A WHOLE DELIVERY MEASURE OF COMPREHENSIVE
SOCIAL SERVICE PROVISION
Heather Larkin

ABSTRACT Various forces contribute to increasingly integrated social service delivery. In addition
to an economic interest in creative responses that maximize resources, providers incorporate new
knowledge to improve outcomes. For example, research on adverse childhood experiences (ACE)
calls for movement beyond piecemeal interventions and fragmented services. In fact, research integration has served as an alternative tactic to Integral Theory that engages mainstream providers, policymakers, and researchers to consider comprehensive, whole-person service provision. The
Restorative Integral Support (RIS) model, developed at the Committee on the Shelterless (COTS) to
respond to ACE and other trauma, involves the intentional development of social networks within
which evidence-supported interventions and emerging practices are integrated and brought to research. RIS highlights the role of leadership and policies/systems to facilitate social supports mobilizing resilience and recovery to enhance service impact. Recognizing that social service practice
and theory developments can be advanced by creating and refining research measures, the Whole
Delivery Measure (WDM) is offered as a multidimensional scale that captures ingredients involved
in comprehensive, whole-person service delivery—leadership, culture, and systemic design. In addition to assessing the extent to which service providers are RISing, a WDM is key to determining results. For example, outcomes research using existing scales that measure only one or two quadrants
(e.g., individual behaviors and systemic structures) without taking other quadrants into account is
likely to find mixed results on “integration.”
KEY WORDS social service; substance abuse; service integration; whole-person approach

E

xtensive research on adverse childhood experiences (ACE) demonstrates strong correlations between
earlier life adversity and the development of substance abuse as well as smoking and other health risk
behaviors, depression, and serious health problems (Felitti et al., 1998). Higher rates of ACEs are often associated with co-occurring health risks, including substance abuse, that tend to be treated with piecemeal
approaches (Larkin & Records, 2007). Substance abuse is a good example of a problem that cuts across populations and affects every facet of a person’s life (Abbott, 2002; Cornelius, 2002). Mental health, medical, family, vocational, housing, and other problems frequently need to be addressed as part of treatment (DiLorenzo
et al., 2001; D’Aunno & Vaughn, 1995; Friedmann et al., 1999; Friedmann et al., 2001). Yet, while service
integration has been suggested as one way to meet the diverse needs of people with substance abuse problems (Durkin, 2002; Delany et al., 2003; Friedmann et al., 1999; Friedmann et al., 2001; Kraft & Dickinson,
1997), the amount of additional on-site services for substance abusers has decreased (Etheridge et al., 1995;
Etheridge et al., 1997; Fletcher et al., 2003). Recognizing that substance abuse can be both a consequence of
ACEs and related problems and lead to other serious conditions, fragmented services contribute to a lack of
comprehensiveness in substance abuse treatment, which is problematic.
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Mental health, substance abuse, medical, and other social services continue to be organized as separate
systems of care supported by different funding streams. People with substance abuse problems are among
those client populations who find it challenging to navigate these fragmented systems of care and consequently find themselves poorly served and having difficulty achieving positive outcomes, leading to calls for
service integration (Durkin, 2002; Friedmann et al., 1999; Kraft & Dickinson, 1997). An ability to measure
collaborative and integrative activities is especially important for programs serving substance-abusing clients. Furthermore, both practice and theory developments in social services can be advanced by creating and
refining measures in social work research.
The purpose of this article is to develop the construct of service integration from an integral perspective
and present findings representing an early step in development of a service integration scale. Implications and
next steps toward a Whole Delivery Measure (WDM) will be addressed. Creation of the Early Scale began by
building on existing literature to define activities associated with service integration and highlighting calls for
collaboration and integration within substance abuse treatment agencies. The Early Scale was created as part
of a larger study exploring the influence of organizational and target population characteristics on collaboration and integration activities within substance abuse treatment organizations. We examined studies of collaborative activities between criminal justice and substance abuse treatment agencies (Fletcher et al., 2009;
Lehman et al., 2009) as well as those between core and supportive services within substance abuse treatment
systems (Delany et al., 2008). The current study explores collaboration and integration within communitybased outpatient substance abuse treatment settings in the state of Maryland (Larkin, 2010).
The Early Scale distinguishes informal collaboration activities (information-sharing, communication,
cooperation, and coordination across agencies) and formal integration activities (associated with greater degrees of collaboration and consolidation, including written agreements or shared policies and oversight).
The ultimate goal is to develop a complex measure that captures key aspects of organizational movements
through increasing levels of service integration. This requires a multi-dimensional construct that can integrate
prior work. It is therefore crucial to provide the necessary conceptual background that defines the construct
of integration. Integral Theory (Wilber, 1995, 2000, 2006) is a fully integrated theory, emerging out of metaperspectival awareness, now applied across professions and around the world (Esbjörns-Hargens, 2009).
Integral Theory (Wilber, 2000) usefully transcends and includes commonly used theories, has been applied
to human service organizations, and supports a sophisticated approach to research in social services (Larkin,
2006; Larkin, 2006a; Larkin et al., 2012; Larkin et al., 2012; Robbins, Chatterjee et al., 2004). Having a measure of integration will help in evaluating the degree to which substance abuse treatment, and other programs
responding to ACE consequences, are bringing together services in order to better facilitate a comprehensive,
whole person approach toward resolving multiple problems.

