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Abstract
The Scottish Parliament recently passed legislation on 
integrating healthcare and social care to improve the quality 
and outcomes of care and support for people with multiple 
and complex needs across Scotland. This ambitious legisla-
tion provides a national framework to accelerate progress 
in person-centred and integrated care and support for the 
growing number of people who have multiple physical and 
mental health conditions and complex needs. Additional 
investment and improvement capacity is helping to commis-
sion support and services that are designed and delivered 
with people in local communities and in partnership with 
housing, community, voluntary and independent sectors.

Introduction
The Scottish Parliament recently passed ambitious legislation on 
integrating healthcare and social care to improve the experience 
and quality of care for the growing number of people in Scotland 
who have multiple conditions, complex care and support needs 
or challenging life circumstances. This paper describes the health 
and care context in Scotland and the drivers for healthcare and 
social care integration underpinned by analysis of data on the 
changing population and needs for healthcare and social care. 
It outlines the anticipated outcomes from integrated care and 
highlights progress in Reshaping Care for Older People through 
support and services that are designed and delivered with 

people in local communities and in partnership with housing, 
community, voluntary and independent sectors.

Drivers for Change
The population of Scotland is projected to rise by 7% from 
5.4 million in 2014 to 5.7 million in 2039 (National Records 
Scotland 2015). The population aged 75 years and over – 
the highest users of health and care services – is projected to 
increase by 85% over that period. The prevalence of long-term 
conditions increases with age, from 25% of adults aged 16–24 
to 77% of those aged 75 and over (Scottish Health Survey 
2015). Overall, 46% of adults had one or more long-term 
conditions (31% limiting and 15% non-limiting), and 19% 
of children had a long-term condition. In the 2013 Scottish 
Household Survey, 34% of households reported at least one 
adult or child with a long-standing illness, health problem or 
disability (Scottish Government 2014a, 2014b). This figure 
rises to 45% in households with an income of £20,000 or less.

Recent epidemiological research in Scotland, which 
included 32 physical conditions and eight mental health condi-
tions, found that 24% of the primary-care population have two 
or more long-term conditions (multimorbidity). The onset of 
multimorbidity occurs 10–15 years earlier in deprived areas 
compared with affluent areas, and socioeconomic deprivation 
was particularly associated with multimorbidity that included 
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mental health disorders (Barnett et al. 2012). A combina-
tion of physical and mental health problems increases clinical 
complexity and is generally associated with negative outcomes 
for individuals and families (Naylor et al. 2012).

Based on the evidence of this changing demography, it was 
clear that separate, and often fragmented, healthcare and social 
care systems could no longer meet the needs and expectations of 
the growing number of people in Scotland who have multiple, 
complex, long-term conditions and who require well-coordi-
nated, person-centred and integrated care that offers empathy, 
continuity of care and collaborative relationships with profes-
sionals (Mercer et al. 2012a).

Table 1, adapted from ‘’Delivering for Health’’ (Scottish 
Executive 2005), illustrates the paradigm shift required 
to create a system that will be attuned to multimorbidity 
and complexity. The core element is well-coordinated and 
integrated healthcare and social care.

The Scottish Health and Care Landscape
Since 1999, the Scottish Parliament and the Scottish 
Government (known as the Scottish Executive until 2007) 
have had full legislative control of healthcare and social care, 
resourced through the block grant to Scotland from the UK 
Treasury. Fourteen NHS Health Boards are responsible for 
planning and delivering hospital, primary-care and commu-
nity services for their local populations, working closely with 32 
local authorities (local government organizations) that directly 
provide or commission social care and housing services from the 
independent and third sectors. These local authorities also lead 
the Community Planning Partnerships (CPPs), which involve 
the local NHS Board, police, fire, transport, voluntary, commu-
nity and private sector organizations. Ham et al. (2013) describe 
in detail how these arrangements differ from the rest of the UK.

