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The Accounts Commission
The Accounts Commission is the public spending watchdog for local 
government. We hold councils in Scotland to account and help them improve. 
We operate impartially and independently of councils and of the Scottish 
Government, and we meet and report in public.

We expect councils to achieve the highest standards of governance and 
financial stewardship, and value for money in how they use their resources 
and provide their services.

Our work includes:

•	 securing and acting upon the external audit of Scotland’s councils  
and various joint boards and committees

•	 assessing the performance of councils in relation to Best Value and 
community planning

•	 carrying out national performance audits to help councils improve  
their services

•	 requiring councils to publish information to help the public assess  
their performance.

You can find out more about the work of the Accounts Commission on  
our website: www.audit-scotland.gov.uk/about-us/accounts-commission 

Auditor General for Scotland
The Auditor General’s role is to:

•	 appoint auditors to Scotland’s central government and NHS bodies

•	 examine how public bodies spend public money

•	 help them to manage their finances to the highest standards 

•	 check whether they achieve value for money. 

The Auditor General is independent and reports to the Scottish Parliament  
on the performance of:

•	 directorates of the Scottish Government  

•	 government agencies, eg the Scottish Prison Service,  
Historic Environment Scotland 

•	 NHS bodies

•	 further education colleges 

•	 Scottish Water 

•	 NDPBs and others, eg Scottish Police Authority, Scottish Fire and  
Rescue Service.

You can find out more about the work of the Auditor General on our website: 
www.audit-scotland.gov.uk/about-us/auditor-general 

Audit Scotland is a statutory body set up in April 2000 under the Public 
Finance and Accountability (Scotland) Act 2000. We help the Auditor General 
for Scotland and the Accounts Commission check that organisations 
spending public money use it properly, efficiently and effectively.

http://www.audit-scotland.gov.uk/about-us/auditor-general
http://www.audit-scotland.gov.uk/about-us/accounts-commission
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Key facts

Almost
£9

billion

Health and social care 
resources directed 
by Integration  
Authorities

>30%

<70%

Integration  
Authority 
funding comes 
from the NHS

Funding comes 
from local 
authorities

31

Integration Authorities 
established through 
partnerships between 
the 14 NHS boards and 
32 councils in Scotland

8.4
per cent

Increase in 
required 
savings from 
2016/17

£222.5
million

Savings Integration 
Authorities needed to 
achieve in 2017/18
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Summary

several 
significant 
barriers must 
be overcome 
to speed up 
change

Key messages

1 Integration Authorities (IAs) have started to introduce more 
collaborative ways of delivering services and have made improvements 
in several areas, including reducing unplanned hospital activity and 
delays in discharging people from hospital. People at the end of their 
lives are also spending more time at home or in a homely setting, 
rather than in hospital. These improvements are welcome and show 
that integration can work within the current legislative framework, but 
IAs are operating in an extremely challenging environment and there is 
much more to be done.

2 Financial planning is not integrated, long term or focused on 
providing the best outcomes for people who need support. This is 
a fundamental issue which will limit the ability of IAs to improve the 
health and social care system. Financial pressures across health and 
care services make it difficult for IAs to achieve meaningful change. 
IAs were designed to control some services provided by acute 
hospitals and their related budgets. This key part of the legislation has 
not been enacted in most areas.

3 Strategic planning needs to improve and several significant barriers 
must be overcome to speed up change. These include: a lack of 
collaborative leadership and strategic capacity; a high turnover in IA 
leadership teams; disagreement over governance arrangements; and 
an inability or unwillingness to safely share data with staff and the 
public. Local areas that are effectively tackling these issues are making 
better progress. 

4 Significant changes are required in the way that health and care 
services are delivered. Appropriate leadership capacity must be in 
place and all partners need to be signed up to, and engaged with, the 
reforms. Partners also need to improve how they share learning from 
successful integration approaches across Scotland. Change cannot 
happen without meaningful engagement with staff, communities 
and politicians. At both a national and local level, all partners need to 
work together to be more honest and open about the changes that are 
needed to sustain health and care services in Scotland.
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Recommendations

It is not possible for one organisation to address all the issues raised in this 
report. If integration is to make a meaningful difference to the people of 
Scotland, IAs, councils, NHS boards, the Scottish Government and COSLA 
need to work together to address six areas outlined below.

Commitment to collaborative leadership and building relationships

The Scottish Government and COSLA should:

•	 ensure that there is appropriate leadership capacity in place to 
support integration 

•	 increase opportunities for joint leadership development across the 
health and care system to help leaders to work more collaboratively.

Effective strategic planning for improvement

Integration Authorities, councils and NHS boards should work together to:

•	 ensure operational plans, including workforce, IT and organisational 
change plans across the system, are clearly aligned to the strategic 
priorities of the IA

•	 monitor and report on Best Value in line with the requirements of the 
Public Bodies (Joint Working) (Scotland) Act 2014.

The Scottish Government should: 

•	 ensure that there is a consistent commitment to integration across 
government departments and in policy affecting health and social 
care integration. 

Integrated finances and financial planning 

The Scottish Government should:

•	 commit to continued additional pump-priming funds to facilitate local 
priorities and new ways of working which progress integration. 

The Scottish Government and COSLA should:

•	 urgently resolve difficulties with the ‘set-aside’ aspect of the Act. 

The Scottish Government, COSLA, councils, NHS boards and Integration 
Authorities should work together to:

•	 support integrated financial management by developing a longer-
term and more integrated approach to financial planning at both a 
national and local level. All partners should have greater flexibility in 
planning and investing over the medium to longer term to achieve 
the aim of delivering more community-based care. 

Integration Authorities, councils and NHS boards should work together to:

•	 view their finances as a collective resource for health and social care 
to provide the best possible outcomes for people who need support.
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Agreed governance and accountability arrangements

The Scottish Government and COSLA should: 

•	 support councillors and NHS board members who are also 
Integration Joint Board members to understand, manage and reduce 
potential conflicts with other roles. 

The Scottish Government, COSLA, councils, NHS boards and Integration 
Authorities should work together to:

•	 agree local responsibility and accountability arrangements where 
there is disagreement over interpretation of the Public Bodies (Joint 
Working) (Scotland) Act 2014 and its underpinning principles. 
Scenarios or examples of how the Act should be implemented should 
be used which are specific to local concerns. There is sufficient scope 
within existing legislation to allow this to happen.

Ability and willingness to share information 

The Scottish Government and COSLA should: 

•	 monitor how effectively resources provided are being used and share 
data and performance information widely to promote new ways of 
working across Scotland. 

The Scottish Government, COSLA, councils, NHS boards and Integration 
Authorities should work together to:

•	 share learning from successful integration approaches across 
Scotland 

•	 address data and information sharing issues, recognising that in 
some cases national solutions may be needed

•	 review and improve the data and intelligence needed to inform 
integration and to demonstrate improved outcomes in the future. 
They should also ensure mechanisms are in place to collect and 
report on this data publicly.

Meaningful and sustained engagement

Integration Authorities, councils and NHS boards should work together to:

•	 continue to improve the way that local communities are involved 
in planning and implementing any changes to how health and care 
services are accessed and delivered.
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Introduction

the reforms 
affect 
everyone 
who receives, 
delivers and 
plans health 
and social 
care services 
in Scotland

Policy background

1. The Public Bodies (Joint Working) (Scotland) Act, 2014 (the Act) is intended 
to ensure that health and social care services are well integrated, so that people 
receive the care they need at the right time and in the right setting, with a focus 
on community-based, preventative care. The reforms affect everyone who 
receives, delivers and plans health and care services in Scotland. The Act requires 
councils and NHS boards to work together to form new partnerships, known as 
Integration Authorities (IAs). There are 31 IAs, established through partnerships 
between the 14 NHS boards and 32 councils in Scotland. 

2. As part of the Act, new bodies were created – Integration Joint Boards (IJBs) 
(Exhibit 1, page 9). The IJB is a separate legal entity, responsible for the 
strategic planning and commissioning of the wide range of health and social care 
services across a partnership area. Of the 31 IAs in Scotland, 30 are IJBs and 
one area, Highland, continues with a Lead Agency model which has operated 
for several years. In Highland, the NHS board and council each lead integrated 
services. Clackmannanshire and Stirling councils have created a single IA with 
NHS Forth Valley. You can find more information about integration arrangements 
in our short guide .

3. Each IA differs in terms of the services they are responsible for and local needs 
and pressures. At a minimum, IAs need to include governance, planning and 
resourcing of social care, primary and community healthcare and unscheduled 
hospital care for adults. In some areas, partners have also integrated children’s 
services and social work criminal justice services. Highland Lead Agency, 
Dumfries and Galloway IJB, and Argyll and Bute IJB have also integrated planned 
acute health services. IAs became operational at different times but were all 
established by April 2016. The policy context for IAs is continually changing, and 
many policies have an impact on IAs, such as the new GP contract and changes 
to payments for social care services.

About this audit 

4. This is the second of three national performance audits of health and social 
care integration following the introduction of the Act. The aim of this audit is 
to examine the impact public bodies are having as they integrate health and 
social care services. The report sets out six areas which need to be addressed 
if integration is to make a meaningful difference to the people of Scotland. 
This audit does not focus in detail on local processes or arrangements and it 
complements the programme of strategic inspections by the Care Inspectorate 
and Healthcare Improvement Scotland.1 Appendix 1 (page 41) has more 
details about our audit approach and Appendix 2 (page 42) lists the members 
of our advisory group who provided help and advice throughout the audit.

What is integration? 
A short guide to the 
integration of health 
and social care 
services in Scotland

http://www.audit-scotland.gov.uk/report/what-is-integration-a-short-guide-to-the-integration-of-health-and-social-care-services-in
http://www.audit-scotland.gov.uk/report/what-is-integration-a-short-guide-to-the-integration-of-health-and-social-care-services-in


Introduction﻿  | 9

5. Appendix 3 (page 43) summarises progress against the recommendations 
in our first audit, which looked at transitional arrangements and highlighted several 
risks that needed to be addressed.2 We will carry out a third audit in this series 
later in our work programme, which will report on the impact that integration has 
had and how health and social care resources are used.

Exhibit 1
Integration Joint Boards
There are 30 Integration Joint Boards across Scotland.

Source: Audit Scotland

Accountable to:
Scottish ministers and the 
Scottish Parliament, and 
ultimately the electorate

NHS board
•   Delegates specific 

services to the IJB 
•   Provides money and 

resources

Accountable to:
the electorate 

Council
•   Delegates specific 

services to the IJB
•   Provides money and 

resources

Jointly accountable to:
council and NHS board 
through its voting 
membership and reporting 
to the public

IJB
•   Responsible for planning 

health and care services
•   Has full power to decide 

how to use resources and 
deliver delegated services 
to improve quality and 
people’s outcomes

NHS board and 
council accountable 
to IJB for the 
delivery of services 
as directed

IJB accountable 
for overseeing the 
delivery of services

Level of operational 
responsibility 

IJB

NHS board  
and councilService delivery

•   IJB directs the NHS board and 
council to deliver services

•   The extent of the IJB’s 
operational responsibility for 
delivering services is defined by 
the level of detail included in its 
directions to each partner.  
The more detailed its directions, 
the more it will monitor 
operational delivery. 
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Part 1
The current position

there is 
evidence that 
integration 
is enabling 
joined up and 
collaborative 
working

Integration Authorities oversee almost £9 billion of health and 
social care resources 

6. Our findings show that integration can work and that the Act can be used  
to advance change. Although some initiatives to integrate services pre-date the 
Act, there is evidence that integration is enabling joined up and collaborative 
working. This is leading to improvements in performance, such as a reduction in 
unplanned hospital activity and delays in hospital discharges. But there is much 
more to be done.

7. IAs are responsible for directing almost £9 billion of health and social care 
resources, money which was previously separately managed by NHS boards and 
councils (Exhibit 2, page 11). Over 70 per cent of this comes from the NHS, 
with the remainder coming from councils. As with councils and NHS boards, 
IAs are required to find efficiency savings from their annual budgets to maintain 
financial balance. Demands on services combined with financial pressures have 
led to many IJBs struggling to achieve this balance, with many needing additional 
financial contributions from partner organisations. 

8. Each IA is underpinned by an integration scheme. This is the agreement 
between the council and the NHS board which shows how the IA will operate. 
For example, the scheme sets out arrangements for dealing with any budget 
overspends, which usually involves implementing a recovery plan. As local 
government bodies, IJBs can hold reserves if permitted by their integration 
schemes, although not all schemes allow this. Reserves are amounts of money 
that are built up from unspent budgets for use in future years. Generally, reserves 
are used for one of three purposes: 

•	 as a working balance to help prevent the impact of uneven cash flows 

•	 as a contingency to cushion the impact of unexpected events or 
emergencies 

•	 held to fund known or predicted future requirements – often referred to as 
‘earmarked reserves’.3
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Financial pressures make it difficult for IAs to make sustainable 
changes to the way services are delivered 

9. The Act was intended to help shift resources away from the acute hospital 
system towards preventative and community-based services. However, there is 
still a lack of agreement about whether this is achievable in practice – or whether 
rising demand for hospital care means that more resource is needed across the 
system. We have seen some examples of small-scale changes in the balance of 
care, which are explored further in Part 2 (page 23). These examples show 
that change can be achieved, but IAs now need to take the next steps to achieve 
wider-scale impact on outcomes over the coming years. 