The Study of Collaboration and Integration
The child welfare field has already begun to emphasize services research, and service linkage is highlighted
as an important way to address the multiple needs of children and families (Darlington et al., 2005; Darlington & Feeney, 2008; Foster et al., 2008; Green et al., 2008; Marsh et al., 2006; McCurdy & Daro, 2001; Ryan
et al., 2006; Walter & Petr, 2000). King and Meyer (2006) articulate a framework for understanding coordination and service integration for families of children with disabilities that includes administrative functions,
service planning, and linking client families to specific services. Internationally, there has been attention to
integration of all child welfare services (Gardner, 2006). There is also a movement to treat the substance
abuse problems of parents involved with the child welfare system (Carlson, 2006; Smith & Mogro-Wilson,
2007). Research demonstrates that family re-unification is facilitated by integrated service programming that
attends to co-occurring problem resolution (Marsh et al, 2006; Ryan et al, 2006).
Homelessness is another field exploring service linkages and integration to facilitate access. For ex212
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ample, Continuum of Care is a community-based model that organizes and distributes housing and services
to meet the needs of people experiencing homelessness (Goodfellow & Parish, 2000; Wong et al., 2006). In
addition, the recognition that homeless people with complex and co-occurring disorders are especially challenged to find their way through uncoordinated systems (Hambrick & Rog, 2000; Rosenheck, 2000) has led
to the development of a systems integration model known as ACCESS (Access to Community Care and Effective Services and Supports) (Rosenheck, et al., 2002). Homeless services researchers continue to explore
the effectiveness of integration activities, including the role of frontline staff and agency processes (Rosenheck, 2001; Rosenheck et al., 2002; Rowe et al., 1998). An empirical example of Restorative Integral Support
(RIS) demonstrates how the Committee on the Shelterless (COTS), an award-winning agency in Petaluma,
California, integrates research-informed interventions for a comprehensive, whole person approach (Larkin
et al., 2012).
Recognition that substance abuse treatment services do not adequately meet the needs of the criminal
justice population has also led to exploration of service delivery mechanisms associated with collaborative and integration activities in prisons, drug courts, and community corrections agencies (Fletcher et al.,
2009; Lehman et al., 2009; Mumola & Karberg, 2006; Taxman et al., 2007). Fletcher and colleagues (2009)
have developed an interagency activity measure based on Konrad’s (1996) systems integration model. This
measure clarifies the types of collaborative and integration activities within criminal justice agencies and
demonstrates that service integration varies by correctional setting type. This measure has also been used to
explore collaborative activities between different types of correctional settings (prisons, jails, and community
corrections) and substance abuse treatment agencies (Lehman et al., 2009).
Some attempts at substance abuse service integration have been made out of a desire to improve recovery outcomes for people with co-occurring disorders and remove service delivery obstacles contributing
to relapse (Barreira et al., 2000; Kraft & Dickinson, 1997). One study showed that on-site health services
facilitated medical care within substance abuse treatment (Friedmann et al., 2001). Research on substance
abuse treatment service delivery also shows that supportive services are more likely to be found in programs
with a wide foundation of core services, older publicly owned programs, and programs serving more diverse,
non-white, and female clients. Programs with a greater number of staff certified in substance abuse treatment
were less likely to offer additional supportive services (Delany et al., 2008).
There is a need for knowledge of collaborative activities and service integration within substance abuse
treatment agencies that seek to treat the whole person. When substance-abusing clients are offered a service
package that addresses multiple needs, they are more likely to stay in treatment and achieve better recovery
and functional outcomes (Ducharme et al, 2007). Yet, agency support services have decreased even as substance abuse problems have become more severe and complex (Etheridge et al., 1995; Etheridge et al., 1997;
Fletcher et al., 2003; Friedmann et al., 1999). This points to the need for research to better understand and
address dynamics involved in substance abuse treatment, providing a way to intervene with service systems
to facilitate whole person response strategies.