Collaboration between healthcare and social care partners 
in Scotland has been actively promoted since the report of the 
Joint Future Group (Scottish Executive 2000). Although the 
Community Care and Health (Scotland) Act 2002 conferred 
powers to create pooled budgets between healthcare and 
social care, this legislation resulted in few examples of effec-
tive joint planning and shared resources (Audit Scotland 
2011). Integrated care has featured in most healthcare policy 
documents for over a decade (Scottish Executive 2005, Scottish 
Government 2010a, 2010b) and is one of the 12 priorities in 
the route map to the 2020 vision for the future of healthcare 
in the face of changing demographics and increasing demand 
for services. Service integration at a local level, a greater 
shift towards prevention, addressing health inequalities and 
improving outcomes for individuals are key priorities within 
the Christie Commission Report on the Future Delivery of 
Public Services (Scottish Government 2011). So how did we 
take these priorities forward?

The Path to Legislation
The degree of cross-party support for the policy direction on 
integration is illustrated by the fact that all major political 
parties included a commitment to integrate healthcare and 
social care in their manifestos for the 2011 Scottish Parliament 
Election (Taylor 2015). During 2012, the Scottish Government 
consulted on proposals for the integration of adult healthcare 
and social care (Scottish Government 2012). The vision was 
to ensure better health and well-being outcomes for people 
at home and in local communities through care and support 
designed around the patient/service user and commissioned 
through effective cross-sectoral planning for the needs of the 
local population (Scottish Government 2013a, 2013b). There 
was agreement that services need to be planned and budgeted 
for across the whole pathway of care, drawing on the assets of 
local, voluntary and community resources that help to improve 
health and well-being and with a stronger leadership role for 
professionals.

The Public Bodies (Joint Working) Scotland Bill was intro-
duced to the Scottish Parliament in May 2013 to provide a firm 
legislative framework for the integration of adult healthcare and 
social care services in Scotland. The Act received Royal Assent 
on 1 April 2014 and requires the local integration of adult 
healthcare and social care services with the option to include 
children’s healthcare and social care services, criminal justice 
social work and housing support services in local integrated 
arrangements.

This unique and internationally groundbreaking legislation 
(Scottish Government 2014a, 2014b, 2014c) is grounded in a 
set of principles that explain what people using services and 
their carers can expect from integrated services and from the 
individuals and organizations delivering care and support.
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TABLE 1. 
A paradigm shift to create a future system

Current system  Future system 

Geared to acute/single 
condition

Designed around people with multiple conditions 

Hospital-centred Embedded in local communities and their assets 

Doctor-dependent Multiprofessional and team-based care

Episodic care Continuous care and support when needed

Disjointed care Well-coordinated and integrated health and care

Reactive care Preventive and anticipatory care

Patient as passive 
recipient

Informed and empowered patients and clients  

Self-care infrequent Self-management/Self-directed support enabled 

Carers undervalued Carers are supported as full partners

Low tech Technology enables greater choice and control  
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•	 Services	must	be	integrated	from	the	point	of	view	of	
service users and planned and led locally in a way that 
engages the community (in particular service users, carers 
and those involved in the provision of healthcare or social 
care) and enables participation by service users in the 
community in which they live.

•	 Services	must	take	account	of	the	characteristics,	circum-
stances and needs of different service users and people from 
different areas in the local community.

•	 Services	will	be	provided	in	a	way	that	respects	the	rights	
and dignity of service users; improves quality of care and 
protects and improves the safety of service users; best antic-
ipates needs and prevents them from arising; and makes 
best use of available facilities, people and other resources.

Health Boards and Local Authorities were required to 
establish one of two models of integrated partnership arrange-
ments by April 2016: delegation of functions and resources 
between Health Boards and Local Authorities (Lead Agency) 
or delegation of functions and resources to a Body Corporate 
(Integrated Joint Board). Only one partnership (NHS 
Highland and Highland Council) adopted a Lead Agency 
model. The remaining partnerships have established Integrated 
Joint Boards, each with a Chief Officer providing a single point 
of management for the integrated services and related budget.

By 1 April 2016, each Integration Authority will oversee an 
integrated budget to support delivery of the integrated functions 
that have been agreed upon. The new arrangements will manage 
more than £8 billion of healthcare and social care resources, 
including all adult social care, adult primary and community 
healthcare and those aspects of adult hospital care that are most 
amenable to redesign through enhanced primary and commu-
nity care. This approach generally includes specialist hospital 
services for older people and emergency medical care that may 
be improved through whole-system pathways for prevention 
and coordination of chronic care and support, palliative care, 
ambulatory care and intermediate care at points of transition.

