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Key Messages  
 
In developing our response to the Health and Sport Committee on the matter 
of the Public Bodies (Joint Working) (Scotland) Bill, we would draw attention 
to the following key messages:  
 

 It is our general view that the integration of health and social care 
should form a corner-stone of the public service reform agenda and link 
to wider reforms associated with community planning; 
 

 The Scottish Government’s policy proposals have a number of 
commendable features. In particular, they support outcomes-based 
service planning; recognise joint strategic commissioning as the 
bedrock of integrated service planning; and afford appropriate 
prominence to locality planning as a means of working with 
communities; 
 

 However, COSLA believes that the Public Bodies Bill is in parts too 
prescriptive and too detailed, and as a general rule there should be 
more flexibility at a local level to determine the shape and governance 
of the proposed partnership arrangements;  
 

 In respect of the Ministerial powers expressed in the bill, COSLA does 
not agree to any Minister having powers of autonomy to make 
decisions which affect Local Authorities without consultation and 
agreement. We believe that the range of local authority services under 
the direction of Scottish Ministers is far too great and that the Scottish 
Government should introduce an amendment to ensure that the bill is 
consistent with the policy intention and consultation exercise; 
 

 We would maintain that health and social care partnership 
arrangements should be subject to stronger-than-proposed local 
democratic oversight. The bill falls short in describing effective 
arrangements in support of these principles.  
 

 From the perspective of whole-system commissioning, it is absolutely 
vital that acute budgets form part of the integrated resource. While we 
recognise the technical challenges associated with this proposition, to 
leave acute resources outside of the integrated budget would render 
the health and social care partnership relatively impotent. The Scottish 
Government should define the minimum contribution of the acute 
sector to the integrated budget. 
 

 We are calling on the Scottish Government and Parliament to resolve 
the longer-term funding challenges associated with the cost of health 



 

and social care to the public purse in Scotland. We are confident that 
the pressures building on the health and care system over the next 
twenty years cannot be met by better integrated services alone: the 
integration of health and social care is necessary but ultimately 
insufficient as a means of eliminating the funding gap that is likely to 
emerge.  

 

 
Introduction 

 
1. The Health and Sport Committee has asked for evidence in respect of the 

Public Bodies (Joint Working) (Scotland) Bill. COSLA’s position on health 
and social care integration has been developed over a number of years 
and has been subject to considerable scrutiny by council leaders and our 
professional associations. We have also worked in detail with our partners 
in the Scottish Government and the NHS to ensure that the proposed 
arrangements are robust and practicable – but we continue to feel that the 
bill has a number of short-comings, which we would hope to resolve by 
working with the Scottish Government and Parliament.  
 

2. There is a general consensus, within the context of public sector reform, 
that closer and better working practices between NHS Boards and local 
authorities are both necessary and desirable. However, a variety of views 
have been expressed within the local government family about how best to 
achieve this. Some believe that the proposed models of integration are 
appropriate and practicable; others feel that the Scottish Government’s 
proposals are too prescriptive and focus on structural change at the 
expense of outcomes; and others again believe that whatever the merits of 
the delivery arrangements, the proposals pay insufficient regard to 
important issues like the democratic accountability of the council. These 
matters – and others – are rehearsed in more detail below.  

 
3. We also feel that it is important to make a distinction between the policy 

intention and the content of the bill. Whereas the policy intention is familiar 
in terms of the two primary models of integration (the body corporate 
model and the lead agency model), there are a number of new issues to 
consider in respect of the bill itself – some of which were not alluded to in 
the Scottish Government’s consultation process.  

 
4. We have split our submission into three sections: an analysis of the bill 

and its implications for local government; commentary on the policy 
intention and the models of integration proposed; and an assessment of 
the financial and workforce implications.  

 
Analysis of the Bill 

 
5. Public services in Scotland face an unprecedented challenge: to improve 

outcomes for the people of Scotland and reduce inequalities at a time of 
increased demand, by ensuring the best use of increasingly limited 
resources. 



 

 
6. Local government has invested significantly in arguing that effective and 

sustainable reform requires public agencies to be empowered to work 
together to improve lives across Scotland’s communities. We have also 
argued that Community Planning and Single Outcome Agreements are at 
the heart of this agenda. These views have gained considerable traction, 
and both the Christie Commission, and the Government’s response to it, 
have recognised the need to build on and strengthen those processes.  
 

7. In considering the public service reform agenda more broadly, COSLA has 
expressed general support for an agenda that develops outcomes-based 
approaches; uses resources flexibly; promotes co-production, early 
intervention and prevention; facilitates service integration; and enhances 
local democratic scrutiny. These themes are all explored in detail in our 
recently published vision for local government.1  

 
8. The overall thrust of the Scottish Government proposals on health and 

social care integration would align with many of these general principles. 
COSLA would argue, however, that the proposals are at times too 
prescriptive and too detailed, and as a general rule there should be more 
flexibility at a local level to determine the shape and governance of the 
proposed partnership arrangements. We would also maintain that health 
and social care partnership arrangements should be subject to stronger-
than-proposed local democratic oversight. The bill falls short in describing 
effective arrangements in support of these principles. In particular, we 
would highlight potential issues in relation to: 

 

 The ubiquity of Ministerial powers 

 The extent of Scottish Government oversight; and 

 Democratic accountability 
 

Ubiquity of Ministerial Powers 
9. COSLA does not agree to any Minister having powers of autonomy to 

make decisions which affect Local Authorities without consultation and 
agreement. We want to halt the erosion of local choice and discretion 
caused by the imposition of new duties from the centre, and assert a 
presumption against Ministers using or developing powers to act with 
regard to local government services.  
 