Conceptual Framework
Lacking a clear definition or framework of integrated service models, discussion of collaborative and integrated service delivery is often confused (Hambrick & Rog, 2000). Longoria (2005) points out that interorganizational collaboration has become a popular idea influencing policy and practice, yet there is a need for
critical thinking to define the term and its meaning, as well as action to implement and evaluate the outcomes
of service linkages. In fact, there continues to be a gap in research on collaborative activities and service integration, with discussion of service linkage and integration calling for research and evidence of effectiveness
(Bailey & Koney, 1996; Dennis et al., 2000; Foster et al., 2008; Gil de Gibaja, 2001; Lehman et al., 2009;
Mizrahi & Rosenthal, 2001; Schofield & Amodeo, 1999; Reilly, 2001; Walter & Petr, 2000).
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A conceptual framework and definition facilitates carrying out and researching collaborative activities
and the development of integrated service models. It is important to note previous attempts that are specific to
service integration. Horwath and Morrison (2007) engage in an in-depth exploration of collaborative partnerships and integrated services, demonstrating a continuum from low to high levels of collaboration as well as
ingredients involved in collaborative child welfare activities. These authors point out that processes attending
to relationships within social networks are just as important as decisions about the organization of service
structures (Horwath & Morrison, 2007). Axelsson and Axelsson (2006) provide a conceptual framework as a
practical guide for public health managers and researchers. This framework includes simultaneous attention
to both the intensity of agreements and adjustments among staff within and across agencies (termed horizontal integration) and hierarchical management decisions about service mechanisms (termed vertical integration). These authors provide examples of combinations of horizontal and vertical integration within public
health agencies (Axelsson & Axelsson, 2006).
A great diversity of service integration initiatives within human service agencies have emerged from
a perspective that cares about the best ways to serve multi-problem clients, improving access to services and
continuity of care (Marquart & Konrad, 1996). Konrad (1996) created a definition of services integration
based on observable activities, discussing organizational relationships along degrees of formality. This model
describes integration within human service agencies in terms of specific activities involved with different
levels of integration. Level 1 is Information Sharing and Communication, Level 2 entails Cooperation and
Coordination, Level 3 is Collaboration, Level 4 is labeled Consolidation, and Level 5 is Integration (Konrad,
1996). Distinguishing between service integration and systems integration, Dennis and colleagues (2000)
further clarify the Konrad (1996) model as a continuum of systems integration that involves the interaction
and merging of organizational structures. Service integration, on the other hand, takes place on the frontlines
(Dennis et al., 2000).
Integral Theory (Wilber, 2000) helpfully presents the notion that there are multiple dimensions involved in service integration, which can be viewed from first-person, second-person, and third-person (singular and plural) perspectives. Collectives are made up of individuals. This is represented by the concept of
the quadrants, with the upper quadrants denoting the individual and the lower quadrants corresponding to the
collective (see Esbjorn-Hargens, 2009). The Right-Hand quadrants depict third-person perspectives—individual behaviors (Upper-Right quadrant) and systemic interactions (Lower-Right quadrant). Konrad’s (1996)
informal activities describe Upper-Right individual behaviors taking place on the frontlines of service, while
formal activities involve observable Lower-Right quadrant policies and procedures set forth within systems.
Integral Theory (Wilber, 2000) points out that informal engagement in observable Upper-Right collaboration