Local communities are acknowledged to be the engine room of 
integrated care and the space to best engage and empower those who 
deliver and receive healthcare and social care support. Therefore, 
each Integration Authority will establish locality planning arrange-
ments as a forum for strong local professional leadership and engage-
ment of local, voluntary and independent sectors in service planning. 
A strategic plan and integrated budget, developed with involvement 
of providers, non-statutory partners, patients, carers and service-user 
representatives, will commission the required range of integrated 
services and community support to improve local population health.

Building on Strong Foundations
This legislation builds on a strong platform of improve-
ment and innovation in care for older people and adults with 
long-term conditions in Scotland. In 2008, the Long-Term 
Conditions Alliance Scotland (LTCAS), an umbrella organi-
zation of voluntary sector organizations (now known as the 
Health and Social Care Alliance) developed “Gaun Yersel,” 
the strategy for Self Management in Scotland (LTCAS 2008). 
This strategy and the chronic care model (Wagner 1998) 
formed the basis of Improving the Health and Wellbeing of 
People with Long-Term Conditions in Scotland: A National 
Action Plan (Scottish Government 2009). A national 
improvement collaborative from 2008–2011 supported 
adoption of high-impact changes across three work streams: 
self-management, condition management and complex care 
for people with long-term conditions (NHS Scotland 2012). 
Between 2006/2007 and 2010/2011, the rate of inpatient bed 
days for coronary heart disease, diabetes, asthma and chronic 
obstructive pulmonary disease reduced by 14%.

The system learning from the Long-Term Conditions 
program informed the Reshaping Care for Older People 
(RCOP) program (Scottish Government 2010a, 2010b). 
For four years from April 2011, a £300-million Change 
Fund (around 1% of the healthcare and social care budget 
for older people) was introduced but dedicated for the 
specif ic purpose of local transformation. Local health, 
social care, housing, third sector and independent sector 
partners worked together to use this funding to enhance 
the well-being and independence of older people and their 
carers; prevent, reduce or delay dependency; improve experi-
ence and personal outcomes; and increase the resilience 
of the system.

The Joint Improvement Team supported the local 
partnerships to implement a set of interventions across 
the four pillars of the RCOP pathway (Figure 1) and to 
learn together as a cross-sector improvement network (Joint 
Improvement Team 2013). This network adapted break-
through collaborative methodology to test new approaches, 
spread good practice, tackle variation and track progress 
on a core set of improvement measures. The specif ic 
aims, ethos, interventions and improvement indicators 
are all highly transferable to Canada and to other health-
care systems. More information can be accessed at <www.
jitscotland.org> and at <www.gov.scot/Topics/Health/
Policy/Adult-Health-SocialCare-Integration>.

The Reshaping Care and Change Fund Building on 
Progress Report (Joint Improvement Team 2015) contains 
over 100 case study examples and key lessons from the 
partnerships.

Box 1 illustrates progress made against the core RCOP 
indicators.
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Services must take account of the 
characteristics, circumstances and needs of 
different service users …

http://www.jitscotland.org/
http://www.jitscotland.org/
http://www.gov.scot/Topics/Health/Policy/Adult-Health-SocialCare-Integration
http://www.gov.scot/Topics/Health/Policy/Adult-Health-SocialCare-Integration
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Improving Health and Well-being Outcomes for 
Adults with Complex Needs
While Barnett et al. (2015) found that multimorbidity increases 
with age, more people under the age of 65 years have multimor-
bidity in Scotland than those aged over 65 years. Health has not 
improved quickly enough among the most vulnerable groups 
in society and entrenched inequalities remain (Audit Scotland 
2012). The Ministerial Task Force on Health Inequality 
(Scottish Government 2008) set the national approach to 

tackling this issue through the development of social capital, a 
specific focus on the 15–44 age group and the development of 
a Place Standard to improve living environments.

