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Objective: Patients with severe mental illnesses (SMI) have low levels of social integration, which could be improved if they used social services. To our knowledge, however, the extent to which they use generic social services remains unknown. We assessed the extent to which patients with SMI use generic social services and the factors that may drive that usage.  
[bookmark: _Hlk60842881][bookmark: _Hlk60842970]Study design: In 2014, we carried out a multi-setting clustered survey of patients with severe mental disorders (n=1019, participation rate=71%) and of services (n=517, participation rate=53%) in 19 networks of services, covering most of Belgium. On the one hand, we asked patients, amongst other, about their health condition, their social integration in the community, and their use of social services of different types. On the other hand, we asked each service to report on its relationships with other services in the services networks.
[bookmark: _Hlk60843059]Results: On average, patients’ use of generic social services within the previous six months was low (6-16%), with the exception of administrative services. There were few differences in usage according to the severity of patients’ symptoms, but some differences according to gender and age were observed. Social integration was improved when generic social services were more central in the networks. 
[bookmark: _Hlk60843150]Conclusions and implications: We suggest that generic social services should be more central in mental health services networks.
Keywords: social services, social integration, SMI patients, mental health services network. 
What is know about this topic
· Social integration of patients with severe mental illness is low.
· Patients’ use of specialized services increases the social distance between them and the general population, whereas this is not true of generic social services.
· Services networks are aimed at improving patients’ continuity of care and social integration.
What this paper adds:
· Patients with SMI use few generic social services, except for administrative services.
· Patients with the lowest and highest levels of social integration are the most frequent users of generic social services. 
· When generic social services are central in service networks, the social integration of patients is better.
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Introduction
		
People with severe mental illnesses (SMI) experience numerous functional disabilities and their social integration remains a challenge in many Western countries (Anthony, 1993; Boardman, 2011). Social integration contributes to strengthening users' social skills so that they can exercise their choices and have meaningful lives. Social integration encompasses functional aspects of life in society, such as employment, independent housing, social relationships with relatives and friends, and participation in social activities (Social Inclusion and Mental Health, 2010). Compared to the general population, however, these patients have poor access to independent housing (G. R. Bond, Salyers, Rollins, Rapp, & Zipple, 2004) and, although a majority of them want to work (Can Öz, Ünsal Barlas, & Yildiz, 2019), employment rates are low, ranging from 10 to 30 % in European cities (Gaite et al., 2002; Marwaha & Johnson, 2004; Marwaha et al., 2007). Moreover, a large proportion of these patients is isolated, with fewer friends than the general population (G. R. Bond et al., 2004; Won & Solomon, 2002) and smaller social support networks (Degnan et al., 2018; Sweet et al., 2017; Wyngaerden, Nicaise, Dubois, & Lorant, 2019). In order to increase SMI patients' level of social integration, several specialized services have been made available within the community, such as supported housing with Housing First programs (Padgett, Gulcur, & Tsemberis, 2006), Individual Placement and Support (IPS) programs (Gary R. Bond et al., 2001; Marshall et al., 2014), consumer-run programs, and peer support. Many studies have demonstrated how effective such programs are in improving patients’ social integration (Hoffmann, Jackel, Glauser, Mueser, & Kupper, 2014).  
These specialized services, however, have several limitations. To begin with, they target a very limited and specific niche of patients (Hoffmann et al., 2014). When resources are limited, they may not be able to provide support to all patients with severe mental disorders, who account, in total, for 2 to 4% of the general population. Furthermore, services that target SMI patients may increase the social distance between them and the general population and, as a consequence, may fail to address the integration of SMI patients into the broader community (Becker & Kilian, 2006). The process of recovery is, moreover, largely dependent on patients’ socialization in a generic social context (Mezzina et al., 2006).
Social integration might, therefore, be encouraged by increasing SMI patients’ use of generic social services, i.e. providing housing, employment, or administrative support to SMI patients via services that are available to the general population. Social care, however, remains underused by patients with mental illnesses and social needs in Europe (Stefan Priebe et al., 2012). Furthermore, in many Western countries, the health and social care systems include a large number of services and providers, which are complex and fragmented, and people with SMI have limited ability to navigate these systems by themselves and to coordinate their different providers (Drake, 1998; W. N. Leutz, 1999; Nicaise et al., 2013). Pescosolido showed that the use of generic social services in Porto Rico was very low (4.9%) among people who reported mental health problems (Pescosolido, Wright, Alegria, & Vera, 1998).  The same applies to North America and some countries in Europe (Alegria, Bijl, Lin, Walters, & Kessler, 2000). The extent to which users with SMI use generic social services, however, is still unknown.
There is also little known about what drives or impedes the use of generic social services by patients with SMI, at the individual (e.g. patients’ clinical and sociodemographic characteristics) and organisational level (e.g. provision and organisation of services). As most mental health care reforms are shifting resources towards community care, more research is needed to understand why patients with severe mental illnesses would or would not use generic social services (Becker & Kilian, 2006; Durbin, Goering, Streiner, & Pink, 2006).
In this study, therefore, we aimed to describe and analyze the use of generic social services by patients with severe mental illnesses in the context of a nationwide reform of mental health care delivery in Belgium (Vincent Lorant, Grard, & Nicaise, 2015; Vincent Lorant, Grard, Van Audenhove, Leys, & Nicaise, 2018; Vincent Lorant, Nazroo, & Nicaise, 2017; Pablo Nicaise, Vincent Dubois, & Vincent Lorant, 2014). Our second aim was to examine the individual and organizational factors that are associated with that use. 
Methods