10. IAs needed to achieve savings of £222.5 million in 2017/18. This is an 
increase of 8.4 per cent on the previous year and is 2.5 per cent of the 
total allocation to IAs from NHS boards and councils. The level of savings, 
as a percentage of IA income, varied from 0.5 per cent in Moray, Orkney, 
Renfrewshire and South Lanarkshire, to 5.3 per cent in Shetland and 6.4 per cent 
in Highland Lead Agency. In several instances, budgets were agreed at the start 
of the financial year based on achieving savings which had yet to be identified. 

Exhibit 2
Resources for integration
IAs are responsible for directing significant health and social care resources.

£2.4bn
allocated from 
councils

£5.9bn
allocated from 
NHS boards

£2.4bn
allocated from 
councils

£5.7bn
allocated from 
NHS boards

Lead Agency – the allocation for Highland Health and Social Care Services was: 
£595 million in 2016/17          |          £619 million in 2017/18

2016/17 2017/18

£8.2 
billion 

allocated to IJBs

£8.3
billion

allocated to IJBs 

£8.1 
billion 

allocated to IJBs

£8.3
billion

allocated to IJBs 

Note: Council allocations in 2016/17 and 2017/18 include criminal justice social work contribution.

Source: Audit Scotland, 2018
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				2016/17		2016/17		2016/17		2017/18		2017/18		2017/18

				Allocation from NHS (£000)		Allocation from councils (£000)		Total (£000)		Allocation from NHS (£000)		Allocation from councils (£000)		Total (£000)

		Aberdeen City		222,584		93,258

Citrix Server Local Admin: Contains £4,795k of income disclosed as 'Other income' in the 2017/18 audited accounts		315,842		217,687		90,031

Citrix Server Local Admin: Contains £4,862k of income disclosed as 'Other income' in the 2017/18 audited accounts
		307,718

		Aberdeenshire		199,551

Citrix Server Local Admin: Contains £8,365k of income disclosed as 'Other income' in the 2017/18 audited accounts		102,395		301,946		202,719

Citrix Server Local Admin: Contains £3,473k of income disclosed as 'Other income' in the 2017/18 audited accounts		103,946		306,665

		Angus		117,837		44,026		161,863		120,366		43,145		163,511

		Argyll & Bute		203,409		56,207		259,616		207,113		57,579		264,692

		Clackmannanshire & Stirling		130,759		49,112		179,871		133,159		47,480		180,639

		Dumfries & Galloway		221,572		63,913		285,485		292,669		60,077		352,746

		Dundee City		179,717		84,067		263,784		176,871		84,881		261,752

		East Ayrshire		136,323		74,605		210,928		144,764		76,458		221,222

		East Dunbartonshire		96,797		50,963		147,760		99,721		51,910		151,631

		East Lothian		109,600		44,290		153,890		114,734		44,589		159,323

		East Renfrewshire		90,952		47,030		137,982		94,049		45,625		139,674

		Edinburgh		486,410		193,444		679,854		511,593		197,884

Citrix Server Local Admin: Contains £527k of income disclosed as 'Other income' in the 2017/18 audited accounts		709,477

		Eilean Siar		38,356		19,660		58,016		39,128		19,726		58,854

		Falkirk		150,368		62,262		212,630		152,559		60,464		213,023

		Fife		394,900		143,465		538,365		409,564		145,134		554,698

		Glasgow City		753,167		401,509		1,154,676		777,690		390,400		1,168,090

		Highland						595,000						619,000

		Inverclyde		95,616		52,407		148,023		99,568		47,321		146,889

		Midlothian		96,250		38,234		134,484		99,233		38,805		138,038

		Moray		83,436		41,252		124,688		84,892		40,070		124,962

		North Ayrshire		157,434		82,382		239,816		168,804		89,346		258,150

		North Lanarkshire		424,242		168,912		593,154		434,360		170,002		604,362

		Orkney		16,840		17,836		34,676		31,358		18,270		49,628

		Perth & Kinross		145,698		48,229		193,927		147,144		46,924		194,068

		Renfrewshire		162,436		79,087		241,523		162,925		82,500		245,425

		Scottish Borders		123,529		42,237		165,766		125,250		50,040		175,290

		Shetland		25,866

Citrix Server Local Admin: Contains £1,434k of income disclosed as 'Other income' in the 2017/18 audited accounts		19,552		45,418		26,779

Citrix Server Local Admin: Contains £1,884k of income disclosed as 'Other income' in the 2017/18 audited accounts		20,550		47,329

		South Ayrshire		138,637		68,401		207,038		140,009		73,359		213,368

		South Lanarkshire		374,705		116,775		491,480		382,021		113,564		495,585

		West Dunbartonshire		99,965		62,216

Citrix Server Local Admin: Contains £702k of income disclosed as 'Other income' in the 2017/18 audited accounts						

Citrix Server Local Admin: Contains £527k of income disclosed as 'Other income' in the 2017/18 audited accounts		

Citrix Server Local Admin: Contains £4,795k of income disclosed as 'Other income' in the 2017/18 audited accounts		

Citrix Server Local Admin: Contains £8,365k of income disclosed as 'Other income' in the 2017/18 audited accounts				162,181		105,821		61,474

Citrix Server Local Admin: Contains £927k of income disclosed as 'Other income' in the 2017/18 audited accounts		

Citrix Server Local Admin: Contains £4,862k of income disclosed as 'Other income' in the 2017/18 audited accounts
		

Citrix Server Local Admin: Contains £3,473k of income disclosed as 'Other income' in the 2017/18 audited accounts				167,295

		West Lothian		176,526		60,584		237,110		185,904		64,457		250,361



		TOTAL		5,653,482		2,428,310		8,676,792		5,888,454		2,436,011		8,943,465



		Source: 2016/17 and 2017/18 audited IJB accounts





Auditor General and Accounts Commission
Exhibit 2 - background data
Exhibit 2 - background data



12 |

Financial position
11. It is not easy to set out the overall financial position of IAs. This is due to 
several factors, including the use of additional money from partner organisations, 
planned and unplanned use of reserves, late allocations of money and delays in 
planned expenditure. This makes it difficult for the public and those working in the 
system to understand the underlying financial position.

12. In 2017/18, IJBs reported an overall underspend of £39.3 million. This 
represented 0.4 per cent of their total income allocation for the year.4 However, this 
masks a much more complex picture of IJB finances. Appendix 4 (page 47) 
sets out more details about the financial position of IJBs in 2017/18. Many IAs have 
struggled to achieve financial balance at the year-end. The reasons for this vary but 
include rising demand for services, financial pressures and the quality of financial 
planning. In 2017/18, this resulted in several IJBs needing additional, unplanned 
allocations from their partners and adding to, or drawing on, reserves as follows:

•	 17 needed additional money from NHS boards amounting to £33.3 million

•	 11 needed additional money from councils amounting to £19.1 million

•	 eight drew on reserves amounting to £9.1 million

•	 14 put money into reserves, amounting to £41.9 million. 

13. Twenty-two IJBs are required by their integration schemes to produce a 
recovery plan if they forecast an overspend on their annual budget. Several 
IAs have had to produce recovery plans and are finding it harder to achieve the 
actions contained within them:

•	 In 2016/17, 11 IJBs needed to draw up a recovery plan. Of these, four 
IJBs achieved the actions set out in their recovery plans, but the remaining 
seven needed additional allocations from either their council or NHS board. 

•	 In 2017/18, 12 IJBs needed to produce a recovery plan but only two 
achieved their recovery plans in full. In some cases, where additional 
allocations are required, the integration scheme allowed the NHS board 
or council to reduce the following year’s allocation to the IJB by the same 
amount. In these circumstances there is a risk that IJBs will not have 
sufficient resources to deliver the services needed in future years. 

14. An IA’s integration scheme states how the IA will manage any year-end 
overspend and the responsibilities of the NHS board and council. For example, 
Fife IJB’s integration scheme states that any overspend will be funded by partner 
bodies based on the proportion of their current year contributions to the IJB. In 
2017/18, this meant that NHS Fife and Fife Council agreed to make additional 
contributions of 72 per cent and 28 per cent respectively.

15. The Highland Lead Agency model is also facing financial pressures. In 
2017/18, NHS Highland overspent on adult social care services by £6 million. This 
was largely due to pressures on Highland Lead Agency adult social care services. 
This contributed to NHS Highland needing a loan of £15 million from the Scottish 
Government in 2017/18. Due to the way the Lead Agency model was established 
and the underlying agency agreement, the risks all rest with NHS Highland. Any 
increases in costs must be met by the NHS board.
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16. Fourteen IJBs reported underspends in 2017/18 and these have arisen 
for a variety of reasons, for example: achieving savings earlier than expected; 
contingencies not being required; slippages in spending plans and projects;  
and staff vacancies. 

Reserves
17. The level of reserves held varies across IJBs, and not all integration schemes 
allow IJBs to hold reserves (Exhibit 3). In 2017/18, IJBs had built up reserves 
of £125.5 million, 1.5 per cent of their total income. This is not always a planned 
approach, and in some areas, reserves have arisen for several reasons including: 
the IJB receiving a late allocation of money; unspent strategic funding; staff 
vacancies; or year-end timing differences where money is received and allocated 
but unspent. Eilean Siar held the highest level of reserves as a percentage of its 
income at 10.3 per cent. The pressures on IJB budgets and the savings they 
need to achieve are significant, therefore the level of reserves in 2017/18 is not 
forecast to continue in future. 

Exhibit 3
Reserves held by IJBs in 2017/18
There are significant differences in the levels of reserves held by IJBs.
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		Health and Social Care Integration - Update on progress (November 2018)

		Exhibit 3

		Reserves held by IJBs in 2017/18

				2017/18 total reserve (£000)		2017/18 total income (£000)		Reserve as a proportion of income

		Aberdeen City		8,307		307,718		2.7%

		Aberdeenshire		0		306,665		0.0%

		Angus		962		163,511		0.6%

		Argyll & Bute		104		264,692		0.0%

		Clackmannanshire & Stirling		2,359		180,639		1.3%

		Dumfries & Galloway		6,811		352,746		1.9%

		Dundee		4,560		261,752		1.7%

		East Ayrshire		788		221,222		0.4%

		East Dunbartonshire		4,087		151,631		2.7%

		East Lothian		0		159,323		0.0%

		East Renfrewshire		4,809		139,674		3.4%

		Edinburgh		8,352		709,477		1.2%

		Eilean Siar		6,054		58,854		10.3%

		Falkirk		6,490		213,023		3.0%

		Fife		0		554,698		0.0%

		Glasgow		31,376		1,168,090		2.7%

		Highland		0		619,000		0.0%

		Inverclyde		5,796		146,889		3.9%

		Midlothian		900		138,038		0.7%

		Moray		847		124,962		0.7%

		North Ayrshire		-5,807		258,150		-2.2%

		North Lanarkshire		18,200		604,362		3.0%

		Orkney		0		49,628		0.0%

		Perth and Kinross		0		194,068		0.0%

		Renfrewshire		3,442		245,425		1.4%

		Scottish Borders		0		175,290		0.0%

		Shetland		364		47,329		0.8%

		South Ayrshire		2,247		213,368		1.1%

		South Lanarkshire		8,278		495,585		1.7%

		West Dunbartonshire		6,142		167,295		3.7%

		West Lothian		0		250,361		0.0%



		TOTAL		125,468		8,943,465		1.5%

		Source: 2017/18 audited IJB accounts





Auditor General and Accounts Commission
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Hospital services have not been delegated to IAs in most areas 

18. A key part of the reforms is that IJBs would direct some services provided 
directly within acute hospitals, to move care closer to people’s homes and provide 
more joined-up care. Integration schemes, as approved by ministers, state 
that hospital services will be delegated to the IJB, as required under the Act. 
However, in practice, in most areas, the services have not been delegated. This 
has been a major source of debate and disagreement at a national and local level 
and is a fundamental issue which will hinder IJBs' ability to change the system. 

19. The money for functions that are provided by large hospitals but are 
delegated to IJBs, such as unplanned care, is referred to as a ‘set-aside’ budget. 
Instead of paying this money to the IJBs along with payment for other delegated 
services, it is identified as a budget which should be directed by the IJB. The 
complexities around accurately preparing set-aside budgets has presented 
challenges to fulfilling this element of the Act. To date, the set-aside aspect of 
the Act is not being implemented. In line with Scottish Government guidance, 
NHS boards continue to manage the set-aside as part of their own resources.

20. In 2017/18, £809.3 million was included within IJBs’ budgets for set-aside 
(where they were able to include a set-aside figure). This is 9.0 per cent of  
IJBs’ income and is therefore a significant element of the health and social care 
budget that is not being directed by the IJBs. If IJBs are to use resources more 
strategically to prioritise prevention and care in a community setting, this issue 
needs to be resolved. 

21. There are several reasons why all partners have struggled with this aspect of 
the Act, including fundamental issues in the data available to analyse set-aside-
related activities. However, these technical issues do not appear to be the main 
issue. The main problem is a lack of common understanding and agreement on 
how to identify the set-aside budget and shared agreement on how to implement 
this aspect of the legislation. 