The Public Bodies (Joint Working) Scotland Act requires 
integration of healthcare and social care for all adult care 
groups. Integration Authorities are tasked with contributing 
to reducing health inequalities as one of nine health and well-
being outcomes that are the framework for measuring progress 
in integrated healthcare and social care in Scotland:

•	 People	are	able	to	look	after	and	improve	their	own	health	
and well-being and live in good health for longer.

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

•	 People	who	use	healthcare	and	social	care	services	have	
positive experiences of those services and have their dignity 
respected.

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

•	 Healthcare	and	social	care	services	contribute	to	reducing	
health inequalities.

•	 People	who	provide	unpaid	care	are	supported	to	look	after	
their own health and well-being, including to reduce any 
negative impact of their caring role on their own health 
and well-being.
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• Build social networks and 
opportunities for participation

• Early diagnosis of dementia
• Prevention of falls and fractures
• Information and support for self-

management and self-directed support
• Prediction of risk of recurrent 

admissions
• Anticipatory care planning
• Suitable and varied housing and 

housing support
• Support for carers

• Responsive, flexible, self-directed 
home care

• Integrated case/care management
• Carer support
• Rapid access to equipment
• Timely adaptations, including housing 

adaptations
• Telehealthcare

• Reablement and rehabilitation
• Specialist clinical advice for 

community teams
• NHS24, SAS and out-of-hours 

access ACPs
• Range of intermediate care 

alternatives to emergency admission
• Responsive and flexible 

palliative care
• Medicines management
• Access to range of housing options
• Support for carers

• Urgent triage to identify frail 
older people

• Early assessment and rehab in the 
appropriate specialist unit

• Prevention and treatment of delirium
• Effective and timely discharge home 

or transfer to intermediate care
• Medicine reconciliation and reviews
• Specialist clinical support for 

care homes
• Carers as equal partners 

Enablers
• Outcomes-focused assessment
• Co-production
• Technology, eHealth and data-sharing
• Workforce development, skill mix and integrated working
• Organization development and improvement support
• Information and evaluation
• Commissioning and integration resource framework

Proactive care and
Support at home

Effective care at
times of transition

Hospital and
care home(s)

Preventative and
anticipatory care

FIGURE 1. 
Reshaping Care Pathway

BOX 1. 
Progress from Reshaping Care and the Change Fund 
by April 2015

• 39% of the Change Fund provided support for carers including 
assessments, short breaks, information, advice, training, income 
maximization and advocacy.

• Around 16% of the Change Fund was invested in the voluntary sector. 
• 85% of older people receiving support at home now benefit from telecare.
• 17% reduction in rate of conveyance by Ambulance to the Emergency 

Department for older people who have fallen and are not injured. 
• The hospital bed day rate for people aged 75+ following an 

emergency admission reduced by 10.3% from 2009/2010 to 
2014/2015. In absolute terms this equates with a reduction of around 
2% in the number of beds used, despite the increasing number of 
older people.

• In 2014, there were at least 5500 fewer older people in care homes 
than projected based on the 2009 rate and demographic trends. Older 
people spent around 2.5 million more days at home in 2014/2015 
than would have been expected based on previous balance of care 
and population ageing analyses.
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•	 People	who	use	healthcare	and	social	care	services	are	safe	
from harm.

•	 People	who	work	in	healthcare	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 healthcare and social care services.

Extending Prevention and Early Intervention
Building on the learning from the older people Change Fund 
that concluded in March 2015, the Scottish Government intro-
duced an Integrated Care Fund (£300 million, in total, over 
three years from April 2015) to help Integration Authorities 
extend prevention and early intervention approaches to all adult 
care groups and strengthen their focus on tackling inequalities. 
Partnerships are expected to plan to reduce future demand and 
to address issues around the inverse care law, where people who 
most need care are least likely to receive it (Mercer et al. 2012b).

Guidance or advice on the use of the Integrated Care Fund 
(Scottish Government 2014a, 2014b, 2014c) encourages invest-
ment in preventative supports and interventions for adults with 
multimorbidity through a stronger focus on personal outcomes, 
supporting health literacy and adopting a co-production 
approach; using technology to enable greater choice and control; 
and adopting an assets-based societal model to improve popula-
tion health and well-being. It acknowledges the crucial role of 
the voluntary sector in supporting the assets of individuals and 
communities so that people can have greater control over their own 
lives and develop capacity and confidence in self-management.

