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I think it is useful to distinguish between a common intake form and most other types of service coordination.  A common intake form does not necessarily require a change in eligibility requirements or operations in the participating programs.  Some common intake forms are also attached to a common intake system, but neither necessarily requires changes in eligibility or operations.

A.  COMMON INTAKE

I.  A Common Intake Form

The first common intake form project I worked on was at the St. Louis Human Development Corporation in 1968.  I think Bob Baer, Dempster Holland and Bill Biggs developed it. (Mickey Rosen and Georgia Rusan will remember this. I was the OEO Field Rep for St. Louis HDC at the time).  HDC persuaded about 100 local agencies to participate in a city-wide intake and tracking system.  The intake form was used by several agencies; it was "good" for access to several agencies.  Then there was an AS&R (activity, status and referral) form, which was about 1/2 page long, that was used to record each service provided by each agency to each individual or family and the results of that service including other referrals that came out of each contact (and copies went to the downstream agencies to use to determine if the person actually showed up etc).  The intake forms and the AS&R forms were collected and sent to a data-entry vendor and "batch processed" each week.  Reports were prepared that showed individual and family movement and progress by type of service, by agency, etc.  The system was designed to take very different types of agencies and programs and to link them together to facilitate and track movement of program participants.  Each agency continued to do its own intake.

The problems were that (a) many of the front-line workers at many of the agencies, including HDC, were usually behind in completing the forms, so there were holes in the flow reports, (b) the forms that were turned in were often incomplete because most people just did not care about most of the data that was produced --they only cared about their own agency/programs, and (c) the system took a lot of staff time and management time.  As I recall the system lasted about two years before they closed it.

II.  A Common Intake Form and a Common Intake System.

My second experience was at the New York City Human Resources Administration from 1971-75.  HRA was a "super agency" which employed 26,000 people and included everything: the CAA, AFDC, Medicaid, E&T, Youth Development, Foster Care, Food Stamps, Child Protective Services, Addiction Services, etc., etc.  Jule Sugarman was the HRA Administrator. I had a dual reporting relationship -- to Jule on some functions and to the CAA Director Major Owens on others.  Jule tasked me with creating a common intake form for ALL of the HRA agencies and programs.  Six months later my 20-person working group proudly turned in its work. The form was 17 pages long.  We were running "mini's" at the time --an IBM System 36 platform.  The idea was that every person at a point-of-intake would complete the entire intake form and this would enable a determination of the person's need for, interest in and eligibility for everything that HRA was doing.  In theory, every agency reported open slots, vacancies, and other types of ability to take in other participants --and the system would send people to those openings.  It was a great concept.

One problem was that too many of the front line staff would only ask for the data needed for the "presenting problem" or immediate need -- which is another way of saying they only asked for information needed by their agency or program.  The staff would say "we'll get the rest of the data later," but later never came.  So, all-too-often, entire sections of the form would not be completed, thus rendering it useless for the multi-program screening purpose.  Another problem was that the programs that had a finite number of slots and they were already full, so all we were doing was creating waiting lists.  At one point the Manpower Agency that ran the E&T system had about ten times as many people (almost 60,000 people) on the waiting lists as there were total slots (about 6,000).  And, all the agencies held slots back out of the HRA-wide reporting pool so they would have a few vacancies "for emergencies." The underlying problem was that all agencies and programs resisted giving up intake.  They wanted to eyeball the people who were coming into "their" service and did not respect the system or the judgment of people who were employed in other programs to do their screening for them.  So, they would re-screen everybody that came to them anyhow.  Over time, agencies dropped out or were excused from using the system. 

Even though two of my early experiences resulted in failure (a presence of valuable learning but an absence of success?) I think common intake forms and systems are worth developing, if you can do them quickly and cheaply.  The new web-based systems are certainly worth exploring.  Simplifying and consolidating intake can produce administrative improvements (continuous improvement, efficiency savings, etc.)  Over the course of a year or so, these might produce a 1% to 3% improvement in administrative efficiency i.e. a 3% savings, i.e. a 3% increase in funds to be used for other purposes.  Question: for the same effort, could you produce more than a 3% expansion in revenue by seeking other funding, earning money, or other forms of revenue generation?  If you can, then perhaps that approach would produce a larger revenue increase for your program. 