Monitoring and public reporting on the impact of integration 
needs to improve 

22. The context for integration is challenging, with many public bodies trying to 
work in partnership to achieve major changes while at the same time managing 
rising demand for services, financial pressures and continuing to deliver services 
and treat people. As we reported in NHS in Scotland 2018 , the number of 
patients on waiting lists for treatment continues to rise while performance against 
targets is declining and an increasing number of NHS boards are struggling 
to deliver with the resources they have.5 We have also reported that local 
government operates in an increasingly complex and changing environment with 
increasing levels of uncertainty.6 

23. A significant number of measures are being used to monitor national and local 
progress which means IAs are reporting against a range of different measures to 
demonstrate progress (Exhibit 4, page 16). For the public to understand how 
the changes are working at a Scotland-wide level, these indicators need to be 
presented in a clear and transparent way. 

http://www.audit-scotland.gov.uk/report/nhs-in-scotland-2018
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24. It is important that the Scottish Government can demonstrate that resources 
provided have led to improvements in outcomes, in line with its national health 
and wellbeing outcomes. These outcomes are the Scottish Government’s high-
level statements of what health and social care partners are attempting to achieve 
through integration. These national outcomes are not being routinely reported at a 
national level, although IAs refer to them as part of their annual performance reports. 

25. The Scottish Government introduced the National Performance 
Framework (NPF) in 2007 and launched a new framework in 2018. The NPF is 
made up of 11 national outcomes, each with indicators and aligned to the United 
Nations’ sustainable development goals. There is a clear alignment between the 
aims of integration and several of the outcomes and indicators.7

26. The Ministerial Strategic Group for Health and Community Care brings 
together representatives from the Scottish Government, NHS, local government 
and IAs to monitor a set of six national indicators. These are used as indicators 
of the impact of IAs (Exhibit 5, page 18). These measures focus on the aim 
of integration helping to care for more people in the community or their own 
homes and reducing unnecessary stays in hospital. While these measures focus 
on health, performance can only improve with input from health and social care 
services. One of the six national indicators is supported by two measures: A&E 
attendances and achievement of the four-hour A&E waiting time target  
(3a and 3b at Exhibit 5, page 18).

27. Four of the indicators show improved performance, but there is significant 
local variation in performance between IAs. The performance measures do 
not themselves provide a direct indication of whether people’s outcomes have 
improved, although they do represent key aspects of care which should ultimately 
improve people’s lives.
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Exhibit 4
Health and wellbeing outcomes and indicators
A significant number of measures are being used to monitor local and national progress.

National Performance Framework

Purpose
To focus on creating a more 
successful country, with 
opportunities for all of Scotland to 
flourish, through sustainable and 
inclusive economic growth

Values 
We are a society which treats all  
our people with kindness, dignity  
and compassion, respects the rule 
of law, and acts in an open and 
transparent way

11 outcomes and 81 national 
indicators, for example:

    Outcome: We are healthy and active

    Indicators: Healthy life expectancy, 
mental wellbeing, healthy weight, 
health risk behaviours, physical 
activity, journeys by active travel, 
quality of care experience, work-
related ill health, premature mortality

    Sustainable development goals: 
gender equality, reduced inequalities, 
responsible consumption and 
production, good health and wellbeing

9 national health and wellbeing outcomes

    People are able to look after and 
improve their own health and 
wellbeing and live in good health  
for longer

    People, including those with 
disabilities or long-term conditions, or 
who are frail, are able to live, as far as 
reasonably practicable, independently 
and at home or in a homely setting in 
their community

      People who use health and 
social care services have positive 
experiences of those services, and 
have their dignity respected

     Health and social care services are 
centred on helping to maintain or 
improve the quality of life of people 
who use those services

    Health and social care services 
contribute to reducing health 
inequalities

    People who provide unpaid care are 
supported to look after their own 
health and wellbeing, including to 
reduce any negative impact of their 
caring role on their own health and 
wellbeing

    People using health and social care 
services are safe from harm

     People who work in health and social 
care services feel engaged with the 
work they do and are supported to 
continuously improve the information, 
support, care and treatment they 
provide

     Resources are used effectively and 
efficiently in the provision of health 
and social care services

Cont.
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Exhibit 4 (continued)

12 principles within the Act

    Be integrated from the point of view 
of the people who use services

      Take account of the particular needs 
of service users in different parts of 
the area in which the service is being 
provided 

    Respect rights of service users

    Protect and improve the safety of 
service users

       Improve the quality of the service

     Best anticipate needs and prevent 
them arising

     Take account of the particular needs 
of different service users

     Take account of the particular 
characteristics and circumstances of 
different service users

    Take account of the dignity of service 
users

    Take account of the participation by 
service users in the community in 
which service users live

     Is planned and led locally in a 
way which is engaged with the 
community

     Make best use of the available 
facilities, people and other resources

6 national indicators

    Acute unplanned bed days

    Emergency admissions

    A&E performance (including  
four-hour A&E waiting time and  
A&E attendances)

    Delayed discharge bed days

    End of life spent at home or in the 
community

    Proportion of over-75s who are living 
in a community setting

Various local priorities, performance indicators  
and outcomes

Source: Audit Scotland
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Exhibit 5
National performance against six priority areas
National performance shows signs of improvement in some of the six key national indicators.

1. Acute unplanned bed days
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The number of acute unplanned bed days has 
reduced since 2014/15

2. Emergency admissions Integration aims to ensure that people's health 
and care needs are anticipated and planned 
appropriately, reducing unplanned hospital activity

The number of emergency admissions has risen 
each year since 2014/15

In 2017/18, local performance varied from  
0.08 emergency admissions per head of population in 
NHS Orkney to 0.15 in NHS Ayrshire and Arran
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3a. A&E attendances A&E attendances can be an indication of the degree 
to which community services are helping people 
receive care in the right place at the right time. 

The number of A&E attendances has marginally 
increased since 2014/15 

In 2017/18, local performance varied from 0.2 A&E 
attendances per head of population in NHS Grampian 
to 0.4 in NHS Greater Glasgow and Clyde
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3b.  Achievement of the four-hour A&E waiting time target
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The achievement of the four-hour waiting time target 
has declined since 2014/15

Local performance varied in 2017/18 from 98.0%  
NHS Tayside to 75.4% NHS Lothian

4.  Delayed discharge bed days (for population aged 18+)
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494,123527,099 Reducing delays in discharging people from hospital 
has been a long-standing aim for health and care 
services. With rising demand, some areas have 
struggled with this. Due to changes in data collection, 
comparable data is only available for two years.

Delayed discharge rates have fallen since 2016/17

In 2017/18, local performance varied from 2.5% in 
Inverclyde to 26.5% in Eilean Siar delayed discharge 
bed days as a percentage of their population (18+)

Cont.



Part 1. The current position  | 19

5.  End of life spent at home or in the community
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Integration aims to support people with health and 
care needs in their own home or in a community 
setting, especially at the end of life.

A gradual increase in the percentage of people's time 
spent at home or in a homely setting at the end of 
their life

In 2017/18, local performance varied from 95.1% of 
people's time spent at home or in a homely setting 
at the end of their life in Shetland to 85.2% in East 
Renfrewshire

6. Percentage of 75+ population in a community or institutional setting
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Integration aims to shift the balance of care from an 
institutional setting to a community setting. 

There has been a slight increase in the percentage 
of individuals aged over 75 who are living in a 
community setting. This is in line with the intentions 
of the Act. 

Notes: 

Indicator 1 
1.  These statistics are derived from data collected on discharges from 

non-obstetric and non-psychiatric hospitals in Scotland. Only patients 
treated as inpatients or day cases are included. The specialty of 
geriatric long stay is excluded.

2.  Bed days for each year have been calculated based on the year in 
which the bed days were occupied. This differs from other analysis 
where length of stay or occupied bed days are reported by the year 
of discharge. 

3.  Unscheduled bed days relate to all occupied bed days within a 
continuous hospital stay following an emergency or urgent admission. 

4.  The Scotland total presented is the sum of all those resident in IA 
areas and excludes non-Scottish residents. 

5.  Approximately a quarter of IAs returned figures for people aged over 18 
only. Where this is the case, bed days from 2016/17 for people aged 
under 18 in those partnerships have been applied to 2017/18 figures.

6.  Based on data submitted to ISD in August 2018.

Indicator 2
1.  ISD published data as at September 2018.

Indicator 3a
1.  ISD published data as at August 2018.

Indicator 3b
1.  ISD published data as at June 2018.
2.  Performance for the month ending March for each year.

Indicator 4
1.  ISD published data as at September 2018.
2.  2016/17 figures adjusted to reflect revised definitions across the 

whole year.

Indicator 5
1.  ISD published data as at October 2018.

Indicator 6
1.  Percentage of 75+ population in a community or institutional setting:
    •   Community includes the following:
        –   Home (unsupported) – refers to the percentage of the 

population not thought to be in any other setting, or receiving 
any homecare, on average throughout the year.

        –   Home (supported) – refers to the percentage of the population 
estimated as receiving any level of homecare. Estimated from 
social care census carried out at the end of the reporting year 
(eg, Census carried out in March 2014 used to estimate home 
(supported) population during 2013/14).

        –   Resident in a care home – based on care home census at the 
end of the reporting year (eg, Census at 31 March 2014 used to 
estimate 2013/14 care home population). The care home data is 
based on long-stay residents only. The proportion of incomplete 
long-stay residents aged 75+ cannot be calculated. Therefore, 
a scaling factor, based on the 65+ proportions, has been 
employed for the 75+ data. This assumes that there is the same 
degree of incompleteness in the census data returned for adults 
in each of the age bands.

    •   Institutional includes the following:
        –   Average population in hospital/hospice/palliative care unit 

throughout the year.
        –   Hospital includes both community and large/acute hospitals.
        –   Hospice activity is based on SMR records and will be 

incomplete as not all hospices submit this information. 
2. Figures provided by ISD.

General
1.  Population figures used taken from the National Records of Scotland 

mid-2017 estimates published in 2018.
2.  Figures relate to all ages unless otherwise stated.

Source: Information Services Division (ISD) and Scottish Government

Exhibit 5 (continued)


Exhibit 5 – National performanc

		Health and Social Care Integration - Update on progress (November 2018)

		Exhibit 5

		National performance against six priority areas



		1. Acute unplanned bed days

				2014/15		2015/16		2016/17		2017/18

		Scotland		4,148,820		4,053,162		4,050,431		3,907,116

		Caveats:

		1. These statistics are derived from data collected on discharges from non-obstetric and non-psychiatric hospitals in Scotland. Only patients treated as inpatients or day cases are included. The specialty of geriatric long stay is excluded.

		2. Bed days for each year have been calculated based on the year in which the bed days were occupied. This differs from other analysis where length of stay or occupied bed days are reported by the year of discharge.

		3. Unscheduled bed days relate to all occupied bed days within a continuous hospital stay following an emergency or urgent admission.

		4. The Scotland total presented is the sum of all those resident in health and social care partnerships and excludes non-Scottish residents.

		5. Approximately a quarter of partnerships returned figures for people aged over 18 only. Where this is the case, bed days from 2016/17 for people aged under 18 in those partnerships have been applied to 2017/18 objective figures.

		Source: Based on data submitted to Information Services Division in August 2018.

		2. Emergency admissions

				2014/15		2015/16		2016/17		2017/18		Population (mid-2017)		2017/18 emergency admissions per head of population (mid-2017)

		NHS Ayrshire & Arran		51,018		51,993		54,114		56,584		370,410		0.15

		NHS Lanarkshire		77,453		80,697		82,961		85,125		658,130		0.13

		NHS Borders		13,842		14,437		13,242		12,549		115,020		0.11

		NHS Greater Glasgow & Clyde		137,839		142,085		139,533		128,954		1,169,110		0.11

		NHS Dumfries & Galloway		15,619		16,015		16,892		17,755		149,200		0.12

		NHS Western Isles		2,572		2,842		2,931		3,212		26,950		0.12

		NHS Fife		36,466		37,452		38,661		43,506		371,410		0.12

		NHS Tayside		41,224		42,786		44,118		44,695		416,090		0.11

		NHS Highland		31,758		31,672		31,113		33,593		321,990		0.10

		NHS Forth Valley		29,625		28,748		29,490		30,721		305,580		0.10

		NHS Shetland		2,132		2,074		1,947		1,952		23,080		0.08

		NHS Lothian		77,435		76,066		75,622		76,692		889,450		0.09

		NHS Grampian		49,589		49,430		49,123		49,574		586,380		0.08

		NHS Orkney		1,948		1,859		1,629		1,712		22,000		0.08

		Other		6,454		6,608		6,574		6,907



		Total		574,974		584,764		587,950		593,531

		Source: Information Services Division data published September 2018

		Source: Mid-2017 population data published by NRS (updated October 2018)



		3a. A&E attendances

				2014/15		2015/16		2016/17		2017/18		Population (mid-2017)		2017/18 A&E attendances per head of population (mid-2017)

		Ayrshire and Arran		123,030		123,389		118,995		113,839		370,410		0.3

		Borders		28,933		28,153		30,571		31,943		115,020		0.3

		Dumfries and Galloway		47,611		47,662		49,221		49,374		149,200		0.3

		Fife		88,766		90,399		89,928		90,038		371,410		0.2

		Forth Valley		77,150		79,141		78,649		82,155		305,580		0.3

		Grampian		141,051		138,659		136,534		136,868		586,380		0.2

		Greater Glasgow and Clyde		455,939		415,502		419,815		425,766		1,169,110		0.4

		Highland		99,768		100,356		102,449		104,852		321,990		0.3

		Lanarkshire		189,223		191,587		198,692		205,732		658,130		0.3

		Lothian		256,510		261,998		269,057		273,344		889,450		0.3

		Orkney		5,191		5,540		5,748		6,131		22,000		0.3

		Shetland		7,870		7,501		7,388		7,675		23,080		0.3

		Tayside		110,981		108,418		106,620		108,986		416,090		0.3

		Western Isles		7,968		8,377		8,605		9,146		26,950		0.3



		Scotland		1,639,991		1,606,682		1,622,272		1,645,849

		Source: Information Services Division data published August 2018

		Source: Mid-2017 population data published by NRS (updated October 2018)





		3b. Acheivement of the four-hour A&E waiting time target

				2014/15 (%)		2015/16 (%)		2016/17 (%)		2017/18 (%)

		Ayrshire and Arran		87.8		91.2		93.7		90.8

		Borders		91.8		94.9		93.2		89.5

		Dumfries and Galloway		96.8		94.3		93.7		90.3

		Fife		92.5		95.5		95.2		94.6

		Forth Valley		93.6		92.0		97.2		83.4

		Grampian		95.0		96.1		96.1		94.1

		Greater Glasgow and Clyde		88.5		90.5		90.7		86.7

		Highland		97.4		97.0		96.8		96.0

		Lanarkshire		91.8		91.9		90.0		90.0

		Lothian		92.6		92.1		95.7		75.4

		Orkney		99.7		98.8		97.5		95.9

		Shetland		97.2		96.5		97.1		94.4

		Tayside		99.3		99.2		98.6		98.0

		Western Isles		99.0		99.5		99.3		97.7



		Scotland		92.2		93.1		93.8		87.9

		Caveat:

		Performance for the month ending March for each year.