The guidance encourages the extension of successful chronic 
care approaches to all adult care groups as described in the Many 
Conditions One Life, a national action plan for multimorbidity 
(Joint Improvement Team 2014). The Health and Social Care 
ALLIANCE involvement network of people who live with 
multiple conditions supported the Joint Improvement Team to 
develop this action plan to outline how the Integrated Care Fund 
can be used to support adults with multiple conditions to live well 
and to experience well-coordinated, person-centred and integrated 
care. Individuals and their carers describe the impact on their lives 
from the practical actions that local partnerships can take:

•	 anticipatory	and	collaborative	conversations	between	the	
person and the professional in every consultation, with a 
focus on the outcomes that matter to the individual, their 
carers and families;

•	 new	ways	for	health	and	care	professionals	to	work	together	
and with volunteers and local community resources 
that help people to stay well, in multiprofessional teams 
configured around clusters of general practices; and

•	 improved	coordination	and	continuity	of	care	and	support	
planned around the needs of the individual throughout 
their whole pathway between home and hospital, including 
access to specialist support at home and closer to home.

Lessons for Other Systems
The ambitious top-down legislation has been supported by a 
compelling narrative and extensive engagement on improving 
outcomes for individuals. Audit Scotland, the independent 
public spending watchdog, found widespread support for 
the principles of integration (Audit Scotland 2015). Success 
factors include a consistent policy direction, strong local and 
national leadership and the opportunity to build local readiness 
for change.

“The Change Fund has been a positive catalyst for 
change, allowed new service models to be nurtured 
and developed and to begin to change our approach 
to supporting people in line with the national and local 
vision.’’ (Joint Improvement Team 2015)

Practical support is an important enabler for transforma-
tion. Support provided includes guidance on the new planning, 
commissioning, governance and management arrangements; 
access to data for strategic planning and investment decisions; 
and phased targeted investment. In addition to the two 
phases of innovation funding (Change Fund followed by the 
Integrated Care Fund), a further £250-million investment 
in social care announced in the Scottish Government’s draft 
budget for 2016/2017, and in telehealth and telecare, primary 
care and mental health services will build capacity in commu-
nity services to reform complex and high-cost service models 
that are, in many cases, not delivering the outcomes that people 
need, especially in less aff luent areas (Scottish Government 
2015a, 2015b).

The conditions in Scotland are set for a unique and large-
scale transformation in healthcare and social care. This is not a 
quick fix. The April 2016 milestone marks the start of a highly 
ambitious and intensive period of reform. Perhaps the most 
urgent challenge for the new Integration Authorities will be 
transforming their workforce in line with the future paradigm 
described in Table 1. This must happen at pace and scale and 
at a time when many organizations face significant recruit-
ment challenges. Growing recognition by all professions that 
the current paradigm is neither desirable nor sustainable offers 
a strong platform for the required transformation. 
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It acknowledges the crucial role of the 
voluntary sector in supporting the assets of 
individuals and communities …