Setting
This study was carried out as part of a larger evaluation of the Belgian mental health reform. The reform, which started in 2010, established networks of health, mental health, and social care services for adults with mental health needs. The reform had four main objectives: (1) to reduce and intensify the use of hospitals, (2) to strengthen care supply in the community, (3) to improve continuity of care, and (4) to support the social integration of users with mental health needs. To achieve these objectives, networks of mental health services were required to provide five basic care functionalities:  prevention and early detection of mental illness, outreach and crisis management, social rehabilitation and recovery, intensive care and acute residential care, and long-term care and housing. We have presented both the program theory and implementation process of this reform elsewhere (Vincent Lorant, Grard, & Nicaise, 2015; V. Lorant, Grard, Nicaise, & Group., 2016; Vincent Lorant, Grard, Van Audenhove, Leys, & Nicaise, 2018; Vincent Lorant, Nazroo, & Nicaise, 2017; Nicaise, Dubois, & Lorant, 2014; Nicaise, Grard, Leys, Van Audenhove, & Lorant, 2020). 
Design and participants
In 2014, we carried out a multilevel survey in 21[footnoteRef:1] mental health service networks across Belgium. The mental health service networks were composed of different service types: primary care, community mental health, crisis and assertive outreach teams, social care and rehabilitation services, psychiatric wards, and sheltered accommodation services. Two data collections were conducted, one at the level of services and the other at the level of service users.  All the services included in networks were invited to participate in the service survey. We collected data about services included in those networks and how the services interacted with one another (Provan, Veazie, Staten, & Teufel-Shone, 2005). In order to measure their interactions, we examined (a) referrals sent out to other services (“Who do you refer patients to?”), (b) referrals received from other services (“Which services do you receive patient referrals from?”), (c) information exchange about the patients (“Which services do you exchange information with?”), and (d) shared organizational activities. This set of information was similar to the sets used in previous studies (Morrissey et al., 1994; Nicaise et al., 2013; Provan & Sebastian, 1998; Provan, Veazie, Staten, & Teufel-Shone, 2005). We used a one-mode design, sending a roster of all the network members to every respondent and asking them to rate their frequency of contact with all other network members for each type of interaction. The frequency options were “never”, “sometimes”, and “often”. We collected these data via a web survey between June and September 2014. Out of the 1030 services invited, we received 542 replies from social and clinical services, bringing the participation rate to 53%. [1:  19 were included in the mental health care delivery reform, while two were used as control groups. ] 

