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Abstract. This paper aims at defining a dedicated method to analyse existing 
systems and to implement target models for social and medico-social structures in 
France. Based on GRAI Method, one proposes generic models for decisional 
systems and processes. The first application presented here proves that reference 
models could be used to identify strengths and weaknesses but also specific 
performance indicators more adapted than existing ones. The main observed results 
are an improvement of the added value of service and an optimization of strategic 
management tools. In a second time, we demonstrate that it is necessary to specify 
reference models for each kind of the 15 structures in order to take into account the 
people particularisms on one hand and to improve information system to answer 
efficiently to user needs and institutional requests on the other hand. 

Keywords: performance indicators, business models, medico-social sector, 
modeling, decisional system, process models, quality management 

1   The medico-social service sector 

1.1   Context 

The French social and medico-social service sector is governed by the Social Action 
and Family Code (Code d'Action Sociale et des Familles) revised in 2002 [1]. The 
L312-1 article [2] describes the organisation of the field, as well as its ad hoc actors. 
A typology of 15 potential actors can be drawn like: Institutions or departments 
usually dealing with young people under 18 or 21, Institutions or special schools 
acting as main providers of adapted education and social or medico-social care to 
young people under 18, Health, welfare and social action centres, Institutions or 
departments implementing the educational measures ordered by Court concerning 
delinquents under 18 or under 21, etc. 
 
The field is made up of 35,000 structures and employs nearly three million people as 
well as volunteers and family caregivers in France. Since 2002 France has been 
engaged in a pro-active policy of professionalisation of the field which consists in:  
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� setting up long-term schemes (about disability, cancer, Alzheimer disease, etc), 
� favouring the empowerment of all actors involved through the tutelarization of 

structures, institutions and departments by specialized agencies: the National 
Agency for Performance (ANAP), the National Agency for Assessment (ANESM), 
Regional Health Agencies (ARS)... 

 
The whole medico-social service sector has integrated simultaneously the concept of 
continuous quality improvement, finding its main inspiration in the actions applied in 
the health sector.  

1.2   Issues at stake 

The major issues are of two types. Firstly, the organisational challenges resulting 
from the complexity of medico-social structures. They are caused by the numerous 
processes implemented for the completion of planned activities and also by the nature 
of the service provided which affects the beneficiaries themselves in their personal 
fulfilment. 
Secondly, the issue of management related to the very strong increase of requests by 
institutions to implement continuous quality improvement [3]. This includes the 
development of an assessment cycle combining self-assessment and external 
assessment by an independent organisation. The authorization for an institution to 
work depends on the completion of the whole assessment cycle which consequently 
influences the whole management of the structures. 
Actually, numerous structures have kept traditional organisation methods and find it 
difficult to meet the expectations of/respond to requests by supervisory authorities [4]. 
The challenge of our work is thus to provide a method and a reference model for the 
implementation of a management structure adapted to the social and socio-medical 
service sector which could also integrate all its environmental evolutions. The 
objective is to build a reference model of the system which should lead to an 
implementation process associated to the ad hoc management tools (performance 
indicators). 

1.3   Structuring measures and reference frames  

To support the different actors in their action, ANESM has created guidelines and 
recommendations in addition to the existing reference frames applying to each sector 
of activity. In fact, each federation, sector or grouping of structures has developed its 
own assessment tools in order to take into account the specific contexts and issues at 
stake for each of them: ISO Standards [5], the Angélique referential [6], the 
gerontology quality policy EVA [7], auto evaluation framework for public services 
[8], etc, are examples of the numerous evaluation tools and processes which can be 
used by the managers of socio-medical structures. In this context, it seems 
indispensable to move towards an harmonisation of reference frames in order to 
guarantee the quality of analysis and the homogeneity of results on the one hand, to 
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facilitate the integration of the new standards and professional recommendations 
regularly emerging on the other hand. 
Besides, as aptly pointed out by [9], one confirms the necessity not to tend to 
reference frames (by sector or not), but rather toward operational models which take 
into account the type of users/beneficiaries, their needs and the specificities of the 
structure involved.  

1.4   The medico-social service system 

The classical production system [10] is characterised by: the resources which are 
going to carry out the transformation processes of the product, the products 
circulating in the system on which operations of added value are made, the issues of 
synchronisation and coordination of the availability of the resources and the products, 
an environment with a strong influence on the evolution of the system. 
A number of strong specificities can be noted: 
A very special customer: The customer is also a “product “of the system, if you 
consider the services provided as applying fully to their user. In fact, in some types of 
institutions (residential care homes, ‘Etablissement Hospitalier pour Personnes Agées 
Dépendantes (EHPAD)’ nursing homes, ...), the user is not necessarily supposed to 
get out of the place. Thus, as opposed to what happens in the education system, the 
user may have to stay permanently in the department. We can also consider the case 
of the users of medico-social services who, even if strongly encouraged to play an 
active role in their lives (through personalised projects for example), do not always 
have the capacities to become fully involved in their health paths  [11]. 
Very strong institutional and legal constraints 
Two categories can be considered: 
1. Budgetary constraints as formalised in Tripartite Agreements and/or Aims and 