78    Healthcare Quarterly  Vol.19 No.2  2016

References
Audit Scotland. 2011. Community Health Partnerships. Edinburgh: 
Author. Retrieved June 15, 2016. <www.audit-scotland.gov.uk/docs/
health/2011/nr_110602_chp.pdf>.
Audit Scotland. 2012. Health Inequalities in Scotland. Edinburgh: 
Audit Scotland. Retrieved June 15, 2016. <www.audit-scotland.gov.
uk/docs/health/2012/nr_121213_health_inequalities.pdf>.
Audit Scotland. 2015. Health and Social Care Integration. Edinburgh. 
Audit Scotland. Retrieved June 15, 2016. <www.audit-scotland.gov.
uk/uploads/docs/report/2015/nr_151203_health_socialcare.pdf>.
Barnett, K., S.W. Mercer, M. Norbury, G. Watt, S. Wyke and 
B. Guthrie. 2012. “Epidemiology of Multimorbidity for Health Care, 
Research, and Medical Education: A Cross-Sectional Study.’’ Lancet 
380(9836): 37–43.
Ham, C., D. Heenan, M. Longley and D. Steel. 2013. Integrated Care 
in Northern Ireland, Scotland and Wales. Lessons for England. London: 
The King’s Fund.
Joint Improvement Team. 2013. Change Fund Progress Report. Retrieved 
June 15, 2016. <www.jitscotland.org.uk/wp-content/uploads/2014/11/
Change-Fund-2013-14-Progress-Report-November-2013-final.pdf>.
Joint Improvement Team. 2014. Many Conditions, One Life. Living Well 
with Multiple Conditions. Retrieved June 15, 2016. <www.jitscotland.org.
uk/wp-content/uploads/2014/11/Multiple-Conditions-20pp-new.pdf>.
Joint Improvement Team. 2015. Reshaping Care for Older People 
Change Fund. Building on Progress Report. Retrieved June 15. <www.
jitscotland.org.uk/resource/reshaping-care-for-older-people-change-
fund-building-on-progress-june-2015/>.
Long Term Conditions Alliance Scotland. 2008. Gaun Yersel: The 
Self-Management Strategy for Long Term Conditions in Scotland. 
Glasgow: Long Term Conditions Alliance Scotland. Retrieved on June 15, 
2016. <www.alliance-scotland.org.uk/what-we-do/self-management/>.
Mercer, S., J. Gunn, P. Bower, S. Wyke and B. Guthrie. 2012a.“Managing 
Patients with Mental and Physical Multimorbidity.’’ BMJ 345: e5559. 
Mercer, S., B. Guthrie, J. Furler, G.C.M. Watt and J.T. Hart. 2012b. 
“Multimorbidity and the Inverse Care Law in Primary Care.’’ BMJ 
344: e4152.
National Records Scotland. 2015. “Projected Population of Scotland 
(2014-based).” Retrieved June 15, 2016. <www.nrscotland.gov.
uk/statistics-and-data/statistics/statistics-by-theme/population/
population-projections/population-projections-scotland/2014-based>.
Naylor, C., M. Parsonage, D. McDaid, M. Knapp, M. Fossey and 
A. Galea. 2012. “Long-term Conditions and Mental Health. The Cost of 
Co-morbidities.” London: The King’s Fund and Centre for Mental Health.
NHS Scotland. 2012. Long Term Conditions Collaborative. Retrieved 
June 3 2013. <www.qihub.scot.nhs.uk/quality-and-efficiency/
outpatient-primary-and-community-care/long-term-conditions-
collaborative.aspx>.
Scottish Executive. 2000. Community Care: A Joint Future. Edinburgh, 
UK: Author.
Scottish Executive. 2005. Delivering for Health. Edinburgh: Scottish 
Executive. Retrieved June 15, 2016. <www.gov.scot/Resource/
Doc/76169/0018996.pdf>.

Scottish Government. 2008. Equally Well: Report of the Ministerial Task 
Force on Health Inequalities. Retrieved June 15, 2016. <www.gov.scot/
resource/doc/229649/0062206.pdf>.

Scottish Government. 2009. Improving the Health and Wellbeing of 
People with Long Term Conditions in Scotland: A National Action Plan. 
Edinburgh, UK: Author. Retrieved June 15, 2016. <www.gov.scot/
Resource/Doc/294270/0090939.pdf>.

Scottish Government. 2010a. Reshaping Care: A Programme for Change 
2011–2021. Edinburgh, UK: Author. Retrieved June 15, 2016. <www.
gov.scot/Resource/Doc/924/0114884.pdf>.

Scottish Government. 2010b. The Healthcare Quality Strategy for 
NHS Scotland. Edinburgh, UK: Author. Retrieved June 15, 2016. 
<www.gov.scot/Publications/2010/05/10102307/0>.

Scottish Government. 2011. Report of the Commission on Future 
Delivery of Public Services. Edinburgh, UK: Author. Retrieved June 15, 
2016. <www.gov.scot/Publications/2011/06/27154527/0>.

Scottish Government. 2012. Integration of Adult Health and Social 
Care in Scotland: Consultation on Proposals. Edinburgh, UK: Author. 
Retrieved June 15, 2016. <www.gov.scot/Publications/2012/05/6469/
downloads>.

