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Delegation of Functions to Integration Authorities 
 
1. Introduction 

 
The Public Bodies (Joint Working) (Scotland) Act 2014 establishes the legal framework 
for integrating health and social care in Scotland. 
 
The Act requires each Health Board and Local Authority to delegate some of its 
functions to their Integration Authority. By delegating responsibility for health and social 
care functions to the Integration Authority, our objective is to create a single system for 
local joint strategic commissioning of health and social care services, which is built 
around the needs of patients and service users, and which supports whole system 
redesign in favour of preventative and anticipatory care in communities. Guidance on 
joint strategic commissioning is under development. 
 
The regulations that underpin the Act set out which health and social care functions 
and services must be delegated. The Act limits the functions that can be included in the 
must list in regulations to services provided to people over the age of 18. The effect of 
this is that the primary legislation ensures that no children’s health and social care 
services will be required to be integrated; it is up to local systems to decide whether to 
integrate children’s services as well as adult services. 
 
Since the Scottish Government published the consultation on the integration of health 
and social care in May 2012, a key feature of our plans has been that integration must 
include, at least, adult social care, adult primary and community health care, and 
aspects of adult hospital care that offer the best opportunities for service redesign and 
better outcomes. Other services, including children’s health and social care, criminal 
justice and housing, can also be included in integrated arrangements, if there is local 
agreement to do so. 
 
Clearly, given the scale and scope of functions and budgets that will be delegated to 
Integration Authorities, there will be an important role for clinicians and professionals 
across health and social care to ensure that integration effectively contributes to better 
outcomes. Other regulations that support the Act, and which relate to the Integration 
Scheme and membership of the Integration Joint Board, recognise the importance of 
clinical leadership within the process, and set out that health and social care 
professionals from across the system must be directly involved in, and leading, 
integrated arrangements. Guidance on clinical and care governance is under 
development. 
 
This note provides further information on the legislation that sets out the scope of the 
health and social care functions to be included in integration. It describes which health 
and social care functions must and may be integrated under the legislation, to improve 

outcomes for people using health and social care services. 
 
2. General approach to describing functions in the legislation 

 
Health and social care functions are defined in existing legislation for the NHS and 
local government. These regulations set out the extent to which responsibility for health 
and social care will be delegated to the Integration Authority by reference to existing 
statutory functions. However, the approach taken in these regulations is slightly 
different for health and social care functions, for these reasons: 

 
 

http://www.legislation.gov.uk/asp/2014/9/pdfs/asp_20140009_en.pdf
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 Statutory functions of Local Authorities, in relation to social care, generally describe 
fairly clearly the support that they entail, and for whom services are to be provided. 
These regulations set out all the statutory functions that relate to social care and, by 
and large, require delegation of these functions in full to the Integration Authority. 

 

 On the other hand, in health legislation, functions of Health Boards are generally 
described  very broadly. The same statutory function may provide a legal basis for a 
wide range of services (including acute, tertiary and community services, in some 
cases). It is therefore necessary to provide a more limited description of the extent 
to which a particular health function is required to be delegated, in order to make 
clear that a Health Board is, at a minimum, required only to delegate its functions in 
relation to primary care, community care, and certain aspects of acute care. 

 
For these reasons, and for clarity, the regulations include a list of the health services to 
which integration applies, rather than just the functions. The regulations do not include 
a similar list of social care services because existing descriptions in legislation are clear 
enough without the need for an additional list.  

 
3. Social care functions 

 
The Act enables Scottish Ministers to prescribe in regulations the functions of a Local 
Authority that must be delegated to the Integration Authority. The legal framework that 

confers “social care” functions on Local Authorities can be found across a wide range 
of legislation. The range of Local Authority functions that may be delegated, each of 
which relates to social care and social work services, is set out in the schedule in the 
Act. 
 