Means Contract (CPOM: Conventions d'Objectifs et de Moyens), 
2. Constraints related to issues raising ethical concern such as the fight against 

mistreatment or the fight for the respect of the user’s rights and freedoms. 
These constraints shape all professional practices and lead to governance and 
management processes which are specific to the sector [12], [13]: evaluation cycles, 
activity traceability (healthcare and organised activities), etc.  
One of the specificities is that some parts of the support activities are difficult to 
assess: the evaluation of the effectiveness of the actions relies on the analysis of the 
professional who undertakes them.  
Erratic flows 
The movements of the users are also quite specific. They are rare and connected to: 
1. Either the necessity for a professional to intervene (e.g. operation) or the 

completion of a given action (e.g. catering/meals),  
2. Either a choice from the user, sometimes with no particular objective, to move to a 

specific place as users called “outpatients” could do.  
 

Indeed moves are often erratic and the issues of people’s movement and logistics 
focus more on the safety of places and the observance of hygiene rules than on the 
optimisation of logistics flows themselves. 
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Specific care: Healthcare for a user also requires assistance and safety at all times 
[11]. That is why institutions must constantly question their practices in order to 
guarantee optimal service quality, including when the user is in a more « private » 
area. In the health system, the main objective remains the recovery of the patient. 
Other objectives are contingent on the health system (pain relief, end of life care), but 
generally, the patient is meant to get out of the system cured. Concerning the users of 
the medico-social service system, if they can legitimately expect to come back to an 
ordinary background (home, workplace), they do not have the objective to be “cured” 
from their disability or to become younger. This fundamental aspect has a strong and 
double impact. First, it has an impact on activities for each profession: as opposed to 
what happens in the health system, the technical part of work is not always 
predominant, and the assistance and care to the users are generally more important 
than the sheer technical gestures that could be provided to them. Second, it has an 
impact on the professionals of the sector themselves who can quickly become worn-
down by the impression that their work is ineffective. This second impact has a direct 
effect on the management methods used in the social and medico-social service 
sectors. 

2   Business modelling applied to the social sector  

2.1   Method and reference decision model 

Using the GRAI method [14], we consider the medico-social structure as an entity 
which connects the three classical subsystems.  
The decision system offers the following functions in the basic version:  
� Managing human resources, 
� Managing infrastructures, 
� Managing accountancy and cash-flow, 
� Planning / synchronizing. 
Concerning the “activity-oriented” functions, we notice a recurrence of some 
functions such as:  
� Managing healthcare; 
� Managing organised activities and assistance; 
� Managing hospital accommodation and catering. 
The physical system enables to model all activities (in the form of processes) 
implemented by a structure. Once again, the activities are usual ones and include all 
the skills of social workers, medical and paramedical staff: organised activities, 
psychology, healthcare, administration, etc.  
Last, the information system is paramount when considering the growing issues of 
traceability of actions in terms both of how they are carried out and of which budget 
they are charged to. The typical decision grid (figure 1) for a nursing home can be 
found below: it is one of the reference models for decisional systems. The decision-
making process is decentralised for the « activity-oriented » functions requiring 
specific skills (healthcare, organised activities, etc.). It remains centralised in the 
hands of institution management teams, particularly for the support and development 
functions (Human Resources, partnerships) as well as budget and reporting. 
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Fig 1. The reference decisional GRAI grid for a nursing home 
 
Long-term governance remains strongly bound to the environment of the system. 
Indeed, the development of institution relies on budget planning which is largely 
supervised by government-controlled organisations (Departmental Councils and 
Regional Health Authorities in particular). Budgets are closely connected to funding 
(subsidization) conditions for the institutions, and development strategies are 
consequently devised collaboratively with institutional partners. 
The decision grid conceptualizes the monitoring of implemented processes, such as 
‘welcoming patients’, ‘providing care’ for instance. Numerous models of processes 
were built based on GRAI diagram and GRAI actigram such as “welcoming process”, 
or “emergency reception process.  
Each step of the process is controlled by specific procedures. For example, we notice 
that the development of a personalised project is a fundamental step and that 
numerous documents rule this process: National Agency for Assessment (ANESM) 
recommendations, professional standards, etc. These reference models were used to 
specify action plans for the nursing home described here after. 

2.3   Management and performance 

As a rule, governance relies on a certain number of indicators. The most well-known 
apply to the level of dependency (PATHOS tool) dealt with by the institutions:  
� PMP for Pathos Moyen Pondéré (PATHOS tool Weighted Average Dependency) 

[15] is a cost indicator in medical and technical care for a given population, 
� GMP for GIR (Groupe Iso-Ressources) Moyen Pondéré (AGGIR Weighted 

Average Autonomy) [16] is an indicator of the level of autonomy of a given 
population calculated by applying the AGGIR grid to each individual people in the 
group considered.  