and integration activities are likely an expression of the individual’s Upper-Left awareness, including values, particularly if these observable behaviors are not supported by the policies or culture of the collective.
The Lower-Left quadrant depicts the culture, or climate, of the organization, which involves intersubjective
shared meanings—individual members, including their internal awareness and values, make up the social
networks that share meanings and values within the organization. The shared values of the organizational
culture tend to be reflected in the observable Lower-Right policies and procedures. At the same time, leadership plays an important role in drawing like-minded people to work in the agency, setting an example and
tone for the climate, and designing policies and procedures that shape agency cultures (Larkin, 2006; Larkin
et al., 2012).
Integral Theory (Wilber, 2000) also integrates research demonstrating that individuals develop along
multiple lines, with all of us possessing unique strengths and capacities. Each developmental stage transcends
and includes the previous stage, increasing one’s overall awareness through the developmental process. The
developmental capacities of staff members shape programs. For this reason, as leaders and members join or
leave, organizations can change drastically. If staff members value collaboration and/or integration (Left214
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Hand quadrants), the informal activities (Upper-Right behaviors) described by Konrad (1996)—and related
activities—are likely to emerge as a reflection of individual awareness and shared values within social networks. When leaders value collaboration and/or integration, and especially when the culture shares this value,
formal policies and procedures are likely to be put in place. Full integration takes place when leadership,
culture (involving developmental awareness of staff members), and policies are aligned to implement integration. Thus, Integral Theory (Wilber, 2000) includes attention to relationships and processes (Lower-Left
quadrant) as well as systemic arrangements (Lower-Right quadrant) and individual activities (Upper-Right
quadrant) while also bringing attention to the role of individual consciousness (Upper-Left quadrant). Individuals develop levels of awareness that involve increasing capacities for caring and compassion. Organizational integration, on the other hand, is dependent upon the combination of leadership, culture (involving
social networks of members with their own developmental awareness), and policies/systemic design. Thus, it
is important to clarify distinctions between quadrants and levels in the study of service integration.
Konrad’s (1996) model serves as a starting point for a measure of service integration, used in the Early
Scale, because it grows out of existing literature and offers easily measurable activities. The current study
builds upon previous research using this model to measure interagency activity between criminal justice
and substance abuse treatment settings (Fletcher et al., 2009; Lehman et al., 2009). In the current study, the
activities defined by Konrad (1996) inform the Early Scale to begin measuring collaborative and integration
activities within substance abuse treatment agencies. These range from informal communication and information sharing to more formal linkage arrangements to complete service integration. The continuum from
informal to formal begins to shift once inter-agency collaboration takes place, with consolidation becoming
more formal and potentially leading to integration (Larkin, 2010).
Interdependence is the salient dimension in the Early Scale. Informal activities are represented by observable behaviors (Upper-Right quadrant), while formality involves the creation of policies and procedures
(Lower-Right quadrant) to expedite cooperation. The Early Scale measures these formal and informal activities. The specific activities representing each of the first four levels articulated by Konrad (1996) are included
in the Early Scale used in the current study. Because full integration was not manifesting in substance abuse
treatment agencies when the study was conducted, activities representing full integration are not in the Early
Scale.