Scottish Government. 2013a. Integration of Adult Health and 
Social Care in Scotland Consultation: Scottish Government Response. 
Edinburgh, UK: Author. Retrieved June 15, 2016. <www.gov.scot/
Resource/0041/00414332.pdf>.

Scottish Government. 2013b. Route Map to the 2020 Vision for Health 
and Social Care. Edinburgh, UK: Author. Retrieved June 15, 2016. 
<www.gov.scot/Topics/Health/Policy/2020-Vision>.

Scottish Government. 2014a. Public Bodies Joint Working (Scotland) 
Act 2014. Edinburgh, UK: Author. Retrieved June 15, 2016. <www.
legislation.gov.uk/asp/2014/9/pdfs/asp_20140009_en.pdf>

Scottish Government. 2014b. Integrated Care Fund. Guidance for Local 
Partnerships. Edinburgh, UK: Author. Retrieved June 15, 2016. <www.
gov.scot/Resource/0046/00460952.pdf>

Scottish Government. 2014c. “Scotland’s People. Annual Report: 
Results from 2013 Scottish Household Survey.’’ Edinburgh, 
UK: Author. Retrieved June 15, 2016. <www.gov.scot/
Resource/0048/00487157.pdf>.

Scottish Government. 2015a. Draft Budget 2016–2017. Edinburgh, 
UK: Author. Retrieved June 15, 2016. <http://news.scotland.gov.uk/
Speeches-Briefings/Draft-Budget-2016-17-2089.aspx>.

Scottish Government. 2015b. The Scottish Health Survey. Edinburgh. 
Edinburgh, UK: Author. Retrieved February 29, 2016. <www.gov.scot/
Resource/0048/00485587.pdf>.

Taylor, A. 2015. “New Act, New Opportunity for Integration in 
Scotland”. Journal of Integrated Care 23(1): 3–9.

Wagner, E. 1998. “Chronic Disease Management: What Will It Take 
to Improve Care for Chronic Illness?” Effective Clinical Practice 1: 2–4.

Improving Outcomes through Transformational Health and Social Care Integration – The Scottish Experience  Anne Hendry et al.