		Source: Information Services Division data published June 2018



		4. Delayed discharge bed days (for population aged 18+)

				2016/17		2017/18		Population (18+) 
(mid-2017)		2017/18 delayed discharge bed days as a percentage of their population (18+) 
(mid-2017) 

		Aberdeen City		27,353		19,202		190,579		10.1%

		Aberdeenshire		18,176		16,334		207,123		7.9%

		Angus		6,259		7,042		94,373		7.5%

		Argyll & Bute		6,803		8,414		71,904		11.7%

		City of Edinburgh		72,814		76,933		426,732		18.0%

		Clackmannanshire and Stirling		11,851		8,054		117,635		6.8%

		Comhairle nan Eilean Siar		8,909		5,854		22,058		26.5%

		Dumfries & Galloway		12,815		12,228		122,720		10.0%

		Dundee City		14,627		10,893		121,907		8.9%

		East Ayrshire		5,901		4,730		98,173		4.8%

		East Dunbartonshire		3,119		3,557		86,587		4.1%

		East Lothian		14,762		10,668		83,475		12.8%

		East Renfrewshire		2,704		1,860		73,338		2.5%

		Falkirk		18,523		16,726		128,385		13.0%

		Fife		37,120		29,173		299,329		9.7%

		Glasgow City		38,870		29,897		510,157		5.9%

		Highland		42,943		36,302		190,496		19.1%

		Inverclyde		2,754		1,609		64,371		2.5%

		Midlothian		9,520		12,295		70,836		17.4%

		Moray		12,883		11,487		77,212		14.9%

		North Ayrshire		9,364		16,854		109,896		15.3%

		North Lanarkshire		35,631		36,834		269,194		13.7%

		Orkney		1,624		1,411		18,028		7.8%

		Other		579		509

		Perth & Kinross		19,176		16,785		123,146		13.6%

		Renfrewshire		3,205		4,680		142,937		3.3%

		Scottish Borders		10,472		14,246		93541		15.2%

		Shetland		1,158		1,499		18309		8.2%

		South Ayrshire		18,826		14,152		92598		15.3%

		South Lanarkshire		45,906		41,187		256056		16.1%

		West Dunbartonshire		4,882		3,439		71954		4.8%

		West Lothian		12,894		19,269		141696		13.6%

		Scotland		532,423		494,123

		Scotland (adjusted to reflect revised definitions across the whole year)6,7&8		527,099		494,123

		Caveat:

		2016/17 figures adjusted to reflect revised definitions across the whole year.

		Source: Information Services Division data published September 2018

		Source: Mid-2017 population data published by NRS (updated October 2018)

		5. End of life spend at home or in the community

				2014/15 
(%)		2015/16 
(%)		2016/17 
(%)		2017/18 
(%)

		Aberdeen City		87.5		88.1		88.9		88.6

		Aberdeenshire		88.8		89.1		89.3		89.9

		Angus		89.1		90.0		89.4		90.4

		Argyll & Bute		88.2		89.3		89.8		89.6

		Clackmannanshire and Stirling		86.5		85.9		86.9		87.0

		Dumfries & Galloway		88.9		87.8		87.7		88.6

		Dundee City		86.7		86.9		87.3		88.8

		East Ayrshire		87.0		88.1		87.9		88.6

		East Dunbartonshire		85.2		85.5		87.1		88.7

		East Lothian		85.0		84.7		85.6		85.7

		East Renfrewshire		84.1		85.6		85.8		85.2

		Edinburgh		83.4		84.1		84.8		85.7

		Falkirk		84.7		86.1		85.5		86.5

		Fife		86.6		87.1		87.4		88.7

		Glasgow City		83.6		84.8		85.5		86.8

		Highland		89.5		89.3		89.3		90.2

		Inverclyde		84.5		84.5		85.5		87.0

		Midlothian		85.6		84.6		85.6		87.4

		Moray		89.5		90.0		90.2		89.5

		North Ayrshire		86.7		87.7		87.0		86.6

		North Lanarkshire		87.1		86.6		86.7		87.4

		Orkney Islands		89.3		91.9		91.8		91.1

		Perth & Kinross		87.8		87.9		88.2		89.6

		Renfrewshire		86.4		87.4		86.9		88.6

		Scottish Borders		85.6		85.6		85.6		87.0

		Shetland Islands		92.3		92.6		93.8		95.1

		South Ayrshire		85.6		86.5		84.8		86.5

		South Lanarkshire		84.4		84.9		86.9		87.1

		West Dunbartonshire		86.6		86.7		87.9		88.9

		West Lothian		85.7		87.0		87.8		88.6

		Western Isles		87.2		87.7		86.5		87.8



		Scotland		86.2		86.7		87.0		87.9

		Source: Information Services Division data published October 2018

		6. Percentage of 75+ population in a community or institutional setting

				2014/15		2016/17

		Community setting (at home or care home)		98.0%		98.2%

		Institutional setting (Hospice, palliative care unit, community and large /acute hospitals)		2.0%		1.8%

		Caveats:

		1. Percentage of 75+ population in a community or institutional setting:

		• Community includes the following:

		– Home (unsupported) – refers to the percentage of the population not thought to be in any other setting, or receiving any homecare, on average throughout the year.

		– Home (supported) – refers to the percentage of the population estimated as receiving any level of homecare. Estimated from social care census carried out at the end of the reporting year (eg, Census carried out in March 2014 used to estimate home (supported) population during 2013/14).

		– Resident in a care home – based on care home census at the end of the reporting year (eg, Census at 31 March 2014 used to estimate 2013/14 care home population). The care home data is based on long-stay residents only. The proportion of incomplete long-stay residents aged 75+ cannot be calculated. Therefore, a scaling factor, based on the 65+ proportions, has been employed for the 75+ data. This assumes that there is the same degree of incompleteness in the census data returned for adults in each of the age bands.

		• Institutional includes the following:

		– Average population in hospital/hospice/palliative care unit throughout the year.

		– Hospital includes both community and large/acute hospitals.

		– Hospice activity is based on SMR records and will be incomplete as not all hospices submit this information.

		2. Figures for 2016/17 are provisional

		Source: Data provided by Information Services Division
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Exhibit 6
Examples of impact from integration 
IAs have set out a number of local improvements in their performance reports.

Prevention 
and early 
intervention 

Dumfries and Galloway
The D&G Handyvan provides information, advice and practical assistance with adaptations to 
people’s homes. This is available to disabled people of any age and older people aged 60 and over. 
People are also supported to access financial assistance for major adaptations. This service helps 
people to feel more confident about continuing to live independently in their own home and to 
feel safe and secure in their home. People are less likely to have a fall, have improved health and 
wellbeing, and have a better quality of life. Often adaptations support people to be better connected 
with their friends and family and their wider community. 1,626 referrals were received during 2017/18. 
These resulted in 2,149 tasks being carried out by the service. 808 people were referred to prevent a 
fall, 577 people for home security, 16 people for minor adaptations and 225 people for small repairs.

Dundee
Social prescribing ‘Sources of Support’ (SOS) is one means of supporting people to better manage 
their health conditions. Link workers, working within designated GP practices, take referrals for 
people with poor mental health and wellbeing affected by their social circumstances and support 
them to access a wide range of non-medical services and activities that can help. In 2017/18, 256 
patients were referred to three link workers and 220 people were supported. An external evaluation 
demonstrated that the service had a positive impact on both clients and on GPs themselves. 65 per 
cent of patient goals were met and 84 per cent had some positive outcome, including decreased 
social isolation, improved or new housing, financial and benefits issues being addressed, and 
increased confidence, awareness and self-esteem.
Outcomes from a GP perspective include reduced patient contact with medical services, providing 
more options for patients, raising awareness of non-clinical services, and increased GP productivity. 
2017/18 saw a major scale-up of the SOS scheme through the Scottish Government Community Link 
Worker programme, extending the service from four GP practices to 16.

Delays in 
people 
leaving 
hospital

East Ayrshire
The Red Cross Home from Hospital Service supported about 1,700 people in 2017/18. The service 
is delivered across Ayrshire and Arran from University Hospitals Crosshouse and Ayr and supports 
people to be discharged as early as possible, reducing their length of stay and re-settling them in their 
home. Once home, the service helps to prevent falls and reduce social isolation, supporting people 
to regain their confidence, skills for living independently and organises telecare to support families to 
continue to care. A total of 1,730 bed days have been saved, equivalent to £302,750. 73 admissions 
to hospital have been avoided, and 625 bed days saved, equivalent to £109,375.

Perth and Kinross
There have been increases in staffing within social care discharge teams, Perth Royal Infirmary liaison 
services, and care home nursing. This, alongside improved funding procedures for care home placements, 
has supported speedier discharge to a care home setting or repatriation to such. There has been a 
reduction of 2,391 (12.5 per cent) delayed discharge bed days between 2016/17 and 2017/18 to 16,785.

Cont.

Integration Authorities’ performance reports show local 
improvement 

28. IAs are required to publish annual performance reports which contain 
information on local priorities and a range of local initiatives (Exhibit 6). These 
reports are an important way for IAs to inform the public about how well they 
have been performing against their stated priorities. The improvements that are 
set out in the performance reports are welcome and current pressures across 
the system have made them difficult to achieve. However, core indicators of 
performance are not improving in all areas of Scotland and nationally it is clear 
that there is much more to be done.
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Preventing 
admission  
to hospital

East Dunbartonshire
Rapid Response Service has established a different referral route for patients between A&E and the 
Community Rehabilitation Team to provide next-day response. During 2017/18, the service prevented 
approximately 33 per cent of people referred being admitted to hospital.

South Ayrshire
The Intermediate Care Team provide rapid multidisciplinary team support to people to support them 
to return home from acute hospital and to remain at home through GP referral. In particular, they have 
worked closely to establish pathways with the Combined Assessment Unit to prevent admission. The 
service provided by the Intermediate Care Team resulted in 674 hospital admissions being avoided 
and 301 early supported discharges during 2017/18. It is estimated locally that each avoided hospital 
admission saves five hospital bed days and each supported discharge saves three hospital bed days. 
Overall, it is estimated that the intervention provided by the Intermediate Care Team saved 3,370 bed 
days due to avoided admissions and 903 bed days due to early supported discharges.

Aberdeenshire
Set up in 2016, Aberdeenshire's Virtual Community Ward (VCW) aims to avoid unnecessary hospital 
admissions through bringing together multidisciplinary health and social care teams who provide 
care for patients who need regular or urgent attention. This GP-led approach involves the teams 
working closely together, generally meeting daily under a huddle structure. They identify and discuss 
vulnerable/at risk patients and clients, and coordinate, organise and deliver services required to 
support them. The VCW identifies individuals who need health and social care services at an earlier 
stage, which can improve patient outcomes and experience. Based on an evaluation carried out by 
the VCW team, 1,219 hospital admissions have been avoided because of the VCWs .

Referral/
care 
pathways

Aberdeenshire
During 2017/18 a test of change was carried out in one GP practice to trial people's first appointment 
with a physiotherapist rather than a GP. Ongoing evaluation suggests that this has been successful 
and has proved popular with patients who now have immediate access to a physiotherapist for 
assessment and advice. If follow up is required, this can be booked at the time. 221 people have 
been directed to the physiotherapist first; only 58 per cent required a face-to-face appointment and 26 
per cent were discharged following telephone advice.

Renfrewshire
Over the past three years, the Primary Care Mental Health Team (Doing Well) has introduced a self-
referral route to the service. This has led to a decrease in clients attending a GP to be referred to the 
mental health team. The number of self-referrals to the service has increased from 207 in 2013/14 to 
1,237 in 2017/18. This self-referral route has successfully redirected work away from GP surgeries.