10. To that end, we explicitly reject the provision within the Public Bodies 
(Joint Working) (Scotland) Bill where:  

 
Scottish Ministers may by regulations prescribe functions of local 
authorities that must, may or may not be delegated under an integration 
plan 2 
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11. This gives Scottish Ministers unshackled power to play around with local 
government services: it does not limit the scope of integration to adult 
social care (as is the policy intention – and as was the focus of the Scottish 
Government’s own consultation).The scope of the legislation means that 
the powers to make regulations extend to all local authority functions. It 
therefore establishes, without recourse to further primary legislation, 
Ministerial powers to require that any local authority function must be 
transferred to delegated arrangements (be those lead agency or joint 
board arrangements). While we would hope that the Parliament would 
remain true to the spirit of the bill in enacting any regulations in this area, 
the bill nonetheless opens up future risk in respect of other mainstream 
local authority services – like education or housing – being passed into 
delegated arrangements through regulations written by Scottish Ministers.  

 
12. We have explored this matter in detail with Scottish Government officials, 

expressing a wish to see an amendment introduced at Stage 2 in the 
parliamentary process which would define the local government 
functions as adult social work or social care services alone. This 
would be consistent with the policy intention and consultation.  

 
13. In addition to the scope of the bill being too broad, the use of Ministerial 

powers is further evidenced later in the bill, where  
 
 The Scottish Ministers may by order make provision — 
 
 (a) about the membership of integration joint boards, 
 (b) about the proceedings of integration joint boards, 

 (c) giving integration joint boards general powers (such as powers 
to contract, acquire or dispose of property or rights or borrow 
money or incur other liabilities) in connection with the carrying 
out of their functions, 

 (d)  about the supply of services or facilities to integration joint 
boards by a local authority or Health Board, 

(e)  about any other matter relating to the establishment or operation 
of integration joint boards that the Scottish Ministers think fit3 

 
14. This invests too much authority in Scottish Ministers, at the expense of 

local partnerships. On the membership and proceedings of the integration 
joint boards, we would maintain that this is primarily a local matter – at the 
very most, these principles should be expressed in national guidance 
agreed with COSLA. We hold a strong belief that the parent bodies 
alone should identify who represents them on the integration board.  
 

15. On the measures that allow Ministers to empower partnerships to establish 
fully incorporated integration authorities (with employment, contracting and 
borrowing powers etc.), we recognise the potential flexibility this could 
provide partnerships into the future. We are satisfied that the full 
incorporation of integration authorities (e.g. employment capabilities, 
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borrowing powers etc.) is an option (should Ministers be agreeable to 
making provision), not a requirement, under the proposed legislation. 
However, the bill needs additional safeguards written into it: we want to 
ensure that a move to fully incorporate a partnership is only possible 
with the consent of the council and the Health Board.  

 
16. The final clause (e) simply invests too great a degree of power in Scottish 

Ministers. We hold to a vision of democracy that is more decentralised – 
and which contains more checks on central government power.  

 
17. Our final substantive point on the ubiquity of ministerial power relates to 

the shift towards outcomes based planning and service delivery. This 
represents one of the strengths of the integration agenda. The 
improvement of outcomes needs to be the methodological driver of change 
and the touchstone for assessing success. For this to work, the 
development of an outcomes based approach needs to be taken forward 
in partnership – both locally and nationally. However, we do not believe 
that the bill is faithful to this principle in that it gives Ministers the power to 
‘prescribe’4 these outcomes and defines local authorities as a mere 
consultee in the process of determining these. We think the bill should 
recognise local government as a democratic institution and reflect – 
as with Single Outcome Agreements – that the identification of 
outcomes should be agreed between the Scottish Government and 
Scottish local government.  

 
The Extent of Scottish Government Oversight 
18. As a democratic institution, COSLA believes that Scottish local 

government should be an equal partner to the Scottish Government – not 
a subsidiary. While we recognise the remit of government in developing 
national policy, we consider the accountability of councils to be first and 
foremost to the local electorate. Within this context, we feel that the Public 
Bodies (Joint Working) (Scotland) Bill is unnecessarily centralising in its 
content.  
 

19. We are clear that the bill was intended as enabling legislation, which would 
empower local partnerships to overcome legislative barriers to establish 
fully integrated partnerships capable of managing the whole journey of 
care (from the community through primary healthcare to secondary 
healthcare). However, while the bill establishes the mechanisms that will 
allow partnerships to integrate services covering the whole journey of care, 
parts are written in a way that binds rather than enables.  
 

20. For example, the bill states that the Local Authority and Health Board 
‘must submit the integration plan to Scottish Ministers for approval’.5 
Again, the bill invests authority in Scottish Ministers without fully explaining 
the criteria against which an integration plan will be judged. While we 
would acknowledge that the bill does not provide discretionary powers for 
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a Minister to instruct, for example, a partnership to include children’s 
services within its integration plan, we would hold that the relationship thus 
defined makes local government subservient to Scottish Ministers. The 
integration plan should ultimately be agreed by the two democratic 
institutions which are accountable to the electorate for performance 
against outcomes, namely, the Scottish Government (on behalf of the 
Health Board) and the Local Authority.  