http://www.audit-scotland.gov.uk/docs/health/2011/nr_110602_chp.pdf
http://www.audit-scotland.gov.uk/docs/health/2011/nr_110602_chp.pdf
http://www.audit-scotland.gov.uk/docs/health/2012/nr_121213_health_inequalities.pdf
http://www.audit-scotland.gov.uk/docs/health/2012/nr_121213_health_inequalities.pdf
http://www.audit-scotland.gov.uk/uploads/docs/report/2015/nr_151203_health_socialcare.pdf
http://www.audit-scotland.gov.uk/uploads/docs/report/2015/nr_151203_health_socialcare.pdf
http://www.jitscotland.org.uk/wp-content/uploads/2014/11/Change-Fund-2013-14-Progress-Report-November-2013-final.pdf
http://www.jitscotland.org.uk/wp-content/uploads/2014/11/Change-Fund-2013-14-Progress-Report-November-2013-final.pdf
http://www.jitscotland.org.uk/wp-content/uploads/2014/11/Multiple-Conditions-20pp-new.pdf
http://www.jitscotland.org.uk/wp-content/uploads/2014/11/Multiple-Conditions-20pp-new.pdf
http://www.jitscotland.org.uk/resource/reshaping-care-for-older-people-change-fund-building-on-progress-june-2015/
http://www.jitscotland.org.uk/resource/reshaping-care-for-older-people-change-fund-building-on-progress-june-2015/
http://www.jitscotland.org.uk/resource/reshaping-care-for-older-people-change-fund-building-on-progress-june-2015/
www.alliance-scotland.org.uk/what-we-do/self-management/
http://www.nrscotland.gov.uk/statistics-and-data/statistics/statistics-by-theme/population/population-projections/population-projections-scotland/2014-based
http://www.nrscotland.gov.uk/statistics-and-data/statistics/statistics-by-theme/population/population-projections/population-projections-scotland/2014-based
http://www.nrscotland.gov.uk/statistics-and-data/statistics/statistics-by-theme/population/population-projections/population-projections-scotland/2014-based
http://www.qihub.scot.nhs.uk/quality-and-efficiency/outpatient-primary-and-community-care/long-term-conditions-collaborative.aspx
http://www.qihub.scot.nhs.uk/quality-and-efficiency/outpatient-primary-and-community-care/long-term-conditions-collaborative.aspx
http://www.qihub.scot.nhs.uk/quality-and-efficiency/outpatient-primary-and-community-care/long-term-conditions-collaborative.aspx
http://www.gov.scot/Resource/Doc/76169/0018996.pdf
http://www.gov.scot/Resource/Doc/76169/0018996.pdf
http://www.gov.scot/resource/doc/229649/0062206.pdf
http://www.gov.scot/resource/doc/229649/0062206.pdf
http://www.gov.scot/Resource/Doc/294270/0090939.pdf
http://www.gov.scot/Resource/Doc/294270/0090939.pdf
http://www.gov.scot/Resource/Doc/924/0114884.pdf
http://www.gov.scot/Resource/Doc/924/0114884.pdf
http://www.gov.scot/Publications/2010/05/10102307/0
http://www.gov.scot/Publications/2011/06/27154527/0
http://www.gov.scot/Publications/2012/05/6469/downloads
http://www.gov.scot/Publications/2012/05/6469/downloads
http://www.gov.scot/Resource/0041/00414332.pdf
http://www.gov.scot/Resource/0041/00414332.pdf
http://www.gov.scot/Topics/Health/Policy/2020-Vision
http://www.legislation.gov.uk/asp/2014/9/pdfs/asp_20140009_en.pdf
http://www.legislation.gov.uk/asp/2014/9/pdfs/asp_20140009_en.pdf
http://www.gov.scot/Resource/0046/00460952.pdf
http://www.gov.scot/Resource/0046/00460952.pdf
http://www.gov.scot/Resource/0048/00487157.pdf
http://www.gov.scot/Resource/0048/00487157.pdf
http://news.scotland.gov.uk/Speeches-Briefings/Draft-Budget-2016-17-2089.aspx
http://news.scotland.gov.uk/Speeches-Briefings/Draft-Budget-2016-17-2089.aspx
C:\Users\hendrya\Documents\IFIC\Canada\Renee\Final publication\www.gov.scot\Resource\0048\00485587.pdf
C:\Users\hendrya\Documents\IFIC\Canada\Renee\Final publication\www.gov.scot\Resource\0048\00485587.pdf


Healthcare Quarterly  Vol.19 No.2  2016   79 

About the Authors
Anne Hendry, MBChB, FRCP (Glasg), is national clinical lead 
for Integrated Care for the Joint Improvement Team of the 
Scottish Government Health and Social Care Directorates. She 
is a consultant geriatrician, stroke physician and honorary clinical 
associate professor at the University of Glasgow, works with the 
Joint Improvement Team and the International Foundation for 
Integrated Care.

Alison Taylor, BA (Hons), MSc, is head of Integration 
Partnerships for the Scottish Government Health and Social Care 
Directorates. She joined the Scottish Government in 2003 and 
has led various areas of policy development across healthcare 
and social care, education and business development; prior to 
joining the civil service, she worked in the private sector.

Stewart Mercer, MBChB, BSc, MSc, PhD, FRCGP (UK), is 
professor of Primary Care Research in the Department of General 
Practice and Primary Care’s Institute of Health and Wellbeing at 
the University of Glasgow. He is internationally recognized for his 
published work on multimorbidity.

Peter Knight, BSc, MSc, is program lead for Partnership 
Information for the Joint Improvement Team of the Scottish 
Government Health and Social Care Directorates. He is a leading 
information analyst/designer whose work spans the healthcare 
and social care interface in Scotland. He is widely experienced 
across topics as diverse as acute hospital activity, social care and 
community health, public health and measurement of function.

Anne Hendry et al.  Improving Outcomes through Transformational Health and Social Care Integration – The Scottish Experience

Join the conversation
@longwoodsnotes

youtube.com/LongwoodsTV

facebook.com/LongwoodsPublishingCorporation

pinterest.com/longwoods