Midlothian
An advanced practitioner physiotherapist for Chronic Obstructive Pulmonary Disease (COPD) was 
appointed to support people attending hospital frequently because of their COPD to help them 
manage their symptoms at home and avoid admission to hospital. In the first year the service has 
worked with 65 patients and successfully avoided 30 hospital admissions. This delivered a potential 
reduction of 520 days spent in hospital by Midlothian residents and a much better patient experience. 
It was also a more cost-effective approach to delivering services for the partnership.

Cont.

Exhibit 6 (continued)
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Exhibit 6 (continued)

Reablement

Falkirk
A Reablement Project Team (RPT) was developed in Social Work Adult Services Assessment and 
Planning service in January 2017 to test out various reablement approaches and processes. The team 
consists of occupational therapists (with community care worker background) and social care officers. 
The reablement team support service users for up to six weeks. Individuals are reviewed on a weekly 
basis and care packages are adjusted as the person becomes more independent. Fewer people 
required intensive packages at the end of six weeks, which has freed up staff time and has reduced 
the use of external providers. Early indications suggest this work has led to a £200,000 reduction in 
purchasing care from external homecare providers.

Scottish Borders
The Transitional Care Facility based within Waverley Care Home is a 16-bed unit which allows older 
people to regain their confidence and independence so that they can return to their own homes 
following a stay in hospital. The facility is run by a multidisciplinary team of support workers, allied 
health professionals and social workers. 81 per cent of individuals discharged from Transitional Care 
return to their own homes and the hospital readmission rate for these individuals is six per cent.

Pharmacy

South Lanarkshire
The pharmacy plus homecare initiative has created an opportunity to amend consultant and GP 
prescribing practices. A reduction in prescribing can lead to less homecare visits. The IA estimates 
that savings could be in the region of £1,800 per patient (within the trial).

Angus
The Angus IA has improved how care homes manage medication. A new process developed by a 
Locality Care Home Improvement Group with GPs and pharmacy has led to zero medication waste in 
care homes.

Source: Audit Scotland review of Integration Authorities' Performance Reports, 2018
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Part 2
Making integration a success

29. IAs are addressing some significant, long-standing, complex and inter-
connected issues in health and social care. Our work has identified six key areas 
that, if addressed, should lead to broader improvements and help IAs to take 
positive steps toward making a systematic impact on health and care outcomes 
across their communities (Exhibit 7). 

Exhibit 7
Features central to the success of integration 
Six areas must be addressed if integration is to make a meaningful difference to the people of Scotland.

Collaborative
leadership 
& building 

relationships 

Agreed
governance &
accountability
arrangements

Meaningful &
sustained

engagement
  

Ability &
willingness

to share
information  

Integrated 
finances

and financial
planning 

 

Effective 
strategic

planning for
improvement

Features supporting integration

Source: Audit Scotland

A lack of collaborative leadership and cultural differences are 
affecting the pace of change

30. High-quality leadership is a critical part of the success of an organisation or 
programme of reform. Given the complexity of health and social care integration, 
it is important that leaders are highly competent, have capacity to deliver and are 
well supported. For transformation to succeed, the right leadership and strategic 
capacity need to be in place. Without this, the reforms will not succeed. We 
identified several risks in this area which need to be addressed:
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•	 A significant number of IAs have had leadership changes with 57 per cent 
having had changes in their senior management team. As at October 2017, 
seven IJBs have a different Chief Officer (CO) in post than two years 
previously.

•	 There is significant variation in the role and remuneration of COs and 
Chief Financial Officers (CFO). Many have dual roles with positions held in 
partner organisations and there is a mix of full and part-time CFOs. This is a 
significant challenge, given the scale of the task facing IAs and the strategic 
role COs and CFOs have in directing change. In 2017/18, £3 million was 
spent on IJBs' CO remuneration and there are differences in salary levels, 
in part reflecting differences in roles and responsibilities. 

•	 There is evidence of a lack of support services for IAs, in relation to HR, 
finances, legal advice, improvement, and strategic commissioning. This will 
limit the progress that they are able to make. It is important that the partner 
bodies support the IJB, including support services.

31. Top-down leadership which focuses on the goals of a single organisation does 
not work in the context of integration. NHS Education Scotland has described 
‘systems leaders’ as having an ability to ‘have a perspective from the wider 
system. They recognise that it is necessary to distribute leadership responsibilities 
to bring about change in a complex interdependent environment…They change 
the mind-set from competition to cooperation. They foster dialogue… which can 
result in new thinking… When leadership involves such a collective endeavour, 
the way people see their accountability matters.’8 A lack of collaborative systems 
leadership and difficulties in overcoming cultural differences are proving to be 
significant barriers to change.

32. Leaders from all partners are operating in a complex and continually changing 
landscape and, without appropriate support in place, cannot fulfil their role 
effectively. Leaders need support if they are to deliver public services to improve 
wider outcomes and work collaboratively across organisational boundaries. This is 
hard to achieve, especially where there have been changes in key staff and local 
politicians, and in the context of the current financial and performance pressures. 
Accountability arrangements are important to encourage and incentivise the right 
kinds of leadership characteristics. 

33. Cultural differences between partner organisations are proving to be a barrier 
to achieving collaborative working. Partner organisations work in very different 
ways and this can result in a lack of trust and lack of understanding of each 
other’s working practices and business pressures. In better performing areas, 
partners can identify and manage differences and work constructively towards 
achieving the objectives of the IA. Overcoming cultural differences and improving 
understanding of each other’s businesses will help partner organisations progress 
towards integration, particularly regarding integrated finances. Joint leadership 
development for people working in NHS boards, councils and IJBs can help with 
this. Exhibit 8 (page 25) provides an overview of the common leadership 
traits which are important in integrating health and social care services. 
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Exhibit 8
Traits of effective collaborative leaders
There are a number of leadership traits which are important in integrating health and social care services.

Influential  
leadership

Ability to  
empower others

Promotes awareness 
of IA's goals

    Clear and consistent 
message

     Presents a positive public 
image 

    Ability to contribute towards 
local and national policy 

    Shows an understanding of 
the value of services 

    Encourages innovation from 
staff at all levels

    Non-hierarchical and open to 
working alongside others

     Respectful of other people’s 
views and opinions 

    Inspiring to others

 Creates trust

    Willing to work with others 
to overcome risks and 
challenges 

    Confidence and belief in 
new technology to facilitate 
progress

 Facilitates planning of
sustainable services

    Recruitment of staff to fit and 
contribute to a new culture

     Sets clear objectives and 
priorities for all 

 Develops widespread belief
in the aim of the integrated 
approach to health and  
social care

Engagement  
of service users 

Continual 
development 

    People who use services feel 
able to contribute to change 

     Ability to facilitate wide and 
meaningful engagement

     Open to and appreciative of 
ideas and innovation

    Ensures voices are heard at 
every level 

    Transparent and inclusive

    Encourage learning and 
development, including 
learning from mistakes

    Belief in training and 
understanding of who could 
benefit from it

    Encourage innovation, debate 
and discussion

    Driven to push for the highest 
quality possible

Source: Audit Scotland, 2018; from various publications by The Kings Fund; Our Voice; Scottish Government; Health and 
Sport Committee and the Scottish Social Services Council.

 ���   
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34. We have seen examples of good collaborative and whole-system leadership, 
including in Aberdeen City, where relationships have been built across the 
partnership. Although differences of opinion still exist and there is healthy debate, 
Aberdeen City is now better placed to implement widespread changes to 
improve outcomes. We saw:

•	 the promotion of a clear and consistent message across the partnership

•	 a willingness to work with others to overcome differences

•	 recruitment of staff to fit and contribute to a new culture

•	 development of openness and appreciation of ideas

•	 encouragement of innovation, learning and development, including learning 
from mistakes.

35. The Scottish Government and COSLA are co-chairing a group involving 
leaders from across councils and NHS boards. The aim of the group is to identify 
and overcome barriers to integration. The group has produced a joint statement 
on integration, confirming the shared responsibility of the Scottish Government, 
NHS Scotland and COSLA for ensuring the successful integration of Scotland’s 
health and social care services. The statement acknowledges that the pace 
of integration needs to improve, and that the group needs to work together to 
achieve integration and to overcome challenges to better meet people's health 
and social care needs. The group is developing further support and training to 
support leadership for integration. The Scottish Government and COSLA are 
also co-chairing an Integration Review Reference Group. This group is reviewing 
progress on integration and will report its findings to the Ministerial Strategic 
Group for Health and Community Care. The group will conclude its work in 
January 2019. We will continue to monitor any actions resulting from the work  
of the group.

Integration Authorities have limited capacity to make change happen in 
some areas
36. IJBs are very small organisations, all of which have a CO and a CFO. Not all 
IJBs have the support they need, for example only half of IJBs have a full-time 
CFO and there have been difficulties in filling those posts in some areas. Each 
IJB has a chair and vice chair, but we have been told that many IJBs rely on its 
members working much more than contracted hours, and chairs and vice chairs 
have told us that they struggle to attend to IJB business during contracted time. 
Each IJB is made up of voting and non-voting members. 

37. Typically, an IJB meets about six times a year. The IJB also has one or more 
Strategic Planning Group, which are consulted and give feedback on strategic 
plans and significant changes to integrated functions. For this structure to work, 
the IJB needs to draw on, and be supported by, skills and capacity from its 
partner NHS board and council. This can lead to a reliance on information and 
advice being provided by the statutory partner organisations which influences the 
decisions made by the IJB. In areas where information is being shared across the 
partnership, we can see that more progress is being made with integration. We 
saw this happening in Aberdeen City IJB, where senior officer and finance officer 
groups bring together staff from across partner organisations to share information 
and skills which are essential for joint decision-making. If this does not happen, 
the IJB has less capacity to make change and address challenges. 

What is integration? 
A short guide to the 
integration of health 
and social care 
services in Scotland

IJB membership
(page 10)

http://www.audit-scotland.gov.uk/uploads/docs/report/2018/briefing_180412_integration.pdf#page=10
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38. We saw several barriers affecting the way that IJBs are operating, and more 
action is needed to increase knowledge and understanding of those involved in 
the decision-making process:

•	 Topics for discussion at IJB and committee meetings are affected by 
problems with both the lack of time available and with people's knowledge.

•	 IJB papers are often lengthy and issued to members within timescales that 
do not allow for proper consideration.

•	 Papers are often technical and contain complicated financial information 
that lay representatives and representatives from voluntary sector bodies 
may struggle to understand.

•	 Officers are limited in the time available to provide IJBs with information. 
Many officers of the IJB fulfil their role alongside roles held within statutory 
partner bodies.

•	 High turnover of people in key positions in IJBs has affected the skills 
available and has led to a lack of continuity and extra time being spent in 
building trust and relationships. 

Good strategic planning is key to integrating and improving 
health and social care services 

39. In the past, health and social care services have not linked the resources 
they have to their strategic priorities or longer-term plans. IAs still have work to 
do to ensure that priorities are linked to available resources, and to demonstrate 
that new ways of working will be sustainable over the longer term. IAs can  
only achieve this change with the support and commitment of NHS boards  
and councils. 

40. IJBs, with the support of council and NHS board partner bodies, should be 
clear about how and when they intend to achieve their priorities and outcomes, 
in line with their available resources; and ultimately how they intend to progress 
to sustainable, preventative and community-based services. This includes 
working with NHS boards and councils to: agree which services will be stopped 
or decommissioned to prioritise spend; plan effective exit strategies from current 
ways of delivering services; and being clear how they will measure improvements 
in outcomes. Exit strategies are an important element in the ability to move from 
one service provision to another.

41. Scenario planning will help IAs build a picture of what they will need in the 
future. This involves looking at current trends, such as the effects of an ageing 
population, current lifestyles and future advances in health and social care. IAs 
should then use this analysis to anticipate potential changes in future demand for 
services and any related shortfalls in available finances. Strategic planning groups 
of the IJB have a role to play in ensuring the needs of the community are central 
to service decisions (Case study 1, page 28).
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Case study 1
Shetland Scenario Planning

As part of its Strategic Commissioning Plan, the Shetland IA identified a 
growing gap between service demand and resources. To support strategic 
planning, NHS Shetland hosted a session with health and social care staff, 
IJB representatives, NHS board representatives, councillors, community 
planning partners, third-sector organisations and representatives of people 
using services. It considered several high-level scenarios:

1. 	the lowest level of local healthcare provision that it could ever 
safely and realistically imagine being delivered on Shetland 
5-10 years from now

2. 	a lower level of local healthcare provision in 5-10 years than it has 
now on Shetland – a 'step down' from where it is now in terms of 
local service delivery

3. 	a higher level of local healthcare provision in 5-10 years than it has 
now on Shetland – a 'step up' from where it is now in terms of 
local service delivery

4. 	a future that describes the highest level of local healthcare 
provision that it could ever realistically imagine being delivered on 
Shetland 5-10 years from now.

The group then concentrated on scenarios 2 and 3 and explored them in 
more detail.

This systematic approach towards strategic planning, involving a 
wide variety of stakeholders, allowed them to build consensus on the 
main priorities of the IJB. The key outputs from the scenario planning 
exercise involved clear actions that were linked to a wide range of plans 
and policies. The key messages from the scenario planning formed 
discussion points within the IJB meetings. Actions identified were then 
incorporated into the business programme and an action tracker is a 
standing agenda item.