 
21. In addition, there are some instances of central government oversight 

being exerted in a way which is not sufficiently sensitive to partners’ roles 
and responsibilities, and goes beyond the scope that would normally be 
expected. For example, the Scottish Government has consistently 
indicated that the Jointly Accountable Officer (referred to as the ‘Chief 
Officer’ in the legislation) should report to the Chief Executive of the Health 
Board and Local Authority. While we do not object to this reporting 
relationship, it is slightly odd that primary legislation should involve itself in 
defining managerial relationships within organisations. What is more, the 
principle is expressed in legislation as: ‘the responsibilities of the Chief 
Officer are subject to the agreement of Scottish Ministers’.6 In our view, the 
term ‘responsibilities’ goes beyond the matter of the seniority of the JAO 
post. We believe that the responsibilities of the Chief Officer is rightly 
a matter for partnerships to determine.  

  
22. There are further examples of the bill reaching too far in prescribing an 

approach to key processes which should designed by partnerships to suit 
local circumstances. A good example is around level of the direction on 
whom to consult over the integration plan and strategic plan respectively. 
In respect of the latter, the legislation goes beyond the principles of 
engagement for the strategic joint commissioning plan and outlines how 
the consultation and engagement process should be operated, and who 
should be involved. As such, we would like to see more limited 
expression of the principles on the face of the primary legislation, 
with more of the detail committed to secondary legislation and 
guidance. We think that this would give us more time to work on the 
content and would make the legislation less vulnerable to becoming 
outdated by changes in practice.  

 
Democratic Accountability 
23. The principle of delegation is at the heart of the Scottish Government’s 

plans to integrate adult health and social care services – whether to the 
body corporate or lead agency – and from there to the localities. This 
correctly requires us to invest a level of autonomy in the partnership board 
under the body corporate model.  
 

24. However, as currently constructed, the bill establishes a situation whereby 
once the partnership is created through the integration plan (and the 
functions to be delegated are signed-off by the Local Authority, Health 
Board, and Scottish Government, along with the relevant budgets), the 
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joint board then has the autonomy to make decisions on what its total 
budget is spent on without referring back to the parent bodies.  

 
25. The key advantage to this arrangement is that it maximises unitary control 

over the integrated budget and the capacity to redesign services. It 
provides a commissioning capacity that extends to acute provision, 
primary care and social care and so optimises the ‘total resource’ that can 
be deployed and redeployed to improve outcomes. This is important 
because if we should integrate health and social care services only to find 
that we invest resources in line with historical spending patterns, then the 
exercise will have been a failure and a needless distraction. So the 
commissioning authority of the partnership board is important – but could 
be improved by stronger democratic oversight on the social care side.  

 
26. The board will be autonomous from the council; it will not simply form part 

of the council’s committee structure. Similar to the issues that arose under 
the old police board structures, the elected members on the board will not 
be accountable to the council as such, only to the fulfilment of the board’s 
duties under the ‘integration plan’. While respecting the need to give the 
integration board some autonomy, we believe that the council committee 
structure has an important role to play in scrutinising the work of the 
integration authority and that the bill should make clear that there is an 
opportunity to connect the activity of the board to the broader 
council and indeed to the Community Planning Partnership.  

 
27. While this would strengthen democratic oversight, additional measures 

should also be considered. For example, in respect of the major redesign 
of health services, the Cabinet Secretary reserves the right to ‘call-in’ 
decisions taken by Health Boards – and potentially overturn these. On the 
assumption that the Cabinet Secretary will not want to forego this power, 
we would maintain that there is a similar need for democratic oversight 
in respect of the redesign of social care services – and that the full 
council should have ‘call-in’ powers under these circumstances. For 
example, if the integration authority decided within its strategic plan to 
outsource care home provision, the decommissioning of in-house services 
and properties could represent a significant risk to the council. It seems 
appropriate that decisions of this magnitude should require the full 
democratic oversight of the council. 

 
28. Finally, insofar as the primary democratic accountability of the council is to 

the electorate, local government is not performance managed by the 
Scottish Government – unlike the NHS. While we accept that the new 
partnership arrangements will require suitable performance management 
arrangements to be put in place that satisfy a number of parties, we are 
concerned about the ability of Scottish Ministers to prescribe in 
regulations the form and content of performance reports.7 If Ministers 
can identify content, they can identify priorities – and the priorities of the 
Scottish Government might not be shared by Scottish Local Authorities. 
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For example, the HEAT system which is used to manage the NHS has 
traditionally focused on acute care, with a predominant focus on access 
and treatment times. Our worry is that this drives activity and resources 
towards the acute sector, which is the exact opposite of what we need to 
do in public policy terms.   

 
Analysis of the Policy Objectives 

 
29. The Scottish Government’s Policy Memorandum sets out the problems it 

seeks to resolve through the Public Bodies bill: 
 

From the perspective of people who use the system – patients, service 
users, carers and families – the problems to be addressed can be 
summarised as follows:  

 

 There is inconsistency in the quality of care for people, and the 
support provided to carers, across Scotland, particularly in terms of 
older people‘s services;  

 People are too often unnecessarily delayed in hospital when they 
are clinically ready for discharge; and  

 The services required to enable people to stay safely at home are 
not always available quickly enough, which can lead to avoidable 
and undesirable admissions to hospital. 