Patients with severe mental illnesses were recruited from participating services. Severe mental illness was defined according to the criteria provided by Schinnar and colleagues (Schinnar, Rothbard, Kanter, & Jung, 1990): having a psychiatric diagnosis, having been in contact with psychiatric services for at least two years, and having experienced disability in daily activities. In each network, 80 patients were randomly recruited from different service types: primary care (20 patients), mobile and home treatment teams (20 patients), social care and rehabilitation services (10 patients), psychiatric wards in general and psychiatric hospitals (20 patients), and sheltered accommodation (10 patients). The full study protocol has been described in detail elsewhere (Lorant, 2018). In total, 1019 patients were interviewed, and the participation rate was 71%. We received ethical approval from the Ethical Committee of KU Leuven Medical Centre, with the reference number B322201215190 - study n°S54355.
Measurements	
There were two parts to the patient survey. One was completed by the patient him/herself and the other was completed by a reference clinician of the patient. The clinician filled out the Client Socio-Demographic and Service Receipt Inventory (CSSRI), which makes it possible to map, among other things, the patient’s use of the different services over the previous six months (Chisholm et al., 2000), information about clinical visits (such as visits to a general practitioner or psychiatrist and hospitalizations), and social service appointments. We detailed the types of generic social services used by distinguishing between official generic social services dealing with (1) accommodation, (2) employment support, (3) education and training, (4) sport activities, (5) cultural activities, (6) administrative support, and (7) services provided by voluntary organisations. In order to create an indicator of the diversity of generic social service types used by patients, we attributed 1 point to each type of generic social service visited during the six months before the survey. Then we calculated the total of these points. The indicator of the number of social service types used, therefore, ranged from 0 (no service used in the six-month period) to 7 (all service types used in the six-month period). 
The patients’ social integration was measured using the SIX index (S. Priebe, Watzke, Hansson, & Burns, 2008). The SIX is composed of four items relating to the patient's status in terms of employment, accommodation, family, and friendship. It returns a score ranging from 0 (low social integration) to 6 (high social integration). For the purpose of this study, patients were categorized as low (<=2), middle (3), or high (>=4). Patients’ demographic (age, sex) and clinical characteristics (diagnoses and symptom severity) were also included. Symptom severity was measured using the Health of the Nation Outcome Scale (HoNOS) (Wing, Beevor, Curtis, Park, & Hadden, 1998). The HoNOS score ranged from 0 (no symptoms) to 48 (very high severity of symptoms). This last variable was categorized according to quartiles distribution.

Regarding the survey of services, the relationships between services in a network were examined using Social Network Analysis metrics. In particular, the position of generic social services in the networks was assessed using the centrality degree of social services in referrals, information exchange, and organizational relations. The importance of generic social services in networks was measured by the proportion of services within a network that were generic social services. These structural variables were then categorized according to quartiles (low, intermediate-low, intermediate-high, and high) and introduced as network characteristics.

Statistical Analysis 

The proportion of patients who used generic social services was computed and tabulated according to patients’ demographic (age, gender), clinical (diagnosis, Honos score), but also network characteristics (Table 1). These variables were expected to influence use of social services by patients. For example, young patients were expected to be more frequently user of employment and training services, while patients with a more disabling disorder will be less engaged in such services. Patients cared in networks with a large proportion of social services were also expected to be more frequently offered social services care, and thus be more users of it. Then we tabulated the mean social integration score of patients according to their social, clinical, and network characteristics (Table 2). We then looked at the patient and organization characteristics that were associated with higher usage of generic social services (i.e. number of types of generic social services used) using Poisson regressions. We limited the analysis to four key social service types: employment support, education and training, accommodation, and volunteering activities. These services are directly related to the social integration dimensions assessed by the SIX scale (employment and housing account for 4 out of the 6 points on the SIX scale). In the first model, we studied each variable separately and, in the second model, we analyzed all the variables together. The number of social service types, however, was too endogenous with the dependent variable, so it was not possible to introduce it as an independent variable in the model. We therefore used the service from which the patient was recruited (social service or not) as an instrumental variable in a two-step multivariate regression. For these models, we categorized the age and the HoNOS score to enable us to run Poisson regressions. 
 In the final table, we assessed the levels of social integration according to sociodemographic, clinical (Model 1), and network characteristics (Model 2).
Results
Descriptive Analysis
Use of generic social services
Table 1 shows the proportion of patients who used each type of service in the six months prior to the survey. Overall, use was low (between 6% and 16%), with the exception of administrative services (41.8%). On average, patients had used 1.5 generic social services in the previous six months. 
Younger patients were significantly more frequent users of training, employment, and sport services. They also used more services than other age groups. There were few differences in use according to symptom severity, but both education and housing services were more frequently used. Those services were more frequently used by patients with a diagnosis of personality disorder. 
Looking at social integration, we observed a significant U-shaped curve for the use of housing and administrative services and for the total number of service types: patients with low and high levels of social integration used more generic social services than patients with an intermediate level of social integration.
The proportion of generic social services available in a network was not associated with the frequency of their use. The centrality of generic social services in their network, however, was associated with higher use of generic social services. 
Social integration
In the total sample, the mean score of social integration was 3.1/6. Women and younger age groups had a higher level of social integration than men and older age groups (Table 2). All variables, except for symptom severity, were significantly associated with social integration. Patients with mood disorders or personality disorders had a higher level of social integration than patients with psychotic disorders. 
Patients who were being cared for in networks with a low proportion of generic social services had a higher level of social integration (mean = 3.29/6) than those in networks with a higher proportion of generic social services (mean = 2.71/6). 
The higher the centrality of generic social services in their network, however, the more socially integrated patients in the network were. This linear trend showed, for example, that networks with low centrality of generic social services had the lowest mean of social integration of patients (2.82/6) while networks with high centrality of generic social services had the highest mean of social integration of patients (3.51/6). 
Multivariate analysis
Number of generic social service types used 
Younger patients were more frequent users of generic social services than older patients (Table 3.). For example, patients under the age of 30 used 0.75/4 social service types, while patients over the age of 60 used 0.3/4 social service types. In the second model, only age remained significant. 
Social Integration
Table 4 shows the multivariate analysis of social integration. In Model 1, men had a lower level of social integration than women. Symptom severity and recruitment from a social service were negatively associated with social integration, while the centrality of generic social services in the network was positively associated with social integration. Age was also slightly but positively associated with social integration. These associations remained significant in Model 2, with the exception of recruitment from generic social services, which was no longer significant, and age, which was negatively associated with social integration. The size of the latter association, however, was small.
Main findings