Source: Shetland IJB, 2018

42. Although strategic planning is the statutory responsibility of the IAs, councils 
and NHS boards should fully support the IJB and provide the resources needed 
to allow capacity for strategic thinking. In addition, the Scottish Government has 
an important role to play in leading and enabling change to take place. There 
must be a consistent message and understanding of integration, but this is not 
always the case. For example, the current move towards some aspects of health 
planning taking place at a regional level is causing uncertainty for IAs. Many 
IAs are unclear as to how this fits with the need for local strategic planning and 
decision-making. For IAs to think long term, they must have confidence that 
Scottish Government policy will support integrated thinking. 

43. Strategic planning also helps to encourage and promote joined-up working and 
a commitment to scaling up new ways of working. Angus IJB has shown a strong 
long-term commitment to its enhanced community support model. This has now 
been implemented in three of its four locality areas and therefore has the potential 
for long-term impact on people’s outcomes (Case study 2, page 29).
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Case study 2
Angus – Enhanced community support model 

Angus IJB’s Enhanced Community Support (ECS) workstream involves 
several multi-professional teams working together, including the third-
sector. The teams provide care and support in people’s own homes so 
that, where possible, hospital admission is avoided. As a result, staff 
can be more proactive, coordinate care and make referrals for additional 
support more quickly. The teams also hold weekly meetings to review 
the care that is being provided in a more coordinated way. 

ECS has increased community and primary care capacity leading to an 
average of 37 empty hospital beds across Angus per day in 2017. This 
helped the IJB to close 21 of its 126 community hospital inpatient beds 
which are no longer needed. ECS has improved hospital readmission 
rates. It has also improved prevention and early intervention activity 
through an increase in the number of anticipatory care plans. 

ECS has led to a more joined-up approach between the professional 
disciplines which has improved referral times and access to support. 
This has allowed people to be more independent, access local services 
and be supported to stay in their homes or a homely setting for longer. 

The success of this approach has allowed the IJB to roll ECS out to three 
of its four localities, with plans to roll out to the final locality during 
2018/19. The localities that have adopted this approach for the longest 
have seen improvements in the average length of stay and a reduction in 
the number of hospital admissions for people aged over 75. 

Source: Angus IJB, 2018

44. A small number of IAs do not have detailed implementation/commissioning 
plans to inform their strategic plan. Of those which do, about half of these provide 
a link to resources. More needs to be done to show how the shift from the 
current ways of working to new models of care will happen and when positive 
changes to people’s lives will be achieved. 

45. Workforce pressures are a clear barrier to the implementation of integration 
plans and workforce planning is a particularly important element of strategic 
planning. Workforce planning remains the formal responsibly of councils and NHS 
boards. However, IJBs need to work closely with their partners to ensure that 
their plans for service redesign and improvement link with and influence workforce 
plans. IAs must be able to demonstrate what skills are required to ensure they can 
deliver services in the right place at the right time. lAs identify not being able to 
recruit and retain the workforce they need as a risk. The contribution of the third 
and independent sector should be part of workforce planning. 

46. All three parts of the Health and Social Care National Workforce Plan 
have now been published, with the final part on the primary care workforce 
published in April 2018.9 In our 2017 report, NHS workforce planning , we 
recommended that there is a need to better understand future demand and to 
provide a breakdown of the cost of meeting this demand.10 We will publish a 
further report on workforce planning and primary care in 2019.

http://www.audit-scotland.gov.uk/report/nhs-workforce-planning
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Housing needs to have a more central role in integration
47. Not enough links are being made between housing and health and social care 
which will improve outcomes and wellbeing. Housing services are an integral 
part of person-centred approaches and the wider delivery of health and social 
care integration. All IAs are required to include a housing contribution statement 
in their strategic plans and housing representation is mandatory on Strategic 
Planning Groups. Case study 3 illustrates strategic thinking within Glasgow City 
IJB which has used housing as a central aspect of health and social care. Three-
quarters of IJBs reported some involvement of housing services in the planning 
of integrated health and social care services, although we found that the extent of 
this involvement varied greatly between partnerships. 

Case study 3
The Glasgow Housing Options for Older People (HOOP) 
approach 

The HOOP approach involves a small team working closely with social 
work, health and Registered Social Landlords (RSLs). The approach 
aims to: ensure a smooth transition for people from hospital to a homely 
setting; work closely with RSLs to prioritise people who are experiencing 
a delay in being discharged from hospital; develop knowledge of 
housing stock availability; and provide reciprocal information about RSLs 
tenants in hospital. 

The team has worked on about 1,200 cases with surgeries in 19 sites 
across seven hospitals, six social work offices and six intermediate care 
units. The outcomes of the approach include helping:

•	 older people make informed choices along with their families, 
irrespective of tenure issues

•	 older people to return home or to community settings supported 
by a care package

•	 to reduce delayed discharge where there are housing issues

•	 prevent hospital admission and readmission, supporting older 
people with housing issues remain in the community 

•	 secure appropriate accommodation for older people across the city 
suitable for their medical needs

•	 to increase knowledge of Glasgow’s complex housing landscape 
among social workers and health professionals

•	 housing colleagues increase their knowledge about social work 
and health assistance to support older people returning home  
from hospital

•	 to future proof the city’s new build investment by sharing 
information on customer needs and demand.

Source: Glasgow City IJB, 2018
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Longer-term, integrated financial planning is needed to deliver 
sustainable service reform

48. Partners are finding it very difficult to balance the need for medium- to long-
term planning, typically three to five years and five years plus, alongside annual 
settlements, current commitments and service pressures. We have called for 
longer-term financial planning in the health sector and local government for many 
years. While all IAs have short-term financial plans, only a third have medium-
term plans and there were no longer-term plans in place at the time of our 
fieldwork. This is a critical gap as the changes under integration are only likely to 
be achieved in the longer term.

49. The Accounts Commission has previously reported that the ‘Evidence from 
councils’ annual audit reports generally demonstrates good medium-term (three 
to five years) financial planning, with some councils using scenario planning to 
provide a range of options’.11 IAs should draw on the experience from councils to 
inform development of longer-term financial plans. 

50. There is little evidence that councils and NHS boards are treating IJBs’ 
finances as a shared resource for health and social care. This is despite the 
requirement to do this in the legislation, and budget processes set out in 
integration schemes describing budget-setting based on need. Partners must 
work with the IJBs to establish an approach to financial planning that considers 
the priorities of health and social care in the local community. Councils and NHS 
boards can be unwilling to give up financial control of budgets and IJBs can 
struggle to exert their own influence on the budget-setting process.

51. National data on the balance of spending between institutional care and care 
in the community is only available up to 2015/16. While this does not reflect any 
impact from IAs, it shows that the balance of spending changed little between 
2012/13 to 2015/16 (Exhibit 9, page 32). Although this data is still collated, 
it is no longer published. This data should be publicly available and is a helpful 
indicator of whether IAs are influencing the shift of resources. 

52. In October 2018, the Scottish Government published its Medium Term 
Health and Social Care Financial Framework.12 The Framework is intended to help 
partners to improve strategic planning. It covers the period 2016/17 to 2023/24, 
and sets out trends in expenditure and activity, future demand and the future 
shape of health and social care expenditure. 

53. Attempts at integrating health and social care go back several years and it 
is not possible to identify the full cost of the reforms. This, in part, is due to the 
scale of the reforms and the interconnectedness with the rest of the health and 
social care system. 

54. Due to ongoing financial pressures, most new service initiatives have been 
funded using additional financial support from the Scottish Government, rather 
than through the re-distribution of health and social care resources. Therefore, 
there should be an ongoing commitment from the Scottish Government to 
provide continued additional funding over coming years. This will provide financial 
stability to IAs while they implement new ways of working and plan how to 
redirect funding from current services. 
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Exhibit 9
The percentage of expenditure on institutional and community-based care
The percentage of expenditure on institutional and community-based care remained static between  
2012/13 – 2015/16. 

2015/16

2014/15

2013/14

2012/13 9.4%

9.2%

9.0%

9.0%

44.7%

44.5%

44.5%

44.5%

15.3%

15.7%

15.4%

15.2%

30.6%

30.6%

31.1%

31.3%

Social care Health Social care Health

Institutional Community

Source: Information Services Division, 2018

55. Major reforms have benefited from a degree of ‘pump priming’ money to help 
with change. In 2017/18, IAs total income included national funding which has 
been directed through NHS budgets, of:

• £100 million from the Integrated Care Fund to help shift the balance of care

• £30 million to help tackle delayed discharges

• £250 million to support payment of the living wage and help establish 
integration in its first year. This increased by £107 million in 2017/18. 

56. The ring-fencing of funding intended to support delegated functions has 
not helped IAs' efforts to redirect resources, reducing their ability to use their 
resources flexibly. There are examples of small-scale transfers of resources  
and we appreciate that more time is needed for IAs to achieve this change 
(Case study 4, page 33). IAs need to demonstrate how they will sustain any 
improvements if specific dedicated funding is no longer available. 


Exhibit 9 – % exp inst-com

		Health and Social Care Integration - Update on progress (November 2018)

		Exhibit 9

		Percentage of expenditure on institutional and community-based care

				2012/13		2013/14		2014/15		2015/16

		Institutional - Social Care		9.4%		9.2%		9.0%		9.0%

		Institutional - Health		44.7%		44.5%		44.5%		44.5%

		Community - Social Care		15.3%		15.7%		15.4%		15.2%

		Community - Health		30.6%		30.6%

Citrix Server Local Admin: Adjusted from 30.5% to account for overall rounding error		31.1%

Citrix Server Local Admin: Adjusted from 31.0% to account for overall rounding error		31.3%

Citrix Server Local Admin: Adjusted from 31.4% to account for overall rounding error

		Caveats:

		1. Community setting (at home or care home)

		2. Institutional setting (Hospice, palliative care unit, community and large /acute hospitals)



		Source: Information Services Division, 2018
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Case study 4
South Lanarkshire redirecting resources to provide more 
community-based care

In 2017, South Lanarkshire IJB decided to close 30 care of the elderly 
beds within Udston Hospital and invest in alternative community-
based models of care. An assessment of need found that two-thirds 
of individuals on the ward could have been better cared for within a 
community setting. Recurring funding of about £1 million per annum 
was released as a result. The IJB planned for £702,000 of this to be 
redirected to community-based services, such as homecare and district 
nursing to build the area’s capacity to support more people at home. To 
achieve this:

•	 engagement plans were developed to ensure people using care 
and their families, staff and elected members of the Udston area 
were involved in the changes

•	 financial modelling was undertaken to understand the profile of 
people on the ward and reallocate resources to more appropriate, 
alternative health and social services

•	 the IA worked in partnership with NHS Lanarkshire to ensure good 
governance.

The £702,000 provided a degree of financial flexibility to further develop 
intermediate care services and increase community-based rehabilitation 
services. The IJB plans to redesignate the Udston beds for use by step-
down intermediate care patients to support a reduced reliance on the 
hospital and residential care. 

Source: Bed Modelling in South Lanarkshire, IJB board paper, 30 October 2017

Agreeing budgets is still problematic 
57. Fifteen IAs failed to agree a budget for the start of the 2017/18 financial year 
with their partners. This is partly down to differences in the timing of budget 
settlements between councils and NHS boards. It can also be due to a lack 
of understanding between councils and NHS boards of each other’s financial 
reporting, accounting arrangements and the financial pressures faced by each. 
This lack of understanding can cause a lack of trust and reluctance to commit 
funds to an integrated health and social care budget. 

58. There are difficulties with short-term and late budget settlements, but this 
should not preclude longer-term financial planning. IAs will only be able to plan 
and implement sustainable services if they are able to identify longer-term costs 
and funding shortfalls. This will also help to plan effective exit strategies from 
current services and larger-scale transfers of resources to community-based and 
preventative services. 
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It is critical that governance and accountability arrangements are 
made to work locally

59. Integrating services is a significant challenge, particularly when partners are 
dealing with current demand and constrained resources, while trying to better 
understand how services need to change. The Act should be a basis for all local 
partners to come together to implement changes. A perceived lack of clarity in 
the Act is adding to local disagreements and is delaying integration. This lack of 
clarity and misunderstanding is evident even among people working at senior 
levels and can impede good relationships. 

60. Having a clear governance structure where all partners agree responsibility 
and accountability is vital. Disagreements can be particularly apparent when it is 
perceived that accountability for a decision rests with individuals who no longer 
have responsibility for taking them. Chief executives of councils and NHS boards 
are concerned that they will be held accountable for failures in how services 
are delivered when they are no longer responsible for directing those services. 
In practice, partners need to set out how local accountability arrangements 
will work. Integration was introduced to shift from a focus on what worked for 
organisations to what works for the person who needs a health and social care 
service. Applying this approach should help partners to implement the Act. 
In some areas partners are working through governance challenges as they 
implement the Act, and more should be done to share this experience.

61. Our first report on the integration of health and social care recommended 
that integration partners ‘need to set out clearly how governance arrangements 
will work in practice…This is because there are potentially confusing lines of 
accountability...People may also be unclear who is ultimately responsible for 
the quality of care.’ Clarity is still needed for local areas over who is ultimately 
responsible for service performance and the quality of care. In some instances, 
this uncertainty is hampering decision-making and redesign of services provision. 
Not enough has been done locally to address this. 