Methods

Data Source
The data for this study were drawn from the population of substance abuse treatment programs in the state of
Maryland. A listing of substance abuse treatment programs was obtained through the Office of the Director
of the Maryland Alcohol and Drug Abuse Administration. The office provided mailing labels for the administrators of all programs in the state of Maryland. A package was prepared and mailed to all program administrators. The package contained a letter inviting them to participate in the research, a university Institutional
Review Board approved informed consent statement, a letter of support from the director of the state Alcohol and Drug Abuse Administration and a short questionnaire which asked questions on treatment modality
(residential, outpatient, methadone maintenance), location (urban, rural, suburban) and ownership (public,
private). From this information, programs that reported being administrative offices only and programs that
indicated that they provided only assessment and evaluation or detoxification only were removed from the
list. The final listing included 305 programs. The administrators of these programs were sent an e-mail with
a hyperlink to the online survey. 153 of the 305 identified programs responded, representing a response rate
of 50.2%. The majority of the programs were outpatient drug free programs (n = 93), followed by residential
programs (n = 47), and methadone maintenance programs (n = 13) (Larkin, 2010). Because of the small number of methadone programs in the sample, they were not included in the current analysis. This article is based
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on data from the outpatient and residential programs, representing a total of 140 programs.

Data Collection Instrument
The questionnaire included 13 items that were designed to measure the first four levels of Konrad’s (1996)
systems integration model. The following three statements were designed to measure Information Sharing
and Communication:
•
•
•

We give or receive educational presentations.
We share information on services.
We hold joint staffing/case reporting/treatment consultation.

Two statements were developed to measure Cooperation and Coordination:
•
•

We have systematic referral and follow-up for treatment and support services.
We coordinate policies and procedures to accommodate each other’s requirements.

The following five statements were designed to measure Collaboration:
•
•
•
•
•

We have written protocols for sharing client information systems.
We have developed joint policy and procedures manuals.
Our organizations have uniform eligibility requirements.
We have written agreements providing space for services.
We have developed written agreements for training staff.

Three statements were developed to measure Consolidation:
•
•
•

We share administrative oversight with these programs.
We share budgetary oversight with these programs.
Our organizations have pooled funding.

The program administrators were asked to name the top three organizations with which they had the most
important relationships in serving the target population. They then were asked to indicate which activities
they engaged in with each organization (Larkin, 2010). Because of the large number of missing data for the
responses to organizations #2 and #3, we limited the analysis to the activities listed for organization #1.

Description of the Treatment Organizations
Table 1 contains descriptive data on the 140 treatment organizations contained in the study. Two-thirds of the
reporting organizations were outpatient programs (66.4%) and one-third were residential programs (33.6%).
When compared against a number of background factors, the outpatient and residential programs differed
significantly on ownership and client capacity. The residential programs were significantly more likely to
be private non-profit as compared to the outpatient facilities (53.2% vs. 36.6%) whereas the outpatient programs were more likely to be private for-profit as compared to the residential facilities (31.2% vs. 8.5%).
With regard to client capacity, as to be expected, the residential programs were significantly smaller than the
outpatient programs. Eighty percent (80%) of the residential programs had a capacity of 50 or fewer clients
compared to 25% of the outpatient programs. Differences by program age, geographic location, budget size,
and number of paid staff were not statistically significant.
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Total Sample
(N = 140)

Residential
(N = 47)

Outpatient
(N = 93)

N

%

N

%

N

%

1 – 5 years

25

17.9

12

25.5

13

14.0

6 – 15 years

41

29.3

9

19.1

32

34.4

16 – 25 years

37

26.4

12

25.5

25

26.9

26+ years

37

26.4

14

29.8

23

24.7

Public

48

34.3

18

38.3

30

32.3

Private for-profit

33

23.6

4

8.5

29

31.2

Private non-profit

59

42.1

25

53.2

34

36.6

Urban

39

28.1

11

23.4

28

30.4

Suburban

62

44.6

18

38.3

44

47.8

Rural

38

27.3

18

38.3

20

21.7

< $500,000

93

66.4

33

70.2

60

64.5

$600,000 – $1 million

21

15.0

4

8.5

17

18.3

$1 million +

26

18.6

10

21.3

16

17.2

1–5

36

25.7

13

27.7

23

24.7

6 – 15

54

38.6

15

31.9

39

41.9

16 – 25

18

12.9

7

14.9

11

11.8

26+

32

22.9

12

25.5

20

21.5

<20

25

17.9

16

34.0

X9

9.7

21 – 50

36

25.7

22

46.8

14

15.1

51 – 100

33

23.6

8

17.0

25

26.9

101 – 150

13

9.3

1

2.1

12

12.9

151 >

33

23.6

0

0.0

33

35.5

Program Age

Ownership*

Geographic location

Budget size

Number of Paid Staff

Client Capacity**

* X2 = 9.190; d.f. = 2 P < .01
** X2 = 44.492; d.f. = 4 P < .0

Table 1. Organization variables by program modality.