There are other costs.  If you lose control of who is coming into your human development program you lose the ability to "screen for success" or to screen-in people who are a good match for your staff's capabilities.  Common intake is easy for income transfer programs, but it creates problems in human development programs because intake is where we begin the important process of building the relationship --getting to know each other and developing a process for working together.

My opinion is that most administrative improvements are not antipoverty strategies.  They do not change the relationship of the participant to the economy so they do not result in a significant increase in household income.  (And transfer payments are public charity, not anti-poverty.)  Common intake forms may free up funds for anti-poverty strategies, but they are not anti-poverty strategies in and of themselves.

B.  SERVICE COORDINATION AND INTEGRATION.

Moving upstream from common intake or maybe it is moving completely to the other axis (or is that the abscissa?), most other types of service coordination and integration also produce administrative improvements-- but they, too, are not anti-poverty strategies because they do not produce changes in the relationship of the person to the economy.  And although coordination and integration are two different approaches, for this discussion we can lump them together.

The best service coordination system that every existed was from 1965 to 1968.  All local anti-poverty programs that were seeking Federal funds had to bring their applications to the CAA and obtain APPROVAL by the CAA for them to submit the application to the Federal agency.  The Checkpoint Form had to be submitted with the application, and the Checkpoint Form had to be signed by the CAA.  So every local agency, including city agencies and school districts and everybody else who wanted Federal antipoverty funds (about 50 programs outside of OEO were covered as I recall it) came to talk.  And the CAAs requested or demanded and got changes.  They interfaced the services, ended conflicts in eligibility, smoothed out participant flows, opened doors, set up referral systems, adjusted operating hours, created transportation linkages or co-located services.  They cut deals and forged alliances.  Unfortunately, in 1968 Chicago Mayor Daley objected to the delay in funding of the ESEA Title I program for the local school district, and the whole Checkpoint system got scrapped.   (This, as you might expect, is a longer story.)

From HEW Secretary Richardson in the 1970's and his 40 SITO projects, to the 20 year retrospective on service integration produced by ASPE and ACF in the 1980's to the GAO reports in the mid-1980' there is an enormous body of literature on service integration, and on the challenges of making it happen.  (I have all of these reports sitting in a pile and am going to do a summary of them, someday).  As I recall the GAO reports looked at efforts from the front lines to Congress and concluded there are only two places where service integration happens, (1) in the hopes and fantasies of administrators, and (2) at the front line where there is a citizen or a case-manager who refuses to take "no" for an answer and breaks the logjam, cuts the red tape, slices the Gordian knot, and kicks open the doors. 

In their two reports in the mid-1980’s, GAO said 85% of the problems in service coordination and integration are not caused by the Federal administrative agencies, not by state or local government, nor by people in the delivery systems.  85% of the structural barriers to coordination and integration are created by the Congressional Subcommittees as they do the compromises between conflicting interests -- compromises that are necessary to get the legislation passed in the first place but that create huge problems later on.  A caution to CAAs and others on the front-lines: don't beat your head against the brick walls that Congress created.  Maybe you can persuade Congress to come to its senses and to realize what messes they have created at the front lines -- and to adopt some of your ideas for fixing the problems.  Hope springs eternal!

CAVEAT #1:  There is one approach where there is some promise in service coordination and integration, and that is if you can really connect the health, income support, job training, education, child care – the entire total and complete array of services and support.  Nobody knows how to get this done or to measure it, but the folks at Columbia University have seen some glimmers of success and they say there does in fact seem to be something there.   Unfortunately, anything short of TOTAL CONNECTION OF ALL MAJOR SERVICES does not produce much by way of results.

CAVEAT # 2.  We do have a few problems on the "front end" of service delivery, but our far bigger problems are on the "back end" of finding and proving outcomes.  It may be nice to have better intake and better coordination, but it is absolutely essential that we develop ways to measure results and outcomes and be able to describe them to the American public. 

And, on measuring outcomes, we are up against the limits of current social science.  We have to extend sociology and political economy and develop new conceptual frameworks. Keep working!
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