62. IJBs have a commissioning role but most IJB COs also have delegated 
operational responsibility for those functions and services that are delegated to 
the IJB, with the exception of acute care. There are difficulties in understanding 
how the ‘operational responsibility’ aspect works in practice. Auditors report 
that members of IA leadership teams have differing views about governance, 
especially clinical governance, and roles and responsibilities. In some areas, 
councils and NHS boards are putting in place additional layers of reporting as 
if each were accountable for the actions of the IJB. The IJB approach was 
introduced in part to simplify arrangements, not to add complexity. There are 
also significant concerns about the impact of integration on the rest of the acute 
hospital system.

63. It is the IJB's role, through the CO, to issue directions to its partner council 
and NHS board about service delivery and allocation of resources. This can be 
made more difficult by disagreements about governance arrangements. It is 
complicated further by the reporting lines of the CO, who directly reports to both 
chief executives of the council and NHS board. COs have reported that it can be 
difficult to direct those who are effectively their line managers. This reinforces 
the need for strong relationship building and the establishment of a collective 
agreement over policy direction, funding arrangements and vision for integration. 
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Decision-making is not localised or transparent in some areas
64. The Act envisaged that decision-making would be devolved as locally as 
possible. In some areas, IAs, councils and NHS boards have not yet devolved 
decision-making in the spirit of the Act and locality plans and management 
structures are still in development. Officers, staff and local service providers have 
reported that this is because of a risk-averse response to integration that sees 
NHS boards and councils retain central control over decision-making. Decision-
making by IAs is often influenced by statutory partners' priorities. Often, IJB 
members rely on their statutory partners for information, advice and policy 
formulation rather than taking the lead on planning and implementing new ways 
of providing services. 

65. There are examples of IAs working hard to establish decision-making 
arrangements in their partnership. Aberdeen City has put in place governance 
systems to encourage and enable innovation, community engagement and 
participation, and joint working. This should leave it well placed for progressing 
integration and implementing new services in its community (Case study 5).  
We have also seen how IAs such as South Lanarkshire and Dundee City are 
beginning to develop locality-based approaches to service delivery  
(Case study 6, page 36).

Case study 5
Governance arrangements in Aberdeen City IA

Aberdeen City IJB worked with the Good Governance Institute to 
develop its risk appetite statement and risk appetite approach. The IJB 
wanted to consider which decisions and risks should, and importantly 
those which should not, be considered by the IJB. The idea was to 
ensure there was capacity for decisions to be made locally, so that 
staff could influence the outcomes of individuals by ensuring that care 
was tailored to individual needs. Staff and managers say they now 
feel trusted to make decisions and implement new ideas to benefit 
individuals in their communities. 

The IJB considers that it has demonstrated an aspiration to develop and 
encourage innovation in local service provision, and local managers and 
staff understand that decision-making within localities and input of ideas 
is welcomed and encouraged within agreed risk parameters. Aberdeen 
City has worked hard to build relationships and trust throughout the 
partnership. It accepts that achieving its priorities will involve balancing 
different types of risk and that there will be a need to balance the 
relationship between different risks and opportunities. There is also an 
acceptance and tolerance that new ideas will not always be successful.

Source: Aberdeen City IJB, 2018
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Case study 6
Locality approach in South Lanarkshire

In 2017, South Lanarkshire IJB realigned its management structure around 
its four localities. Each locality has a manager responsible for a range of 
multidisciplinary teams and a health and social care budget. Moving the 
management of services to a locality level has empowered local teams to 
review the models of care in their area to see what fits best for the local 
community. A public forum in each locality gives the local community 
a voice in shaping local services. Each locality has produced a local 
strategic needs assessment setting out local needs and priorities and 
directing attention towards more locally specific outcomes. A ‘community 
first’ model of care places the emphasis on developing more community 
capacity and support.

Staff report that multidisciplinary working and, where possible, co-location, 
has improved communication and learning across disciplines. They have 
better knowledge of skills within the wider integrated team, allowing the 
most appropriate professional to see people at the right time. Working with 
separate IT systems is a source of frustration and requires less efficient 
work arounds. Another challenge is balancing trying to change at pace with 
a need to maintain day-to-day workload. Teams have taken an incremental 
approach to change, starting with a small number of staff and people 
using the health and social care services, and, if the new model goes well, 
gradually increasing this until the change becomes normal practice.

Source: North Lanarkshire IJB, 2018

Best value arrangements are not well developed
66. As IJBs are local authority bodies, the statutory duty of Best Value applies 
to them. This means that IJBs, from the outset, must clearly demonstrate their 
approaches to delivering continuous improvement. In July 2017, IJBs submitted 
their first annual performance reports in accordance with statutory requirements. 
One of the reporting requirements is that they demonstrate Best Value in the 
delivery of services. 

67. We found that some aspects of Best Value are widely covered within IJBs’ 
annual performance reports and annual accounts, including financial planning, 
governance and use of resources. About half of all IJBs had a section in their 
annual performance reports setting out how they intended to demonstrate the 
delivery of Best Value. Overall the coverage varies between IJBs and is often 
not in enough detail to allow the public to judge the IJB’s activity on continuous 
improvement.

IAs are using data to varying degrees to help plan and implement 
changes to services but there are still gaps in key areas 

68. Information Services Division (ISD) is part of NHS National Services Scotland, a 
special NHS board. ISD provides Local Intelligence Support Team (LIST) analysts to 
each IA area, along with social care information known as SOURCE. Using a LIST 
analyst to tailor and interpret local data helps IAs to better understand local need and 
demand and to plan and target services. LIST also works with Community Planning 
Partnerships in several areas including care for prison leavers presenting to the 
Homeless Service and children affected by parental imprisonment.
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69. Part of the work IAs are doing, supported by the LIST, is to better understand 
how to support the top two per cent of people using services who account for 
50 per cent of hospital and GP prescribing expenditure. By doing this, they can 
better direct resources and take preventative steps to ensure these users receive 
more targeted care. This prevents unnecessary hospital admissions and improves 
personal outcomes through providing more appropriate care in a homely setting.

An inability or unwillingness to share information is slowing the pace of 
integration 
70. There are several areas which need to further improve to help IAs and their 
council and NHS board partners make better use of data. These include:

•	 GP practices agreeing data-sharing arrangements with their IA

•	 IAs being proactive about sharing performance information, ideas and new 
practice with other IAs

•	 IAs and ISD agreeing data-sharing protocols for using data in national 
databases

•	 IAs identifying gaps in data about community, primary care and social care 
services and establishing how this information will be collected. This is 
something we have highlighted in several of our previous reports

•	 improving consistency in IAs’ data, making comparisons easier.

71. Sharing of information, including both health and performance information, is a 
vital part of providing effective care that is integrated from the point of view of the 
people who use services. It is also vital in helping to anticipate or prevent need. 
Throughout our work we were told of examples where this was not happening in 
practice, because of local systems or behaviours. Examples include: GP practices 
being unwilling to share information from new service pilots with other IAs; IAs 
themselves being unwilling to share performance and good practice information 
with others; and difficulties in setting up data-sharing agreements between IAs 
and ISD. Different interpretations of data protection legislation are not helping 
with the ease with which information is being shared. 

72. NHS and social care services are made up of many different specialties and 
localities, often with different IT systems, for example, systems to record X-ray 
results or record GP data. Many of these systems have been built up over years 
and commissioned separately for different purposes. Some services still rely on 
paper records. 

73. This disjointedness has an impact on people who need care and on the 
ability of health and care professionals to provide the best support that they can. 
For example, people with multiple and complex health and care conditions can 
have to explain their circumstances to many different professionals within a short 
space of time. This can delay people getting the help they need, waste resources 
and gets in the way of care provision being more responsive to people’s needs. 
Local data-sharing arrangements need to be in place so that professionals can 
appropriately share and protect the data they hold. 

74. Time and money are being spent on fixing local IT problems when national 
solutions should be found. Local fixes are being put in place to help overcome data-
sharing barriers. This includes bringing teams of staff together under one roof, so 
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they can discuss individual cases, rather than relying on electronic systems such 
as internal emails to communicate. Local areas are spending time and money 
implementing solutions which may continue to be incompatible in the future. There 
is a need for a coordinated approach to the solution, which includes the need to 
consider a national, single solution for Scotland. 

75. New IT systems and technology are crucial to implementing new ways of 
working. For example, many areas are beginning to introduce virtual means of 
contacting people using care services, such as video links to people’s homes so 
they do not have to visit a health or care centre. To do this successfully, a reliable 
communication infrastructure is needed, particularly in rural areas.

76. In April 2018, the Scottish Government published Scotland’s Digital Health & 
Care Strategy: Enabling, Connecting & Empowering. As part of this, a new national 
digital platform is to be developed to enable the sharing of real-time data and 
information from health and care records as required, across the whole care system. 
We will monitor developments as part of our work programme.

Meaningful and sustained engagement will inform service planning 
and ensure impact can be measured

77. IAs were set up to have active public involvement, for example through  
the make-up of their boards and requirements that they publish and engage  
with communities about their plans. We found some good local examples  
of engagement. From our analysis of IA strategic plans, we saw  
evidence of community engagement that influenced the IA’s priorities  
(Case study 7, page 39). Levels of ongoing engagement, and how much it 
shapes service redesign, are more difficult to judge, but several IAs explicitly 
mention the importance of engagement and see it as a priority.

78. Several third and independent sector organisations reported that they do not feel 
that IAs seek or value their input, although they have innovative ways to improve 
local services that will positively affect the lives of local people. Providers believe 
that service decisions are based on the funding available over the short term, rather 
than the needs of the community. Third-sector providers also report that there is 
often not time to attend engagement meetings, gather information for consultations 
or research lengthy committee papers. Therefore, IAs have a responsibility to help 
them become involved and to work with them earlier. IAs must discuss potential 
changes to services and funding with providers as early as possible. 

79. Early engagement with staff, as with the public, has reduced since IAs published 
strategic plans. Staff want to know how they are contributing to the progress 
of integration. More communication and involvement will both help increase 
knowledge of the services available across partnerships and help overcome cultural 
differences and reluctance to accept change in ways of working. 

80. Throughout this report we have recognised the challenging context IAs are 
operating in. This is inevitably having an impact on the extent to which they can 
meaningfully engage communities in discussions about improvements to services. 
IAs need to have in place wide-ranging and comprehensive arrangements for 
participation and engagement, including with local communities. Where local 
arrangements for engagement have been shown to work, these should continue. 
Engagement does not have to be managed and directed solely by the IA. If a local 
department or service has established relationships and means of engaging with 
third and independent sector providers which have proved successful, these should 
continue as before. 
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Case study 7
Edinburgh IJB: public engagement

The enhanced and proactive engagement approach adopted by Edinburgh 
IJB facilitated the involvement of the voluntary sector organisations in 
the co-production of strategic planning. Via the Edinburgh Voluntary 
Organisation Council, which sits on the IJB board as a non-voting member, 
the IJB invited the Lothian Community Health Initiatives’ Forum (LCHIF) 
onto its Strategic Planning Groups (SPG). This allowed the LCHIF to get 
involved in developing the IJB’s five strategic Commissioning Plans: Older 
People, Mental Health, Physical Disabilities, Learning Disabilities, and 
Primary Care. 

LCHIF was subsequently invited to be part of the Older People’s and 
Primary Care Reference Groups. Through involvement on the two 
reference groups, LCHIF and its members were able to contribute to the 
work that most reflected the services being delivered by them. The initial 
involvement of LCHIF on the SPG led to further engagement with other 
key influencing groups and networks which they felt ultimately benefited 
the sector, the forum and its members.

In addition to this involvement, the IJB has also embarked upon a review 
of its grants to the third-sector. This has been done in full collaboration 
and partnership with the third-sector. Through the SPG, a steering group 
was appointed, again with the involvement of LCHIF. This involvement 
contributed to a commitment being made to establish a grants forum 
in recognition of the ongoing dialogue that is required to ensure that 
prevention, early intervention and inequalities remains a priority  
for the IJB.

Source: Edinburgh IJB, 2018.

81. In September 2017, the Scottish Parliament’s Health and Sport Committee 
published Are they involving us? Integration Authorities’ engagement with 
stakeholders, an inquiry report on IAs’ engagement with stakeholders.13 The 
Committee also found a lack of consistency in stakeholder engagement across IAs. 
While some areas of good practice were cited, the Committee heard concerns over 
engagement being ‘tokenistic’, ‘overly top down’ and ‘just communicating decisions 
that had already been made’. The Committee argued that a piecemeal approach to 
engagement with stakeholders cannot continue and that meaningful engagement is 
fundamental to the successful integration of health and social care services.

82. There is also a role for the Scottish Government in continuing to develop how 
learning from successful approaches to integration is shared across Scotland. IAs 
are not being proactive about sharing success stories and the principles behind 
the planning and implementation of new ways of working which have worked 
well. Much could be learnt from the work done to date in local areas and IAs 
should be encouraged to engage with each other and share knowledge and 
performance information.
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Appendix 1
Audit methodology

Our objective: To examine the impact public bodies are having as they work together to integrate health and social 
care services in line with the Public Bodies (Joint Working) (Scotland) Act 2014. 

Our audit questions:

• What impact is integration having and what are the barriers and enablers to this change?

• How effectively are IAs planning sustainable, preventative and community-based services to improve 
outcomes for local people?