 
30. We would accept that the Scottish Government’s analysis of the 

challenges facing the health and social care system – particularly around 
the needs of older people - is broadly accurate. However, the size and 
nature of these challenges varies across Scotland.  
 

31. What is more, while public services need to be able to respond to the 
growing number of older people inappropriately admitted to hospital, that is 
not all they will need to do. As such, we should be careful about defining a 
public policy problem too tightly, lest we beget a political or structural 
response that lacks the flexibility to engage with other complex challenges.  

 
32. To cite a case in point: the report of the Commission on Public Service 

Reform was supportive of an agenda founded on the principles of 
coproduction, assets-based approaches to health improvement and early 
intervention. It is important that any new partnership arrangements not 
only allow for these principles to be built in, but are actually founded on 
them. In doing so, we should position partnerships to look not just at 
seamless service delivery for adults with health and social care needs - but 
to make inroads into appalling levels of health inequalities and integrate 
the public health function into partnership activity. Our starting point 
should be to engender the preconditions of good health.  

 
33. We also need to be careful not to assume the same set of problems exist 

for all population groups. The proposals will require that services for adults 
as well as older people should be integrated. However, we need to be 
mindful that the interface issues can be slightly different for the adult 



 

populations. For instance, for people experiencing mental ill-health or who 
have a learning disability, the interface with employment service and 
welfare advice is crucial. Or for people with drug or alcohol addictions, 
oftentimes a complex relationship exists within the family unit, and 
interface issues here are as focused as much on the criminal justice 
system, or the housing system, as any relationship between community 
care and acute hospital provision. Or again, in respect of children’s 
services, the connection to the education system is particularly important. 
We make these points to illustrate that it is not just the interface between 
health and social care which is at stake in these reforms. One of the 
reasons that public service reform is challenging is that whatever 
organisational boundaries exist, interface issues will continue to require 
management. 
 

34. Finally, and contrary to much of the rhetoric expressed on the relationship 
between Scottish Local Government and NHS Scotland, COSLA would 
hold that the last ten years has witnessed the steady improvement of 
partnership working at both local and national levels. Beginning with large 
scale hospital closure programmes for people with disabilities, through to 
the position today, we would maintain that it is possible to trace steady 
improvement in the quality of partnership working and – importantly – the 
quality and cohesion of service delivery. That is not to say that we have 
achieved as much as we can; and it is clear that some partners have 
experienced significant strain on their relationship across this timespan – 
but we are building from a position of strength and that should be 
acknowledged.  

 
Strengths of the Policy Framework 
 
35. While there are a number of elements to the Government’s proposals with 

which we disagree, it does not alter our general view that the integration of 
health and social care should form a corner-stone of the public service 
reform agenda.  
 

36. The Scottish Government’s policy proposals have a number of 
commendable features. In the first instance, they support outcomes-based 
service planning. One of the key factors that has shaped progress towards 
a shared set of over-arching outcomes has been an emerging consensus 
on public policy. This has been most recently expressed in the high level 
outcomes crafted in support of the integration agenda: we want people 
with disabilities, long term conditions or who become frail in their old age to 
live as safely and independently as possible in the community, and have 
control over their care and support. However, the simplicity of this idea 
sometimes gets lost amidst the difficult task of managing large 
bureaucracies like NHS Boards or councils, and under the pressure of 
significant financial constraints and different performance arrangements, 
too often organisational behaviours have driven activity in different 
directions.  
 



 

37. COSLA acknowledges therefore, that a single set of agreed national 
outcomes to drive activity and performance has the potential to 
further improve the partnership agenda. We will want to make sure that 
outcomes reflect the priorities of local government, the NHS, Scottish 
Government, and our partners in the third and independent sectors, and 
achieve a strong strategic fit with SOAs. The outcomes should be agreed 
politically between the Scottish Government and COSLA.  
 

38. However, even with nationally agreed outcomes driving performance, 
there remains the potential for performance management systems to drive 
activity in different directions. The NHS in Scotland is performance 
managed by the Scottish Government, with a high degree of prescription 
on target setting and performance monitoring – often on access and 
treatment times - coupled with centre-facing reporting arrangements. 
Councils, however, are performance managed through democratic scrutiny 
by local elected members, with locally-agreed targets and performance 
monitoring systems, coupled with community-facing reporting through 
duties on public performance reporting. We think that further alignment 
work needs to be undertaken in this area to ensure that the system 
becomes truly cohesive – and that targets and ambitions are measured 
against the outcomes experienced by citizens.  
 

39. The second main strength of the Government’s proposal is in the 
prominence given to whole-system commissioning. The proposed 
arrangements recognise the commissioning agenda of the integrated 
partnership – based on the ‘total resource’ of the partnership - as the 
bedrock of integration and service redesign:  
 
The ability to look at overall expenditure for defined populations and user 
groups, and to use budgets flexibly, is a hallmark of integrated care. This is 
important, both to enable efficient allocation of resources and also to 
ensure that needs are met in the most appropriate and cost-effective way.8 

 
40. We agree with the Scottish Government’s proposal that partnerships 

should be required to develop a strategic joint commissioning plan 
for all adult health and social care services. The commissioning 
process will normally involve: assessing and forecasting population need; 
planning the range, type and quality of services and support mechanisms 
that need to be put in place to meet to those population needs; putting in 
place arrangements to deliver or procure these services and support 
mechanisms; and reviewing the process by establishing whether 
objectives have been met.  
 