Ministers’ intention is that that the following social care services provided by Local 
Authorities must be integrated, as they relate to adults: 

 

 Social work services for adults and older people 

 Services and support for adults with physical disabilities and learning disabilities 

 Mental health services 

 Drug and alcohol services 

 Adult protection and domestic abuse 

 Carers support services 

 Community care assessment teams 

 Support services 

 Care home services 

 Adult placement services 

 Health improvement services 

 Aspects of housing support, including aids and adaptions 

 Day services 

 Local area co-ordination 

 Respite provision 

 Occupational therapy services 

 Re-ablement services, equipment and telecare 
 

The regulations list, within the schedule, the statutory functions of Local Authorities that 
relate to these services. Where a particular function provides a legal basis for a slightly 
broader range of services, the regulations make provision to clarify that only the 
services listed above are required to be delegated. Self-directed support, as it relates 
to the services listed above, must be delegated to the Integration Authority. 
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The regulations do not restrict the flexibility for a Local Authority to delegate additional 
services to an Integration Authority, provided that these relate to the functions listed in 
the schedule to the Act. The Act provides a clear limitation, in primary legislation, on 
the Local Authority services that may be delegated. 

 
4. Health functions  
 

Each Health Board must delegate all of its functions as they relate to adult primary and 
community health services, along with a proportion of hospital sector provision. This 
approach builds upon the requirements of the statutory guidance for Community Health 
Partnerships (CHPs). All services set out within the statutory guidance for inclusion in 
CHP arrangements must be delegated to Integration Authorities. Additionally to the 
arrangements under CHPs, each Health Board is required to integrate some of its 
hospital functions. 

 
4.1 Structure of the regulations  
 

The Act does not restrict the Health Board functions that can be included in integrated 
arrangements. Instead, Ministers are empowered to establish, via regulations, the 
scope of functions that a Health Board can delegate. Regulations may also set out 
those functions that must at a minimum be delegated to achieve integration in line with 

the policy. Building on that legislative foundation, the regulations for health functions 
are set out in three lists, or schedules, which cover the following details: 

 

 Schedule 1 sets out all the health functions that may be included in integrated 

arrangements. This list comprises all functions of Health Boards except those 
which, for a particular reason, are inappropriate for inclusion in integration. Column 
A describes the functions which   be integrated and column B lists any necessary 
exclusions or exceptions. 

 

 Schedule 2 sets out a more restrictive list of the health functions that must be 

included in integrated arrangements, insofar as they relate to the services  set out 
in schedule 3. This list is made up of the functions of Health Boards that relate to 
the delivery of health services.  Again, column A describes the functions that must 
be integrated, and column B specifies exclusions and exceptions.  

 

 Schedule 3 sets out the health services that must be included, for the functions 
listed in Schedule 2, in integrated arrangements. Schedule 3 is set out in three 
parts. Part 1 provides an explanation for terms used in the schedule. Part 2 sets 
out which acute hospital services must be included in integration. Part 3 sets out 
which community and primary care health services must be included in integration.  

 
We have, as far as possible, used language within the regulations that resonates with 
existing organisational structures and widely understood terminology, so that people 
working in the NHS can identify clearly those aspects of hospital care that will be 
integrated. 

 
4.2 Are there any health functions that may not be integrated? 

 
Some Health Board functions are not permitted for inclusion with integration. These are 
functions that relate to the provision of education and research facilities of Health 
Boards, employment of health board staff, and some specific duties such as the 
registration of health professionals. These functions are therefore excluded from the 
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list of functions that may be integrated which is set out schedule 1, and they therefore 
cannot be integrated. 
 
Furthermore, tertiary, surgical and trauma aspects of acute care are not required to 

be included within integrated arrangements. Where these services are provided within 
a single Health Board area, they may be integrated if there is local agreement to do so. 
However, services provided on a regional or national basis should not be included in 
integration. Guidance will be issued to make this clear. 

 
Note that, although services provided by General Practitioners are included within the 
scope of integration, contractual arrangements for general medical services cannot be 

integrated, and national negotiation of the GMS contract will continue. The contracting 
function is included within the list of exclusions set out at column B of Schedule 1. This 
means that primary care services will be included within the scope of the Integration 
Authority’s strategic plan, but contracts with GPs will continue to be held by the Health 
Board. 