• How effectively are IAs, NHS boards and councils implementing the reform of health and social care 
integration?

• How effectively is the Scottish Government supporting the integration of health and social care and 
evaluating its impact?

Our methodology:

• Reviewed documents, such as integration schemes, IAs' strategic plans, IJBs' annual audit reports, 
annual performance reports, national performance data and other key documents including the Scottish 
Government’s National Health and Social Care Financial Framework.

• Interviews, meetings and focus groups with a range of stakeholders including third-sector and independent 
sector providers. Our engagement involved hearing about experiences of engaging with IAs and how 
services had changed through integration. 

• Interviews at four case study sites – Aberdeen City IJB, Dundee City IJB, Shetland Islands IJB and South 
Lanarkshire IJB. We met with:

– Chief Officers and Chief Finance Officers

– Chairs and vice-chairs of IJBs 

– NHS and council IJB members

– Chief social work officers

– IJB clinical representatives (GP, public health, acute, nursing)

– IJB public representatives (public, carer and voluntary sector)

– Heads of health and social care, nursing, housing and locality managers and staff

– NHS and council chief executives and finance officers

– IT, communications and organisational development officers.
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Appendix 2
Advisory group members

Audit Scotland would like to thank members of the advisory group for their input and advice throughout the audit.

Member Organisation

Alison Taylor Scottish Government

Alistair Delaney Healthcare Improvement Scotland

Allison Duncan IJB Vice Chair 

Eddie Fraser IJB Chief Officer 

Fidelma Eggo Care Inspectorate

Gerry Power Health and Social Care Alliance 

Jeff Ace NHS Chief Executive 

John Wood Convention of Scottish Local Authorities (COSLA)

Julie Murray Society of Local Authority Chief Executives

Robin Creelman IJB Vice Chair

Tracey Abdy IJB Chief Finance Officer 

Note: Members sat in an advisory capacity only. The content and conclusions of this report are the sole 
responsibility of Audit Scotland.
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Appendix 3
Progress against previous 
recommendations

  Recommendations   Progress

  Scottish Government should:

•	 work with IAs to help them develop performance 
monitoring to ensure that they can clearly 
demonstrate the impact they make as they develop 
integrated services. As part of this:

–– work with IAs to resolve tensions between the 
need for national and local reporting on outcomes 
so that it is clear what impact the new integration 
arrangements are having on outcomes and on the 
wider health and social care system.

IAs are reporting locally on outcomes but this is not 
being drawn together to give a national picture of 
outcomes for health and social care.

•	 monitor and publicly report on national progress on 
the impact of integration. This includes: 

–– measuring progress in moving care from 
institutional to community settings, reducing local 
variation in costs and using anticipatory care plans 

–– reporting on how resources are being used to 
improve outcomes and how this has changed 
over time 

–– reporting on expected costs and savings resulting 
from integration.

We found there are a significant number of indicators 
and measures being used nationally and locally to 
understand whether integration is making a difference 
and to monitor changes. But, for the public to understand 
how the changes are working at a Scotland-wide level, 
these indicators need to be presented in a clear and 
transparent way. 

The Scottish Government has introduced a series of 
national outcomes for health and social care. The outcomes 
are not being routinely reported at a national level.

The savings estimated to be made from integration 
were expected to derive from a reduction in unplanned 
bed days, fewer delayed discharges, improved 
anticipatory care and less variation in bed day rates 
across partnerships. The savings from these have not 
been specifically monitored by the Scottish Government, 
although actual and projected performance across these 
measures is reported to the Scottish Government's 
Ministerial Steering Group. 

•	 continue to provide support to IAs as they become 
fully operational, including leadership development and 
sharing good practice, including sharing the lessons 
learned from the pilots of GP clusters.

Some leadership development has been commissioned 
from the Kings Fund by the Integration Division 
at Scottish Government but there is a lack of joint 
leadership development across the health and social 
care system to help to embed and prioritise collaborative 
leadership approaches.

There is an appetite for examples of good practice 
from local partnerships but still a lack of good learning 
resources.

Cont.
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  Recommendations   Progress

  Integration Authorities should:

•	 provide clear and strategic leadership to take forward 
the integration agenda; this includes: 

–– developing and communicating the purpose and 
vision of the IJB and its intended impact on local 
people 

–– having high standards of conduct and effective 
governance, and establishing a culture of 
openness, support and respect.

We found that a lack of collaborative leadership and 
cultural differences are proving to be significant barriers 
to change in some areas.

•	 set out clearly how governance arrangements will 
work in practice, particularly when disagreements 
arise, to minimise the risk of confusing lines of 
accountability, potential conflicts of interests and any 
lack of clarity about who is ultimately responsible for 
the quality of care and scrutiny. This includes:

–– setting out a clear statement of the respective roles 
and responsibilities of the IJB (including individual 
members), NHS board and council, and the IJB's 
approach towards putting this into practice

–– ensuring that IJB members receive training 
and development to prepare them for their 
role, including managing conflicts of interest, 
understanding the organisational cultures of the 
NHS and councils and the roles of non-voting 
members of the IJB.

There is a lack of agreement over governance and a lack 
of understanding about integration which is acting as a 
significant barrier to progress in some areas.

There are still circumstances where clarity is needed 
over who is ultimately responsible for service 
performance and the quality of care. In some instances, 
this uncertainty is hampering decision-making and 
redesigning how services are provided. Not enough has 
been done locally to address this. 

•	 ensure that a constructive working relationship exists 
between IJB members and the chief officer and 
finance officer and the public. This includes:

–– setting out a schedule of matters reserved for 
collective decision-making by the IJB, taking 
account of relevant legislation and ensuring that 
this is monitored and updated when required

–– ensuring relationships between the IJB, its 
partners and the public are clear, so each knows 
what to expect of the other.

IAs have helped to improve engagement with the public 
and providers in the local area in some instances but 
there is more to do.

•	 be rigorous and transparent about how decisions 
are taken and listening and acting on the outcome of 
constructive scrutiny, including:

–– developing and maintaining open and effective 
mechanisms for documenting evidence for decisions

–– putting in place arrangements to safeguard members 
and employees against conflict of interest and put 
in place processes to ensure that they continue to 
operate in practice

–– developing and maintaining an effective audit 
committee 

–– ensuring that effective, transparent and accessible 
arrangements are in place for dealing with complaints.

–– ensuring that an effective risk management system is 
in place.

We found that decision-making is not localised or 
transparent in some areas and risk management 
arrangements are not well developed.

Cont.



Appendix 3. Progress against previous recommendations  | 45

  Recommendations   Progress

•	 develop strategic plans that do more than set out the 
local context for the reforms; this includes:

–– how the IA will contribute to delivering high-quality 
care in different ways that better meets people’s 
needs and improves outcomes

–– setting out clearly what resources are required, 
what impact the IA wants to achieve, and how the 
IA will monitor and publicly report their progress 

–– developing strategies covering the workforce, risk 
management, engagement with service users and 
data sharing, based on overall strategic priorities 
to allow the IA to operate successfully in line with 
the principles set out in the Act and ensure these 
strategies fit with those in the NHS and councils

–– making clear links between the work of the IA and 
the Community Empowerment (Scotland) Act and 
Children and Young People (Scotland) Act.

IAs are beginning to link their resources to strategic 
priorities but more needs to be done to show when their 
planned outcomes will be achieved. They also need to 
show how the shift from the current ways of working to 
new models of care will happen.

•	 develop financial plans that clearly show how IAs will 
use resources such as money and staff to provide 
more community-based and preventative services. 
This includes: 

–– developing financial plans for each locality, 
showing how resources will be matched to local 
priorities

–– ensuring that the IJB makes the best use of 
resources, agreeing how Best Value will be 
measured and making sure that the IJB has the 
information needed to review value for money and 
performance effectively.

There is some evidence of small-scale transfers of 
resources, but most IAs have funded changes to 
services using ring-fenced funding, such as specific 
additional integrated care funding provided by the 
Scottish Government. This is instead of shifting 
resources from an acute setting, such as hospitals, 
to community settings such as local clinics and GP 
surgeries. While this may have achieved performance 
improvement in things such as delayed discharges, 
ring-fenced funding may not be available long term. 
Therefore, IAs need to ensure the financial sustainability 
of ongoing support for changes made. 

Financial planning is not integrated, or long term and 
financial pressures make meaningful change hard to 
achieve.

Arrangements for understanding and measuring Best 
Value arrangements are not well developed.

•	 shift resources, including the workforce, towards a 
more preventative and community-based approach; 
it is important that the IA also has plans that set out 
how, in practical terms, they will achieve this shift  
over time.

We found there has been limited change in how 
resources are being used across the system at this stage 
– see above.

Cont.
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  Recommendations   Progress

  Integration Authorities should work with councils and NHS boards to:

•	 recognise and address the practical risks associated 
with the complex accountability arrangements by 
developing protocols to ensure that the chair of the 
IJB, the chief officer and the chief executives of 
the NHS board and council negotiate their roles in 
relation to the IJB early in the relationship and that a 
shared understanding of the roles and objectives is 
maintained.

We found a lack of agreement over governance and a 
lack of understanding about integration remain significant 
barriers in some areas.

There are still circumstances where clarity is needed 
over who is ultimately responsible for service 
performance and the quality of care. In some instances, 
this uncertainty was hampering decision-making and 
redesigning how services are provided. In our opinion, 
not enough has been done locally to address this. 

•	 review clinical and care governance arrangements 
to ensure a consistent approach for each integrated 
service and that they are aligned to existing clinical 
and care governance arrangements in the NHS and 
councils.

Auditors report that members of IA leadership have 
differing views about governance, especially clinical 
governance, and roles and responsibilities.

•	 urgently agree budgets for the IA; this is important 
both for their first year and for the next few years to 
provide IAs with the continuity and certainty they 
need to develop strategic plans; this includes aligning 
budget-setting arrangements between partners.

We found that at present, not all councils and NHS 
boards view their finances as a collective resource for 
health and social care. Some councils and NHS boards 
are still planning budgets around their own organisations 
rather than taking account of their IJBs local strategic 
priorities. The ambition for integration is that the health 
and social care resources in the local area would be 
brought together and used to deliver integrated services 
with improved outcomes for people. While this is 
happening in some areas, councils and NHS boards in 
other areas can be unwilling to give up financial control 
of budgets and IJBs can struggle to exert influence over 
their budgets. Some IAs have little or no involvement in 
the budget-setting process. 

At a very basic level IJBs struggle in some areas to agree 
budgets. Fourteen IJBs failed to agree a budget for the 
start of the 2017/18 financial year.

•	 establish effective scrutiny arrangements to ensure 
that councillors and NHS non-executives, who are not 
members of the IJB board, are kept fully informed 
of the impact of integration for people who use local 
health and social care services.

We have seen that IJB board papers are shared with 
council and NHS board partner organisations. In some 
areas though, rather than streamlining governance and 
scrutiny arrangements, councils and NHS boards are 
putting in place additional layers of reporting as if each 
were accountable for the actions of the IJB. 

•	 put in place data-sharing agreements to allow them to 
access the new data provided by ISD Scotland.

IAs and ISD are have difficulties in agreeing data-sharing 
protocols for using national databases.
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Appendix 4
Financial performance 2017/18

IJB

Position  
(pre-additional 

allocations)
Overspend/ 

(underspend)

 
Additional allocation/ 

(reduction) Use of 
reserves

Year-end 
position
Deficit/

(Surplus)Council NHS board

(£million) (£million) (£million) (£million) (£million)

Aberdeen City 2.1 0 0 2.1 0
Aberdeenshire 3.5 1.5 2.0 0 0
Angus (0.4) 0 0 0 (0.4)
Argyll and Bute 2.5 1.2 1.4 0 0
Clackmannanshire and Stirling 2.2 0.6 0.6 1.1 0
Dumfries and Galloway (2.5) 0 0 0 (2.5)
Dundee City 2.5 0 2.1 0.4 0
East Ayrshire 3 2.2 1.3 0 (0.5)
East Dunbartonshire 1.1 0 0 1.1 0
East Lothian 0.7 0.6 0.1 0 0
East Renfrewshire (0.4) 0 0 0 (0.4)
Edinburgh 7.4 7.2 4.9 0 (4.7)
Eilean Siar (3.0) 0 0 0 (3.0)
Falkirk 1.3 0 1.4 0.2 (0.3)
Fife 8.8 2.5 6.4 0 0
Glasgow City (12.0) 0 0 0 (12.0)
Inverclyde (1.8) 0 0 0 (1.8)
Midlothian (0.7) 0.2 0 0 (0.9)
Moray 1.9 0 0 1.9 0
North Ayrshire 3.5 0 1.0 0 2.6
North Lanarkshire (11.7) 0 0.6 0 (12.3)
Orkney 0.7 0.2 0.5 0 0
Perth and Kinross (1.4) (2.6) 1.3 0 0
Renfrewshire 4.8 2.7 0 2.1 0
Scottish Borders 4.5 0.3 4.2 0 0
Shetland 2.4 (0.3) 2.9 0 (0.2)
South Ayrshire 0.3 0 0 0.3 0
South Lanarkshire (1.2) 0 1.0 0 (2.2)
West Dunbartonshire (0.6) 0 0 0 (0.6)
West Lothian 1.8 0 1.8 0 0

Note: Arithmetic differences arising from roundings.
Source: Audited Integration Authority annual accounts, 2017/18
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