Developing the Early Scale
The 13 items listed above that were designed to capture the activities defined by Konrad were subjected to an
exploratory, principle component, varimax rotated, factor analysis. The results of this analysis are contained
in Table 2. As can be seen from this table, two significant factors were extracted in the total sample. The first
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Total Sample

Residential

Outpatient

(N = 140)

(N = 47)

(N = 93)

1. We have systematic referral
and follow-up for treatment
and support services

0.741

0.770

0.756

2. We coordinate policies and
procedures to accommodate
each other’s requirements

0.650

0.578

0.652

3. We share information on
services

0.595

0.502

0.653

4. We hold joint staffing/case
reporting/treatment consultation

0.557

0.765

0.327

1. We have developed written
agreements for training staff

0.729

0.677

0.719

2. Our organizations have pooled
funding

0.684

0.767

0.632

3. We have written agreements
providing space for services

0.642

0.293

0.791

4. Our organizations have uniform
eligibility requirements

0.584

0.717

0.528

5. We share administrative
oversight with these programs

0.552

0.621

0.543

6. We share budgetary oversight
with these programs

0.525

0.647

0.489

FACTOR 1: Informal – cooperation
and coordination

FACTOR 2: Formal – collaboration
and consultation

Table 2. Factor loadings of early scale items by modality.

factor represents items that reflect the first two levels of Konrad’s model: “information sharing and communication” as well as “cooperation and coordination.” We defined this factor as “informal staff activities—cooperation and coordination.” The second factor comprises eight items that reflect Konrad’s third and fourth
level of integration. These items represent greater degrees of collaboration and consolidation. We labeled this
factor as “formal policies and system design—collaboration and consultation.” We repeated the factor analysis on the residential programs and outpatient programs separately. The findings for the residential programs
were similar to the total sample with the exception that the item “we have written agreements providing space
for services” failed to load on the second factor. The findings for the factor analysis conducted on the outpatient programs were also similar to the findings from the total sample with two exceptions. On the first factor,
the item “we hold joint staffing/case reporting/treatment consultation” did not load significantly on factor 1
and the item “we share budgetary oversight with these programs” did not load significantly on factor 2.
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Total Sample
(N = 140)
%

Residential
(N = 47)
%

Outpatient
(N = 93)

1. We have systematic referral
and follow-up for treatment
and support services

38.6

38.3

38.7

2. We coordinate policies and
procedures to accommodate
each other’s requirements

35.0

29.8

37.6

3. We share information on
services

70.7

70.2

71.0

4. We hold joint staffing/case
reporting/treatment consultation

36.4

38.3

35.5

1. We have developed written
agreements for training staff

55.0

57.4

53.8

2. Our organizations have pooled
funding

26.4

25.5

26.9

3. We have written agreements
providing space for services

39.3

31.9

43.0

4. Our organizations have uniform
eligibility requirements

50.7

46.8

52.7

5. We share administrative
oversight with these programs

40.7

34.0

44.1

6. We share budgetary oversight
with these programs

27.1

31.9

24.7

%

FACTOR 1

FACTOR 2

Table 3. Frequency of early scale items by modality type.

Table 3 contains the percentage of agencies that responded positively to the systems integration items.
For the first factor, cooperation and coordination, the findings for the residential facilities and the outpatient
facilities are very similar. In both cases, the item “we share information on services” was endorsed by over
70% of the reporting organizations. For factor 2, collaboration and consultation, the findings again are quite
similar between the residential facilities and the outpatient facilities. For both types of facilities, over half of
the organizations report that they “have developed written agreements for training staff” (57.4% and 53.8%).
On the low end, only about a quarter of the agencies report that their “organizations have pooled funding”
(25.5% and 26.9%). In general, the findings in Table 3 show that the residential and outpatient organizations
are quite similar in reporting activities that are less structured as well as structured.
Table 4 contains an assessment of the scalability of the items contained in each factor. In Factor 1 the
overall scale reliability is alpha = 0.587, showing a low but acceptable alpha. The four items contained in this
scale each correlate moderately with the total scale. The overall reliability score for the second factor (alpha
= 0.729) shows a much stronger reliability. The eight items contained in the scale are fairly highly correlated
with the total scale.
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r
FACTOR 1
1. We have systematic referral
and follow-up for treatment
and support services

0.317

2. We coordinate policies and
procedures to accommodate
each other’s requirements

0.452

3. We share information on
services

0.332

4. We hold joint staffing/case
reporting/treatment consultation

0.374

Table 4. Corrected Item—total
correlation and internal consistency (total sample, N = 140).