 
4.3 Hospital services 

 
We have worked with stakeholders and partners to identify which aspects of acute 
hospital care offer the best opportunity for improvement under integration. Our 
conclusion has been that, in terms of hospital services, Integration Authorities should 
be responsible for strategic planning of those services most commonly associated with 
the emergency care pathway, i.e., hospital specialities that exhibit a predominance of 
unplanned bed day use for adults. That is the position that is reflected in the 

regulations, which require delegation of functions relating to these hospital services. 
 
Within the context of integration, we are using “unplanned” to refer to those stays that 
are unplanned and potentially avoidable with the provision of some sort of 
preventative care.   In order to identify which inpatient services offer the greatest 
opportunity to prevent admission and/or reduce length of stay, we have analysed the 
expenditure and bed capacity in Scottish hospitals for each speciality by type of care 
(i.e., planned or unplanned admissions). Annex A shows the results, ranked in order of 
the proportion of expenditure on unplanned care; this analysis forms the basis for the 
content of the regulations  in terms of which hospital functions must be integrated. We 
recognise that not all unplanned admissions are potentially avoidable; at a practical 
level, however, we consider that this approach offers the best mechanism to ensure 
that the focus of integrated health and social care arrangements is on preventative and 
anticipatory care.  

 
We have also looked at patterns of hospital service use in terms of the age of patients. 
Key facts, in terms of population use of hospital services, for 2012/13 are: 

 

 People aged 75+ accounted for 8% of the population and used 43% of all bed days 
in hospital, of which 92% were unplanned; 

 

 87% of all bed days for people aged 75+ were for unplanned admissions;  
 

 The specialties included in schedule 3 account for 77% of all unplanned bed days 
by adults, and for 64% of total expenditure on unplanned care for adults; 

 

 The specialties included in schedule 3 account for 75% of total unplanned 
expenditure, and for 83% of unplanned bed days for people aged 75+; 
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 The specialties included in schedule 3 account for 96% of all delayed bed days in 
2012/13. 

 
Although the NHS does not currently plan separately for elective and unplanned care, 
our hospitals are generally currently managed in distinct directorates based around 
groupings of specialities. For instance, a medical directorate will comprise specialties 
such as general medicine, geriatric medicine, respiratory medicine, rehabilitation 
medicine etc., and similarly for surgical directorates, mental health directorates, etc. 
Health Boards have indicated that requiring them to separate, and plan separately for, 
planned and unplanned care would be difficult In the regulations we therefore do not 
make a distinction between elective and unplanned care, and instead require that all 
inpatient admissions for the specialties in schedule 3 are included. For these 
specialties the proportion of total bed days that are unplanned is so high (all over  89%) 
that they are effectively unplanned inpatient services by default.  
 
By keeping our requirements for inclusion in integration closely aligned to existing 
organisational units, we aim to minimise unhelpful disruption in the operational 
organisation of hospitals, whilst at the same time requiring integrated strategic plans to 
include unplanned care in hospital. The Integration Joint Board is responsible for 
leading the co-production of the strategic plan with the hospital sector, and other 
stakeholders, and for performance in terms of outcomes delivered via the strategic 
plan. 

 
The inpatient hospital services listed under regulation 3, part 2 of Schedule 3, are 
described as “relating to” specific specialities. This wording ensures that what is 
required for inclusion in integration includes other health services, such as, for 
example, pharmaceutical services and AHP services, that are provided in support of 
these specialities, as well as the specialties themselves. At the same time, this 
approach allows Health Boards not to delegate services that are provided to all patients 
as part of hospital care and treatment, but which are not provided by health 
professionals, such as catering and cleaning services. This ensures that clinical 
aspects of unplanned care are integrated but Health Boards are not required to 
disaggregate non-clinical services that operate across the hospital. 
 
Note that not all of the specialities listed in the shaded part of the table at the end of 
this background note are included in part 2 of Schedule 3, which sets out the 
specialties that must be integrated. We have left out specialities that do not lend 
themselves to an integrated approach across health and social care, nor to the type of 
prevention that is particularly associated with better outcomes for people with multi-
morbidity. For example, we have excluded “infectious diseases”. 
 

