonable, we decided to prioritise locations with
high unsatisfied demand. The decision was also reflected by the fact that the social indicator
(SI) was attributed twice the weight of the other factors in the aggregate index. Without
the weighting, there would be a higher correlation of the aggregated index (AI) with
economic indicator (EI), thus prioritizing municipalities with a low amount of resources
more significantly.

Targeting municipalities with the lowest capacity to address the needs of citizens
(unfavorable financial situation, higher unsatisfied demand, and vulnerable population)
can also represent a possible limitation of the approach. The CSSCs will be established
in areas with underdeveloped infrastructure for provision of social services, which can
increase the cost and make the process of selection of suitable human resources difficult.

As the ultimate goal of the project is to replicate the model in all the regions of Slovakia,
its main advantage is the ease to adapt for any local government. The methodology
works with publicly accessible data that are processed by a simple operation; therefore,
it is scalable for the specific needs of the project. As we showed in the results section,
aggregation of the pre-selected indicators by their arithmetic means leads to a comparable
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evaluation of the urgency of the need for CSSCs, as building the indicators uses a more
complex method of factor analysis.

The simplicity of our approach is at the same time its advantage as well as its limitation.
We rely on publicly available data, which are cheap, and it is not time consuming to obtain
them. There are, however, several limitations of the data, which affect the computation
of each indicator. For the demographic indicator, there are inaccuracies in the objective
reporting of migration balance connected to a complicated underlying legal process. For
the economic domain, publicly available data were unable to reflect human resources of
the municipality; therefore, we had to rely on financial reports. In the social domain, we
assume that the data describing the unsatisfied demand are just the tip of the iceberg: the
actual need can be much higher, as there are no alternatives for a disabled person.

Finally, for the sake of simplicity, the methodology of selecting the location does not
take into account the potential changes in demographic, economic, and social factors in the
future, i.e., uncertainty. On the other hand, we consider the development in the given areas
stable and, therefore, do not expect significant changes in the measured tendencies.

5. Conclusions

The developed methodology of the selection of functional groupings of municipalities,
and its application within a specific region, has shown that, despite the aforementioned
limitations, this approach to the grouping of municipalities and the establishment of
the CSSC is appropriate. It is possible that the methodology may not capture all the
elements that indicate appropriateness for siting social and healthcare services, including
the integrative care model in rural and remote communities. Future research is planned that
will examine other factors indicative of site suitability. Interviews with key informants (i.e.,
formal and informal caregivers and providers, managers and administrators of social and
healthcare services) will show what are the next needs to be considered in implementing
care practices with a focus on methodology for the selection of functional groupings of
municipalities. The interviews may also uncover information on other determinants of
need in the communities, such as the local level of engagement on an integrative care
issue, the existence of support networks, political orientation, and the incidence of diseases.
Any new information could potentially be added to the siting model to improve decision-
making for social and healthcare resource allocation. The developed methodology, or its
future improved version, is an obvious benefit for municipalities. CSSCs created using
the given methodology will help them in providing long-term social and health care for
their citizens. The absence of an economic analysis may be another potential limitation to
this study. A cost-benefit analysis may also be required to allocate resources, given current
restrictions on social and healthcare service spending. We assume that the requirements for
the collection and processing of other relevant data within the developed methodology will
lead to changes in the statistical survey and data registration. If there is an improvement in
records and better data processing, this will certainly lead to better management of financial
resources, especially to their more efficient use in the provision of social and health care.

This paper has introduced and described the methods of selection of functional group-
ings to determine appropriate locations and what needs to be considered in implementing
care practices, in this case an integrative care model. Despite long-term care still growing
in importance, appropriate care is still not available to all who could benefit from it. Gaps
in care delivery have been acknowledged by several countries and social and healthcare
providers, which are beginning to address the issue with new frameworks such as the
implementation of the integrative care model. Barriers to the delivery of optimal and
appropriate care are well known. Residents of rural and remote regions face increased
difficulty in accessing these services, including fewer service providers, transportation
problems, geographic isolation, and a lack of service availability. Given the seriousness of
these problems in the field of long-term social and health care, the aim of the project, in
which the methodology of selecting functional groupings of municipalities was developed,
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is to create legislation that would institutionalise the emergence of CSSCs in all regions of
Slovakia.

The approach we have chosen, to develop a methodology of selecting the functional
groupings of municipalities, can be used as a case study in teaching Management of
Territories. Similarly, the use of ArcGIS can be inspiring in teaching Rural Development.

The results of this study are valuable for improving the management and resource
allocation for social and healthcare services for the elderly in rural and remote areas,
enabling the maximum number of elderly people to benefit from such care. Additionally,
the methodology described in this study could be used as a good practice for other Visegrad
group countries (The Czech Republic, Poland, and Hungary) because of similarities in
connection with economy, culture, and politics.
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