41. The reason that commissioning is important is that it links service delivery 
to population need. It also facilitates change and service redesign and the 
twin challenges of demographic change and diminishing public finance 
suggest that radical change is required. Good commissioning challenges 
conservative practice and acceptance of historical spending patterns. It 
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requires flexibility of resource to make different investment decisions. 
Simply put, it is the means by which partnerships can focus on delivering 
more upstream investment in community-based services and disinvest in 
institutional care. 

 
42. For this reason, it is absolutely vital that acute budgets form part of 

the integrated resource. While we recognise the technical challenges 
associated with this proposition, to leave acute resources outside of the 
commissioning budget would render the integration agenda relatively 
impotent. The Scottish Government should define the minimum 
contribution of the acute sector to the integrated budget. While this 
requires further thought and discussion, if we are seriously committed to 
‘making the resource follow the person’ then we should focus our energies 
on redesigning the emergency care pathway, which in turn would commit a 
range of acute and other inpatient resources including: front door (accident 
and emergency), general medicine and receiving services, and those 
specialisms which are mainly emergency-driven. 

 
43. Whatever slice of acute resource is eventually committed to the integrated 

budget, it needs to be substantial. This is supported by the following 
statistics:  

 

 Total spend on health and social care for people aged 75+ on 2010/11 
was £3.1bn, of which 64% was spent on institutional care - hospitals 
and care homes;  

 44% of total occupied bed days (for people of all ages) was accounted 
for by people aged 75+ 

 90% of occupied bed days for people aged 75+ were the result of 
unplanned admission to hospital 

 70% of all hospital expenditure on people aged 75+ is unplanned 
 

44. Given this pattern of acute care consumption, a strong and effective 
commissioning plan based on an ambitious description of the ‘total 
resource’ will be necessary to combat the twin pressures of demographic 
change and diminishing public finance. Commissioning plans should 
establish how the balance of care will shift over time, as partners seek to 
move away from reliance on institutional care facilities such as hospitals or 
care homes.  
 

45. The final main strength that we would like to acknowledge is around 
locality planning. Research from the Improvement Service has 
demonstrated that there can be considerable variation within local 
authority boundaries in terms of the distribution of outcomes – sometimes 
down to neighbourhood level. That would suggest that work undertaken 
with communities to improve health and well-being outcomes needs to be 
highly tailored to the circumstances of those localities – and that the 
professionals working in localities need to be empowered to work 
with communities to develop new mechanisms of support and 
service options. It will be important that localities – however defined – are 



 

natural communities and that engagement structures are put in place 
within a community planning context.  

 
Weaknesses of the Policy Framework 

 
46. One of the central challenges associated with the proposals is in respect of 

bringing together the governance arrangements of two organisations – 
Councils and Health Boards - which have completely distinct DNA. We 
recognise the difficulty of the task presented to Government in this regard. 
 

47. We have already touched – at paragraphs 26 and 27 – on how local 
democratic oversight could be improved. However, we also want to ensure 
that elected member input is maximised within the context of the 
Partnership Board.  

 
48. The Scottish Government’s original proposal was to impose a limit of three 

elected members for each Partnership Board – partly because of the 
relative scarcity of NHS Non-executive Directors to form an equal number 
of NHS representatives. However, that proposal would undoubtedly have 
created a democratic deficit for some of our larger councils. Under these 
proposals, we could have seen as little as 4% of the elected membership 
overseeing 30% of the council budget. COSLA maintains that the public 
would want stronger local accountability than that and we are pleased that 
the Scottish Government has continued to work with us on this and related 
matters.  

 
49. We think therefore that the Scottish Government would need to give very 

careful thought to applying a nationally prescribed maximum number of 
elected members. While we recognise that the Board needs to able to 
operate effectively and come to decisions, this needs to be balanced 
against the need for a sufficient number of citizens’ elected representatives 
to be accountable for the decisions of the Board. We therefore invite the 
Health and Sport Committee to reflect on the important role that 
elected members should play on the proposed Partnership Boards.  

 
50. On a related matter, we agree with the position of the Cabinet Secretary 

when he indicated to the Parliament on the 7th March that ‘it would not be 
right to have the executives of the health board as members of the board 
of the partnership’ and that Health Boards need to ensure ‘that the places 
on the committee are taken not just by non-executive directors but by 
patient representatives’.9 We fully endorse the Cabinet Secretary’s view on 
this matter: having officials fulfil a governance role in our view blurs the line 
of accountability. 

 
51. The second main issue that some of our members were dissatisfied about 

was in respect of the limited number of delivery models which could be 
used to integrate service delivery (the lead agency model and the body 
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corporate model). There has been limited interest in the lead agency 
model from within our membership, despite the profile of the work 
undertaken by the Highland Partnership; and a number of our member 
councils were unconvinced by the merits of the body corporate model, with 
the role of the Jointly Accountable Officer in particular being singled-out as 
problematic. It is worth going into more detail about the two models in 
question: 

 
Body Corporate Model 
52. The merits and demerits of this model were debated extensively within the 

local government family, without reaching a consensus. Some councils 
already successfully operate a similar structure, where jointly-appointed 
Directors oversee the activity of the Health and Social Care Partnership. 
We would highlight in this regard the experiences of West Lothian, East 
Renfrewshire and others, who can evidence tightly configured integrated 
arrangements that are capable of producing good population outcomes.  
 