alpha = .587
FACTOR 2
1. We have developed written
agreements for training staff

0.440

2. Our organizations have pooled
funding

0.516

3. We have written agreements
providing space for services

0.468

4. Our organizations have uniform
eligibility requirements

0.470

5. We share administrative
oversight with these programs

0.360

6. We share budgetary oversight
with these programs

0.445

alpha = .729

Discussion

Summary of Findings
Various forces contribute to more integrated practice approaches within social service agencies, particularly
in substance abuse treatment settings. In addition to an economic interest in creative responses that maximize
resources, providers incorporate new knowledge to improve outcomes. For example, research on adverse
childhood experiences (ACE) calls for movement beyond piecemeal interventions and fragmented services
(Larkin & Records, 2007). Substance abuse treatment providers have long recognized the influence of substance abuse problems on mental health, housing, job stability, family dynamics, health challenges, and other
issues. This has led to a concern about the way in which service system designs can facilitate or impede
recovery (Kraft & Dickinson, 1997). The current study responds to the call for service integration by exploring empirical responses to items reflecting Konrad’s (1996) model of service integration and pointing to next
steps in measurement.
The Early Scale supports social workers in assessing whether a substance abuse treatment agency
provides little to no integration, informal service integration activities, or formal service integration activi220
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ties. The Early Scale does not test levels of integration but does assess categories of observable collaborative
and integrative staff and activities defined as informal and formal, which can be mapped to the Upper-Right
and Lower-Right quadrants. The development of the Early Scale contributes to the growing call for service
integration by providing a way for social service providers to assess specific collaborative and integrative activities while pointing to the need for a more multidimensional measure to address the research gap in service
integration.
Over half of the organizations surveyed reported that they have developed written agreements for training staff with an organization with which they had an important relationship in serving the target population.
Residential and outpatient substance abuse treatment agencies were similar in their reports of both informal (frontline staff activities [Upper-Right quadrant]) and formal (policies and systems design [Lower-Right
quadrant]) service integration activities. These findings suggest that services in residential and outpatient substance abuse treatment organizations are being re-arranged in response to the complex needs of people with
substance abuse problems. Staff persons are engaging in both informal and formal activities to accomplish
this goal. A quarter of agencies reported that they have pooled agency funding to provide integrated activities.
Thus, some agencies are finding ways to fund integrated services together.

Implications for Practice and Theory
Providers serving substance abusing and other multi-problem populations can benefit from tools to support
their attention to systems of care and their ability to engage in organizational interventions in support of client
recovery. Service integration can allow clients to spend more time on recovery than navigating fragmented
services (Kraft & Dickinson, 1997). An ability to assess integration activities is a beginning step that can help
social service providers and agency directors explore whether formal or informal collaborative and integrative activities support client recovery as well as the impact of policies on specific activities. Yet, if current
fragmented organizational arrangements are not adequately serving multi-problem client groups most in need
of supports, there is a need for a multidimensional measurement scale that captures all of the ingredients
involved in service integration—leadership, culture, and systemic design. A Whole Delivery Measure would
facilitate practice and research of comprehensive and streamlined services that support the whole person,
advancing theoretical developments.
The Early Scale’s ability to distinguish formal versus informal integration may be helpful information
to incorporate into supervision and staff development, which leads to new questions and next steps. If the
Early Scale reveals that an agency has formal systemic policies (Lower-Right quadrant) without informal
integration activities (Upper-Right quadrant), this suggests that organizational members may not be carrying
out integrated service delivery in spite of policies calling for more integration. It is possible, for example, that
even services offered at the same site may not be well integrated with one another (Larkin, 2010). Leaders
may want to explore ways to enhance their own development to influence organizational social networks in
a way that supports more informal integration activities—especially to meet the goal of formal integration
policies and procedures. Restorative Integral Support (RIS), for example, emphasizes the importance of leadership and policies that promote self-care/development practices for the staff who provide the relationshipbuilding and role modeling that creates the culture within which services are integrated (Larkin et al., 2012).
Integral Theory (Wilber, 2000, 2006) helps explain that the combination of various kinds of reflective and
health-oriented practices across lines of development can have a synergistic effect to mobilize overall consciousness development. One’s capacity to love and include expands along with awareness and identity (see
Wilber, 2006). It may also be helpful to notice when the organizational members begin moving toward informal integration before formal integration is in place. In this case, organizational leaders can consider ways in
which policies and procedures can formalize service integration in support of staff concerns.
The Early Scale was developed from broad, objective behavioral activities set forth by Konrad (1996).
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There may be other activities falling within each category that were not captured in the measure. Additionally,
the instrument itself does not assess organizational culture or the developmental capacity of leaders, which
tend to be reflected in a range of behaviors beyond the interactions labeled here as formal, informal, or nonintegrative activities. While the Early Scale measures activities, we do not know what levels of awareness
and inter-subjective processes those activities reflect. Furthermore, while we can differentiate informal and
formal activities labeled as collaborative and integrative, we are not able to use Konrad’s model to distinguish
levels of integration. Integral Theory (2000) points out that rule-oriented, competitive, collaborative, and
integrative activities are Upper-Right quadrant behaviors associated with Upper-Left quadrant levels of consciousness development. The Early Scale therefore reveals the need for a more refined and multi-dimensional
conceptual understanding of service integration.