With regard to describing the use of generic social services, we found (1) that the use of generic social services by patients was low, with the exception of administrative services. Then (2) we found that patients with the lowest and highest levels of social integration used generic social services more. Regarding factors associated with the use of generic social services, we found (3) that younger patients used these services more than older ones. Finally, in networks, the number of generic social services was not associated with higher frequency of use, but higher centrality was.
Discussion 

Although SMI patients had, on average, an intermediate level of social integration (Six score = 3/6), we noted that their use of generic social services was quite low (6 –16%), especially for those related to housing, employment, sports, and cultural services. Previous studies, however, highlighted that the majority of people with SMI felt dissatisfied with their social activities and wanted to engage in sports and cultural activities and to find jobs (Can Öz et al., 2019; Mayers, 2000). The only exception to these findings is SMI patients’ frequent use of administrative services (41%), which is probably due to the fact that these administrative services offer income replacement and material aid and may be required to get access to social security and, therefore, needed for health care. The low use of generic social services is not always confirmed by the literature. Some studies have found a higher percentage of SMI patients using such services: e.g. 35% (Merson et al., 1992) and 49% (Tyrer et al., 1998) in the UK, and a more recent study found that SMI patients’ use of daily life activities provided by social services in Sweden was significant (61%; (Ostman & Bjorkman, 2014)). One possible explanation for the underuse of generic social services by SMI patients in Belgium is the presence of specialized mental health services, such as supported housing or day care centers, that organize social care activities. This is consistent with the Cochrane systematic reviews, which indicate that the use of CMHTs (community mental health teams) could lead to lower use of social services (Malone, Newron-Howes, Simmonds, Marriot, & Tyrer, 2007). Those types of service, however, are still part of the mental health care system and thus contribute less to reducing social distance and the exclusion of SMI patients from mainstream society.
Patients with low and high social integration scores used more generic social services. On the one hand, patients might achieve a high level of social integration by using generic social services: on the other hand, patients with a low level of social integration might be targeted more by networks as potential users of these services than patients with an intermediate level of social integration, as has been shown elsewhere (V. Lorant et al., 2016).
[bookmark: _Hlk70321014][bookmark: _Hlk70320996]Age was the only sociodemographic characteristic that was significantly associated with use of generic social services. In particular, younger SMI patients used significantly more social service types than older patients, especially training, employment, and sports services. This result is consistent with a recent study which found that SMI patients’ characteristics, including their clinical status, predicted only 15% of the variance in the length of stay in psychiatric hospitals (Newman, Harris, Evans, & Beck, 2018). One possible explanation is that younger patients with early-stage psychiatric disorders may be targeted as a priority by generic social services related to training and employment, whereas older patients who have been in the mental health system for longer may receive more support from specialized mental health services. The onset of a SMI usually occurs in early adulthood and is associated with a pronounced decline in employment and educational training (Rajji, Ismail, & Mulsant, 2009; Rinaldi, Perkins, McNeil, Hickman, & Singh, 2010). Young adults experiencing their first episode of a SMI are, therefore, often targeted by job support interventions such as Individual Placement and Support interventions (Killackey, Jackson, & McGorry, 2008). Finally, we found that the network structure of relations between services was associated with patients’ social integration. The proportion of generic social services in a network was not related to their frequency of use. Moreover, the proportion of generic social services in the network was negatively related to the average patient’s level of social integration. People who were cared for within a network that included few generic social services had, on average, a higher level of social integration than people in networks that included more generic social services. A possible interpretation of this is that the provision of generic social services in a network may be related to the average social integration of the population within the geographic area served by the network. Areas with higher average social integration, e.g. higher employment rates and access to independent accommodation, would thus have a lower proportion of generic social services. By contrast, the central position of generic social services within networks was related to higher social integration of patients. The more central generic social services were in networks of services, i.e. in- and out-patient referrals and information exchange with other services, the more socially integrated patients were. As previously explained, many Western countries are facing problems due to fragmentation within and between health and social care systems and that fragmentation particularly affects patients with complex needs, such as SMI patients (Drake, 1998; W. N. Leutz, 1999). Giving a central position to generic social services could address this fragmentation, increase the integration of mental health and social care, and orient the network of services towards a common goal of social integration of SMI patients. A recent study, which used the same methods as those we have presented here found that, in the context of fragmented mental health and social care systems, integration of care may depend on the centrality of generic social services within the network, as their central position determines their ability to coordinate services (Nicaise et al., 2013). That study, however, made no connection between service centrality and patient outcomes and had a broader focus than just people with SMI. To our knowledge, the surprising differential effect between the proportion of generic social services and their centrality is a unique result. Placing generic social services at the core of mental health service networks might be an effective alternative to the development of social support in specialized mental health services (IPS, Housing First) if we wish to improve patients’ social integration. Further studies should be developed to answer this question. 
Limitations
One limitation is that we did not conduct a randomized control trial experiment. This study was part of a broader study that aimed to evaluate the global mental healthcare reform in Belgium. Services volunteered to participate, although the sample of services was stratified to match the five functions organized by the reform, and thus to be representative of the whole care supply for patients with mental disorders in Belgium. Patients who met the inclusion criteria were then randomly selected from particular services’ case load. The sociodemographic and clinical characteristics of the sample matched other SMI studies in Belgium (Wyngaerden et al., 2019) and elsewhere (Burke-Miller et al., 2006; Koenders, de Mooij, Dekker, & Kikkert, 2017). Nevertheless, as the patients were recruited from (mental) health services and social services that were included in mental health service networks, it is certain that this study over-estimated the use of generic social services. Another limitation of this study is that patient participation rates varied between networks, ranging from 20% to 100% (mean = 67%). Similarly, participation rates for the services questionnaire varied from 25% to 86% (mean = 53%). Another limitation in our statistical analysis is that, even though our analyses were controlled by several variables, we did not specifically control for multiple comparison, which might have had a small influence on our results. Finally, the implementation of these mental health services networks was still in progress at the time that this study was carried out. Further data collection will be needed to measure the influence of networks on patients’ social integration. 
Conclusion