53. Against that, there were many who were concerned about the body 
corporate model in general and the role of the Jointly Accountable Officer 
in particular. There is a perceived challenge around the power, budget and 
authority invested in the JAO role, particularly for large councils – indeed, 
the body corporate could hold a budget greater than either parent 
organisation. Some argued, therefore, that given the scale and nature of 
the budgetary authority, the lines of accountability are not sufficiently 
strong: the Partnership Board doesn’t carry the same authority or capacity 
to scrutinise that the parent bodies do.  

 
54. A second perceived challenge was that the body corporate model 

threatens integrated social work services – inasmuch as it has the 
potential to separate adult care from children’s services. This was deemed 
to be of particular importance for those councils with significant levels of 
deprivation, large numbers of looked after children; and a high prevalence 
of drug and alcohol misuse; violence and crime; and health inequalities. 
While it is, of course, open to councils to bring all social work services into 
the integrated partnership, it was felt that this would create barriers with 
other important services (such as education); and it would make the 
budgetary problem even more pronounced by giving the JAO an even 
larger operational resource to manage.  

 
Lead Agency Model 

 
55. COSLA believes that the Lead Agency model described in the consultation 

document, and in particular the specific arrangements being implemented 
by the Highland Partnership, represent a key step in the formation of more 
outcome focused and integrated service delivery models. We are keen to 
ensure that any gains made by the Highland Partnership are appropriately 
profiled across both children’s service and adult care, and would support 
any of our member councils who chose to adopt similar approaches. 
 



 

56. At the same time, in survey work carried out by COSLA, very few of our 
member councils indicated that the Lead Agency model was being 
considered locally. Some councils may wish to explore the use of this 
model for key services (e.g. mental health) but few indicated that they 
would take on the population-based approach adopted by the Highland 
Partnership.  

 
57. We also believe that the lead agency model has untapped potential. First, 

we think it would be interesting for partnerships to consider the delegation 
of appropriate public health services from the NHS Board to the 
Council. There are already examples of NHS Boards and councils 
adopting an integrated approach to public health and we therefore believe 
that the mechanisms laid down in legislation should open up the possibility 
of lead agency arrangements being devised for public health. This may 
allow for a more focussed approach to tackling health inequalities – and 
link-in with related council-run service like environmental health and the 
‘place-making’ function of councils.  

 
58. Secondly, in coming to an overall view about the means by which health 

and social care services can be integrated, we looked into the models of 
health and care delivery that exist in northern European countries like 
Denmark and Norway. In Denmark, for example, the 98 local municipalities 
are responsible for all domiciliary personal and domestic help, home 
nursing, supported housing, nursing homes, and public health care. In 
other words, local government delivers both the community healthcare 
function and public health function (which in Scotland currently resides 
with the NHS). Given that quality of life and healthy life expectancy in 
Denmark are high, we explored whether such arrangements could be put 
in place in Scotland (recognising that superior outcomes cannot be 
attributed to the basic Danish delivery structure on its own - other variables 
such as public sector investment also play in). We came to the conclusion 
that the most practical way to secure these arrangements in Scotland 
would be through the Lead Agency model.  

 
59. We have outlined this possibility not because we think it should be 

commended to partnerships above other delivery arrangements – only to 
demonstrate that based on international evidence there are a number of 
models that are capable of improving population outcomes.  
 

Analysis of the Financial Implications 
 

60. In giving thought to the financial implications of the bill, three broad areas 
need to be considered: the potential of integrated arrangements to deliver 
efficiency savings; the mechanics of operating integrated budgets in 
pursuit of those objectives; and the additional cost to public authorities as 
a result of the bill.  

 
Potential Efficiency Savings 
61. A common definition of an efficiency saving is doing more for the same 

resource or doing the same with less resource. The financial memorandum 



 

makes clear that in respect of health and social care integration, the 
objective is to do more with the same: 
 
potential efficiencies should be considered in the context of the scale of 
the projected increase in expenditure attributable to demographic 
change… and will need to be reinvested within the partnerships in order to 
help meet demand.10 
 

62. This is because our ageing population is predicted to increase demand for 
health and social care services by between 18.4% and 28.7% between 
2010 and 2030.11 This equates to a potential funding gap in the order of 
£2.5billion against current levels of investment. So the context for 
developing integrated services is not about being able to reduce public 
expenditure on health and social care – no serious commentator thinks 
that is advisable; rather, it is about doing more (i.e. dealing with increasing 
demand) within existing resources to improve outcomes.  
 

63. Even then, the financial memorandum presents something of a 
conundrum. The main areas it identifies which are capable of using 
resources more efficiently are in respect of delayed discharge; anticipatory 
care; and reducing per capita cost variation. However, all of these 
efficiencies are contingent on being able to reallocate resources currently 
tied up in institutional settings. Delayed discharge efficiencies can be 
achieved by ‘reallocating expenditure from hospital to community based 
health and social care’;12 anticipatory care plans could result in lowering 
emergency admissions ‘if alternative care options were available to local 
care professionals, patients and carers’; and reducing per capita variation 
– which depends on reducing consumption of health and care resources to 
the average cost per head for the partnerships – will likewise depend on 
alternative care pathways being available.  