Research Implications
For future research, the Early Scale can assess organizational activities in the direction of service integration.
This will begin the study of whether informal and formal service integration activities are associated with
enhanced access to services, especially for multi-problem population groups. The measure of formal and
informal service integration activities can also be a step in connecting type of integration activities to agency
outcomes as well as exploring whether formal, informal, or the combination of these activities contribute to
better outcomes. Of note, however, outcomes research on informal Upper-Right behaviors or formal LowerRight quadrant policies that does not take other quadrants into account is likely to find mixed results on
“integration.” In order to assess whether more integrated services produce better outcomes, there is a need to
increase the practice and conceptual understanding of integration (Larkin, 2010). A Whole Delivery Measure
(WDM) would include and transcend the Early Scale by assessing leadership capacity and social bonding in
addition to informal and formal integrative activities. This would allow for a more nuanced understanding
of service integration and the influence on agency outcomes, including whether more integrated agencies are
better able to support client recovery. If integration leads to better outcomes, we may want to support agency
leaders in self-development as well as offering a practice framework for integration.
A first step in creating a WDM could involve combining the Early Scale with a measure of leadership
development (see Cook-Greuter, 1999) in program directors and a measure of the emotional and social wellbeing of staff—the Mental Health Continuum Short Form (MHC-SF; Keyes, 2007). Next, integral concepts
would be applied to expand upon types of formal and informal activities (i.e., behaviors reflective of a greater
spectrum of consciousness development) as well as types of social networks within which services are integrated (i.e., characterizing the healthy expression of traditional, competitive, collaborative, and integral
networks within agencies). It is recommended that the WDM be tested and developed in other types of social
service agencies beyond substance abuse treatment so that it can be refined for use by any agency serving
people experiencing multiple problems. Focus groups would strengthen understanding of the social networks
associated with staff emotional and social well-being, providing a qualitative complement to this measure.
The MHC-SF could also be used as a quantitative measure of service outcomes in conjunction with focus
groups among those served.
Given the increasing call for service integration, and the research gap in this area, the Early Scale is
an important step leading to a WDM that facilitates research on service integration to advance the theory
and practice of comprehensive, whole person supports. This will help assess and improve service access for
multi-problem populations, allow for a more nuanced understanding of the impact of service integration on
outcomes, and strengthen practice and research on integration.
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Conclusion
This article presented the Early Scale, which measures formal and informal service integration activities
within substance abuse treatment agencies in the State of Maryland, and calls for a WDM to further practice
and research on service integration. The Early Scale distinguishes formal and informal service integration
activities in residential and outpatient substance abuse treatment programs. A multi-dimensional measure of
integration is needed to carry out research on comprehensive, whole-person supports for people experiencing
multiple problems. The Early Scale can be combined with proposed measures of leadership development and
healthy social networks. The article recommends supplementing the combined quantitative measures with
qualitative data revealed through staff focus groups to create the WDM. The WDM can be tested and developed within a range of social service agencies assisting people experiencing multiple and complex problems
associated with the accumulation of early adversity. While each agency identifies its own expected outcomes,
the measurement of emotional and social well-being is likely to be useful in assessing the impact and results
of comprehensive, whole-person supports upon those served.
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