Despite numerous reforms in the organization of mental health care that have been conducted in recent decades with the aim of providing effective, equitable, and affordable mental health care, the social integration of severely mentally ill patients remains a key challenge in many Western countries. Our results confirm that these patients have a low level of integration and suggest that they have little access to generic social services, in particular those related to housing and employment opportunities. Recent studies on the social integration of SMI patients in Belgium have confirmed that these are two major issues (Mistiaen, Cornelis, Detollenaere, Devriese, & Ricour, 2019; Walker, Nicaise, & Thunus, 2019). Our results also show that generic social services have a role to play in improving the social integration of patients with severe and persistent mental disorders. Increasing the presence of generic social services in the inter-agency collaborative networks, however, does not seem to be the best approach to take. On the contrary, generic social services seem to be better able to contribute to improving the social integration of patients when they have a central position in the network. Placing some generic social services in the center of the network, rather than increasing their number, could be the key to improving the social integration of poorly integrated patients. We can assume that this central position would mean social services have an influential position within the network in terms of defining common goals and developing a shared vision for supporting patients. If that is done, the whole network of services will support the social integration of patients, not just the generic social services themselves. Central generic social services facilitate the placing of social integration on the agenda. Thus, given that social integration of patients is better achieved in smaller, centralized, and heterophilous networks (Vincent Lorant et al., 2017), our study adds to the current literature by proposing that generic social services should be at the core of service networks.  
Working towards the integration of social and mental health services, as has been promoted by the Belgian reform of psychiatry and other reforms around the world, is a major priority (W. Leutz, 2005; W. N. Leutz, 1999). It appears that the inter-service level is key to improving social integration. Moreover, focusing on patients with an average level of social integration, who were identified as a priority public in Belgium (Lorant et al., 2015) and are the least frequent users of social services, is a potential complementary solution.  
We must also take into account the potential difficulties involved in coordinating different generic social services. The significant difference between the use of administrative social services and employment services indicates that, despite a high level of need, administrative social services are not linked up with employment services. These connections should be developed in the future.
Ethics Approval 
 “All procedures performed in studies involving human participants were in accordance with the ethical standards of the institutional and/or national research committee and with the 1964 Helsinki declaration and its later amendments or comparable ethical standards.”
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