 
64. COSLA wholeheartedly agrees with the need to shift the balance of care. 

However, some would argue that the impact of increasing demand has not 
been fully factored into the Scottish Government’s analysis. Our 
colleagues in NHS Scotland continue to believe that a more efficient health 
and care system will be able to stifle demand for secondary care – but not 
reduce it below current levels. If that supposition is accurate, then we will 
be unable to make the cash-releasing savings from the acute sector in 
order to invest upstream in community based alternatives; and if we 
cannot invest in community based alternatives, we will not be able to stifle 
demand for acute care. In other words, there is a very real risk of a vicious 
cycle emerging over the next few years in circumstances of flat or limited 
growth in public expenditure.  

 
65. However, if we are simply using the NHS acute sector inefficiently, and 

there is a capacity to disinvest, then a different set of challenges emerge, 
which are more political in nature: we are going to have to close services. 

                                              
10

 Financial Memorandum, paragraph 34 
11

 Financial Memorandum, paragraph 18 
12

 Financial Memorandum, paragraph 27 



 

Now this may be the right thing to do – it may improve outcomes and 
deliver higher quality care – but we can anticipate these being highly 
unpopular decisions. We need to be able to inhabit this new landscape – 
and bring the public with us.  

 
66. Even then, however, we are calling on the Scottish Government and 

Parliament to resolve the longer-term funding challenges associated with 
the cost of health and social care to the public purse in Scotland. We are 
confident that the pressures building on the health and care system over 
the next twenty years cannot be met by better integrated services alone: 
the integration of health and social care is necessary but ultimately 
insufficient as a means of eliminating the £2.5billion funding gap that is 
likely to emerge.  

 
The Mechanics of Integrated Budgets 
 
67. COSLA agrees that a fully integrated budget – and the use of the ‘total 

resource’ - is necessary to give effect to integrated service planning and 
commissioning in pursuit of a common set of outcomes. However, there 
are a number of operational challenges which flow from the delegation of 
resources.  

 
68. The policy memorandum sets out three main risks to Local Authorities and 

Health Boards as a result of operating an integrated budget: 
 

 Budget setting; 

 In-year financial performance management; and 

 Management of acute sector provision. 
 
69. Taking these matters in turn, there are a range of practical considerations 

that require some thought. For example, in delegating a budget to another 
party (whether the Health Board or a body corporate), the local authority 
would need to be assured that the duties of the Section 95 Officer can still 
be adequately performed. 
 

70. In addition, the actual budget-setting process will need to be further 
considered. It will be important that the management of efficiencies/uplifts 
is agreed by both parent bodies and takes into account of the broader 
Scottish Government settlement and inflationary/demand pressures before 
coming to an agreement. It will be also be necessary to synchronise the 
formal budget setting timelines between councils and Health Boards.  
 

71. For Health Boards with more than one local authority in their area, budgets 
will need to be discerned for each partnership area, and tensions may 
emerge as we move from historical spending patterns to weighted 
capitation. It is vital that the delegated budget from both parent 
organisations is completely transparent. 

 
72. In terms of in-year financial management, the potential for cross-

subsidising activity would be heavily proscribed for both councils and NHS 



 

Boards (both councils and NHS Boards currently use cross-subsidisation 
as a tool to manage pressures) and this would require greater levels of 
discipline in spending – and, importantly, solutions to be developed for the 
management of over-spend. While this is clearly a job for partnerships 
locally, it is arguably too simplistic to suggest that overspend in social care 
budget lines becomes a council problem or overspend on prescribing an 
NHS problem.  
 

73. Finally, on the stability of the acute sector, our NHS colleagues are 
concerned about their ability to manage District General Hospitals which 
serve a regional population base (across several local authority areas). 
The route of this concern would seem to be in the requirement to distribute 
a significant part of the acute hospital resource to the body corporate, 
which will then ‘commission’ the level of acute care that reflects population 
need. Were some of those partnerships to identify a different usage 
pattern in respect of the consumption of acute resource, it is argued that 
this could leave these institutions having to build a budget from several 
different sources without an over-arching strategic plan for usage. What is 
more, there is concern about what happens in the event that the 
commissioning partnership uses more acute resource than it had intended 
to under the joint commissioning plan.  

 
74. We recognise that the scenario of a single Health Board with an irregular 

spread of District General Hospitals spread across a number of Local 
Authorities (the most common position in Scotland) is a particular 
challenging environment in which to progress the integration agenda and 
does not come without operational risk to the acute sector. However, it 
would be wrong to insulate the NHS acute budget from partnerships’ 
commissioning objectives and therefore we need to develop solutions that 
are capable of managing that risk. For example, there will need to be a 
supra-partnership agenda around the strategic development of the acute 
sector within and between Health Boards. We would suggest that this 
supra-partnership agenda is linked to individual Partnership Agreements. 
We also need to develop analytical capacities to map cost and activity data 
across health and social care partnerships. The Integrated Resource 
Framework pilots are instructive in this regard but now need to be rolled 
out to ensure that all partnerships have the requisite ability to examine cost 
and activity within the system.  
 

75. In light of all of the technical challenges set out above, COSLA believes 
that National Guidance will be required to assist in the delegation of 
budgets to partnership level. 

 
76. In addition to the issues set out in the policy and financial memorandum, 

COSLA has worked with local authority Directors of Finance and we would 
want to draw the Committee’s attention to a number of additional technical 
issues which are subject to on-going work with the Scottish Government: 

 

 Accounting treatment and VAT 

 Financial recording and reporting 



 

 Financial controls, assurance and risk 

 Financial planning, financial performance management and 
finance function 

 Capital and assets 
 

77. VAT is a particular concern for COSLA. We are seeking early clarification 
from Scottish Government and HMRC as to the VAT arrangements that 
would obtain under the body corporate model. Further thought also needs 
to be given to the VAT implications of the body corporate acquiring more 
general financial powers in the future.  