 
4.4 Are these regulations likely to change over time? 
 

In time, we anticipate that modifications to these aspects of the regulations may be 
required, to keep pace with integration locally. 

 
 
 
INTEGRATION AND RESHAPING CARE DIVISION 
OCTOBER 2014 
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Annex A  Expenditure and bed days by speciality for 2012/13 

 

 
 

Source: 2012/13 NSSIRF mapping analysis 

 
 

 

 

Specialty Elective Non Elective Total Elective Non Elective Total

Unplanned 

expenditure 

as proportion  

of total

£m £m £m Days Days Days %

Accident & Emergency 0.0 14.5 14.5 21 14,325 14,345 99.9%

Geriatric Medicine 12.0 380.6 392.6 43,778 1,322,298 1,366,076 96.9%

General Medicine 21.3 461.5 482.8 25,929 1,113,468 1,139,397 95.6%

Infectious Diseases 1.1 22.3 23.4 1,576 38,145 39,721 95.3%

Palliative Medicine 0.7 12.4 13.1 1,616 27,909 29,525 94.5%

GP Other than Obstetrics 6.6 109.9 116.5 14,798 288,852 303,649 94.3%

General Psychiatry 19.7 280.6 300.3 59,958 683,975 743,933 93.4%

Psychiatry of Old Age 17.0 161.5 178.5 61,836 482,764 544,600 90.5%

Renal Medicine 3.1 28.9 32.0 3,515 47,875 51,390 90.3%

Learning Disability 5.3 46.0 51.4 5,206 68,266 73,472 89.6%

Rehabilitation Medicine 6.3 46.9 53.2 13,581 106,385 119,966 88.2%

Respiratory Medicine 8.4 48.2 56.6 10,125 112,114 122,239 85.1%

Anaesthetics 15.1 56.6 71.8 6,246 30,443 36,689 78.9%

Cardiology 36.2 98.8 135.0 10,138 135,650 145,788 73.2%

Neurology 10.6 12.4 23.0 6,487 14,945 21,432 54.0%

General Surgery (exc Vascular) 203.6 227.5 431.1 124,461 393,937 518,398 52.8%

Vascular Surgery 21.1 20.8 41.9 20,793 46,172 66,965 49.6%

Gastroenterology 26.4 25.3 51.7 8,168 47,497 55,665 49.0%

Neurosurgery 27.3 26.1 53.4 16,927 29,955 46,882 48.9%

Trauma and Orthopaedics 170.2 154.1 324.2 115,920 255,980 371,900 47.5%

Other medical specialties 1.6 1.0 2.6 1,574 2,296 3,870 39.6%

Clinical Oncology 33.7 20.8 54.4 25,264 32,063 57,327 38.2%

Haematology 48.2 27.2 75.3 21,385 33,710 55,095 36.1%

Dermatology 6.5 3.0 9.6 12,024 5,569 17,593 31.8%

Plastic Surgery 35.2 15.1 50.3 13,772 14,429 28,201 30.0%

Ear, Nose & Throat 33.2 12.4 45.6 13,755 18,261 32,016 27.2%

Medical Oncology 29.8 10.9 40.7 5,560 10,333 15,893 26.7%

Rheumatology 9.0 3.1 12.1 5,411 3,767 9,178 25.4%

Urology 67.1 21.4 88.5 43,759 46,736 90,495 24.2%

Cardiac Surgery 45.2 13.8 59.0 23,620 8,881 32,501 23.4%

Gynaecology 63.6 17.0 80.6 33,244 20,786 54,030 21.1%

Oral and Maxillofacial Surgery 18.6 4.7 23.3 9,647 4,237 13,883 20.3%

Thoracic Surgery 16.5 4.2 20.8 12,869 5,362 18,231 20.3%

Oral Surgery & Medicine 3.9 0.7 4.6 663 913 1,577 15.6%

Ophthalmology 67.7 6.2 73.9 6,425 6,626 13,050 8.4%

Dental 0.7 0.0 0.7 48 0 48 0.9%

1,092 2,397 3,489 780,097 5,474,922 6,255,019 68.7%

Occupied Bed DaysExpenditure