These indicators allow decision makers in particular to address supervisory authorities 
in order to negotiate the budgetary allocation keys and the aid amounts. After that, 
numerous indicators (statistics) make the answers to give to the authorities clearer, but 
we notice that institutions rarely read the results with enough precision to infer the 
relevant levers of action in terms of professional practices. 
1. About healthcare, we can mention: the number of bedsores, the number of 

injections, the average duration of care, by patient, etc. 
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2. For institutions providing accommodation: the occupation rate, the turnover rate, 
the checking out rate (with causes/justified), the depth of the waiting list, etc. 

The indicators give results which are essentially statistics referring to specific 
activities. However, they are rarely put in perspective with the (often qualitative) 
objectives of the institution: the social culture of the sector is a natural restraint to this 
initiative. Besides, the indicators asked for by the institutions and the supervisory 
authorities being statistic indicators too, institution management teams often stop at 
this first level of performance assessment. The method of management is thus 
evolving towards a more budgetary approach, which creates tensions with the 
operational level which would prefer a user-centred type of management based on the 
quality of the service rather than financial aspects [17].  
An indicator often required by supervisory authorities can be quoted as an example: 
the number and variety of partnerships signed by an institution. Yet we know that the 
number of partnerships does not prove the relevance of the cooperation and 
collaboration actions undertaken in comparison with the objectives pursued for the 
beneficiary. It seems more appropriate to use an indicator such as the “degree of 
activity of all the stakeholders for the benefit of a user”: This enables to evaluate the 
relevance of undertaken actions contributing to mobilise professionals for the benefit 
of a user in order to maintain and/or improve his/her autonomy.   

2.4   Implementation process 

The modelling of an institution applies following a classical modelling and 
development process in five steps: 

1. Definition of objectives and goals, 
2. Elaboration of existing system models, 
3. Diagnostic of models, 
4. Elaboration of target models, 
5. Elaboration of action plan. 

 
The modelling phase corresponds to a phase of abstraction which enables to translate 
the way an institution works, the way it is organised, and the processes it uses into 
understandable and analysable models. This analysis leads us to build an operating 
mode conceptualized by a set of models called ‘target models’. The implementation 
of these models is conducted through a prioritized action plan.   
Under no circumstances can this action plan be established on the sole and only basis 
of modelling, as the opinion and validation of the professional(s) involved is 
fundamental. The target models are used only for the justification of proposed actions 
and solutions. 

3   Application to the case of an EHPAD nursing home 

We are applying this method to a public nursing home (EHPAD) of 55 beds. The 
level of dependency (GMP) is of 783 and the level of medication (PMP) of 200. The 
institution is in a standard average according to the AGGIR and Pathos grids. In the 
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context of the decree on external evaluation, this institution is making a request for 
external evaluation at the end of the self-evaluation conducted previously. The 
previous method was applied with some adaptations due to the specific context of 
legal external evaluation. One elaborates models of the physical system, called 
‘professional practices’, the information system called ‘organisation’ and the decision 
system called ‘management, cooperation and professional networks’. The figure 3 
shows the process model for user welcoming. 
  
 
 
 
 
 
 
 
 
 
 
 
 
Fig 3. Process model to welcome users 
 
The analysis of models, based on specific GRAI rules, knowledge on best practices 
and ANESM guidelines, enables to establish a level of control over good practices for 
the different points and consequently to identify the areas for potential improvement. 
The analysis of the correlation between the means and needs shows a discrepancy 
between the resources available and the expectations: the growing number of internal 
projects has caused high expenses which have led to a mission drift for the 
professionals involved. As far as models are concerned, this results in too many 
functions for the same people: quality management (management of projects) and 
management of cooperation and external relations. This excess of roles to play 
generates a high activity which places a strain on the structure due to the growing 
mobilisation of professionals to the detriment of the closeness with beneficiaries. 
Another way of analysis was the definition of specific indicators well-adapted to the 
nursing home such as well-feeling rating or dependency degree evolution. These 
indicators were consolidated into scorecard and adapted to each function described 
with the GRAI grid. 

4   Conclusions 

In this paper, we have defined the main characteristics of social and medico-social 
services organisations in order to put forward clear possible models. The 
implementation of the GRAI method enables to elaborate models specific to the 
different activities in this sector.  
A set of models could be developed to demonstrate the applicability of the method to 
this context and the interest it represents to build specific reference models adapted to 
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the type of users for these institutions. The creation of reference models for each 
sector constitutes a basis for the development of tools and methods to assist in the 
management of social and medico-social services institutions: systems of dedicated 
performance indicators, reference processes, guides of managerial and organisational 
good practices, adapted information systems, etc., are examples of tools that we will 
be able to define and implement. This leads us to think that there is a real opportunity 
of development and research in this evolving sector. 
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