 
Costs of the Bill 

 
78. In general terms, we welcome the Scottish Government’s commitment to 

funding one-off implementation costs of around £16.3 million, but we are 
disappointed that there is no funding commitment to the recurring costs for 
health boards and local authorities arising from the Bill.  
 

79. Having consulted with Local Authority Directors of Finance, we would offer 
the following observations on the costs of implementing the bill: 
 

 We anticipate that there will be an increased audit burden on 
statutory partners and therefore the stated additional cost of £150k 
across Scotland seems too low. The financial recording and 
reporting costs are likely to increase, irrespective of the integration 
model adopted; 

 We are unsure that funding for the Chief Officer can be met from 
the current CHP General Managers’ salary.  

 We are also disappointed to note that financial provision is being 
made to the NHS for CHP leadership post-holders who are 
displaced as a result of the development of partnerships, yet no 
similar resources, either recurring or non-recurring, are being made 
available to local authorities.  

 We think that other management costs could emerge within the 
parent bodies as a result of the restructuring caused by the 
formation of partnership boards; 

 The anticipated recurring costs associated with ICT seems low;  

 Additional costs associated with development of financial 
information has been identified for the health sector only; 

 It is unclear whether any assumptions have been made around 
remuneration for Board Members; 

 The assumption that support services for the joint boards can be 
funded from existing CHP support services is unrealistic; not all 
CHPs currently have the full range of support services that will be 
required in the new Partnerships.  

 Section 45 talks about extension of schemes for meeting losses 
and liabilities for health service bodies. We have a concern that this 
will allow NHS to carry reserves from one year to another. 



 

 The Financial Memorandum correctly identifies the risks to VAT 
recovery and staff pay and conditions harmonisation, and estimates 
their potential annual costs at up to £32m and up to £27m 
respectively. We are concerned that the Financial Memorandum 
does not commit the Scottish Government to fund these pressures 
should they occur in future. 

 Should staff transfer be required, we believe that he TUPE 
implications are significant and potential financial solutions may not 
meet TUPE regulations.  

 
 
Analysis of the Workforce Implications 
 
80. A good understanding of the importance of an integrated workforce has 

been built up over the past decade, particularly - but not exclusively - from 
the experience of CHCPs. The development of a properly integrated and 
skilled workforce will continue to be a key factor in ensuring high quality 
outcomes for service users and carers. 
 

81. Successfully integrated partnerships will need to span different 
organisational cultures to embed effectively-coordinated teams of 
professionals working within health and social care settings. Many 
partnerships have a pre-existing or developing culture of multi-disciplinary 
working which is based on effective communication, trusted referral 
processes and a shared professional ethos. However, more work needs to 
be done to ensure that we fully harness the potential of integrated teams, 
and to identify and overcome any technical obstacles. For example, 
despite the successes of the last decade, single assessment processes 
and the advantages of co-location have not yet been fully realised. 
Investment in leadership capacity will be needed in order to drive forward 
cultural change.  

 
82. Recognising and managing the distinctive models of Employee Relations 

(ER) across local government and NHS Scotland will also be an important 
factor in developing harmonious delivery models. Following the 
introduction of Agenda For Change, organisational development in the 
NHS Boards is progressed through local partnership agreements with the 
trade unions, while the broader ER framework remains heavily centralised, 
as expressed through the national partnership model for the NHS in 
Scotland and UK-wide negotiations on terms and conditions. By contrast, 
within local government, each council is an individual employer and the 
bulk of terms and conditions of employment and staff policies are 
developed locally in conjunction with relevant trade unions – albeit that pay 
tends to be negotiated nationally between COSLA and the trade unions. 
Collaborative work will therefore need to be undertaken to assess how the 
ER frameworks should adapt to the new integrated partnership 
arrangements. There will also be implications for the way in which trade 
unions work between themselves and across sectors.  

 



 

83. Given the potential variance in pay and conditions for comparable posts 
across local authorities and the NHS, we are currently exploring with our 
professional associations whether this is likely to represent an equal pay 
risk. Given the challenges associated with equal pay, we would hope that 
the Scottish Government could commit to underwrite the costs of any 
successful equal pay claims which flow directly from the integration of 
health and social care.  

 
84. Other technical challenges present themselves in respect the secondment 

arrangements to the integrated partnership and in the flexibility for staff to 
transfer between the two parent bodies.  
 

85. Different terms and conditions also have the potential to lead to tensions in 
how health and social care partnerships manage and deploy their 
resources, particularly in relation to how councils and health boards work 
to prioritise front-line delivery. We would suggest that while councils may 
have greater local flexibility to re-shape or re-size their workforce, both 
organisations must develop and commit to an organisational development 
strategy for Health and Social Care Partnerships. This is hugely important, 
because if we are to shift the balance of care, it follows that local 
partnerships will need the tools to flex and redeploy the staffing resource 
over time.  

 
86. We have profiled these workforce challenges not because we think they 

are impediments to change – but we do think that they will need to be 
addressed if we are to move to optimal integrated arrangements.  
 
 
COSLA 


