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ADASS was therefore delighted to be one of the organisations supported by Skills for Care in 
2022 to develop policy and practice tools in advance of new voluntary guiding principles for 
delegated healthcare activities, due to be published by the Department of Health and Social Care 
(DHSC) in the spring of 2023.
 
ADASS’ project focussed on how delegated healthcare activities can or should be factored into 
local commissioning arrangements. How should directors of adult social services (DASS) and 
their teams address delegated activities in their commissioning of services? What are the relevant 
legal and regulatory frameworks? How should delegated activities support integrated working or 
joint commissioning? How can delegation support efficiency, without facilitating cost shunting?  

Answering these questions in robust commissioning arrangements is part of establishing the 
context, support, guidance and governance within which delegation options can be offered as 
part of truly personalised care. Individual delegation decisions must be person-centred, involving 
the person receiving care, supported by others if necessary. (Where a person is unable to make 
these decisions for themselves, the principles of the Mental Capacity Act should be followed 
and decisions made in the person’s best interest.) Good commissioning can go a long way to 
promoting the positive and collaborative culture, with personalisation at its heart, that is essential 
for delegated activities. Delegation, in turn, can have a valuable role in growing collaborative and 
person-centred culture and practice (see 5 and 6 below).  

The project led to the production of a top tips support document for ADASS members in 
December 2022. This key findings document is designed to summarise learning from the project 
for a broader set of social care partners, and support implementation of the national voluntary
guiding principles.

Regionally and nationally, the Association of Directors of Adult 
Social Services (ADASS) has a longstanding interest in delegated 
healthcare activities. Members have been keen to realise 
delegation’s potential benefits for people who access care and 
support, while also being clear that implementation should 
always be safe, legal and financially equitable between health 
and care partners.

Introduction
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DASSs may also consider evidence of how local arrangements have worked in practice, and the 
experiences of staff and people who access care and support. Critically, are these delegated 
arrangements still operating with active leadership from senior care colleagues, and their 
counterparts in health and their provider colleagues? Experience nationally suggests that staff 
may fall back into familiar professional roles where encouragement to take on new ways of 
working is not regularly refreshed and support given.

DASSs may review delegation practice and plans as part of their overall commissioning and 
market shaping responsibilities, particularly as delegation relates to understanding the market, 
promoting quality, personalisation, promoting integration with local partners and – depending on 
your area-appropriate ambitions – transformation. 

Voices from our engagement:
 “I think we’ve drifted into this territory through the pandemic rather than thought 

it through from a more legal and risk perspective.”
 “My gut feel is it’s probably in my area. We’re doing it without even kind of 

noticing that we’re doing it.”
 “I suspect we’re seeing unconscious delegation.”
 “There wasn’t an understanding at multiple levels across the system of reciprocal 

arrangements for the delivery of support… all of the activities and costs [were] 
being pushed onto social care commissioners and providers.”
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Properly planned delegation can help ensure scarce and expensive clinical resources remain 
where they are most needed and can enhance the personalisation of care. It “must always be in 
the best interest of the patient and not performed simply to save time or money” (Royal College 
of Nursing).

Evidence suggests that people receiving delegated healthcare activities are often pleased with 
the arrangements, finding them less stressful and more convenient than administration by a health 
care professional. It is worth noting, however, that the evidence base is somewhat limited and 
focussed on situations in which the activity is delegated to a familiar figure in the individual’s care.5

Individuals’ preferences and choices cannot be assumed. All guidance should reinforce the 
importance of obtaining consent; and above and beyond this, assessment and decision 
making should be person-centred, ensuring that the views and wishes of the individual and/or 
their representative are sought and taken into account. The fairness and consistency of these 
conversations and subsequent decisions should be reviewed against protected characteristics 
and type of health need.  

It is also important to recognise that the appropriateness or inappropriateness of delegation 
cannot be decided simply on the basis of the clinical complexity of the activity but must have 
regard to the whole context of the individual’s needs and circumstances.   

2. Emerging evidence from practice points towards a positive role 
jsv hipikexih liepxlgevi egxmzmxmiw mr iʆigxmzi tivwsrepmwih gevi0 
given the right circumstances and governance.

Voices from our engagement:
 “Keeping people at the centre of all decisions should be the most important 

thing. ICSs need to make it happen seamlessly.” 
 “Will everyone receiving health activities feel as safe in the hands of people who 

aren’t nurses?” 
 “You must record the reasons behind decisions.” 
 “People like it’ [staff and people receiving services].”

For a review of evidence relating to the views of people receiving delegated healthcare activities, 
see Delegation of healthcare activities to personal assistants (2017) op cit.
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Section 22 of the Care Act 2014 sets out the circumstances in which local authorities may meet 
health needs that are normally the responsibility of the NHS. In effect, it sets the boundary 
between local authority responsibilities for provision of means tested care and support, and the 
responsibilities of the NHS for the provision of free health care, prohibiting local authorities from 
meeting, providing or arranging a service or facility that the NHS is required to provide. However, 
it allows for exceptions to this prohibition where two conditions are met: where the activity is 
incidental and ancillary to the care being provided (sometimes referred to as a ‘quantity’ test); and 
where the activity is of a nature which a local authority could be expected to be able to provide 
(sometimes referred to as a ‘quality’ test). 

The quantity test allows local authorities to take on health activities where “doing so would be 
merely incidental or ancillary to doing something else to meet needs”. A health care activity may 
be delegated where its delivery will be supplemental or subsidiary to the social care activity.

The quality test allows for local authorities to take on health activities where “the service or facility 
in question would be of a nature that the local authority could be expected to provide”. In forming 
a judgement, consideration must be given to the intensity, complexity or unpredictability of the 
health need, and whether meeting it would draw the local authority beyond its functions and 
competence.6 A local authority’s services and capabilities are likely to evolve over time – taking 
on delegated activities may itself be part of that change – so this will be relevant in determining 
the ‘nature’ test. Fundamentally, in choosing to take on any delegated health activities under 
the exception provisions – the provisions allow rather than require local authorities to accept 
delegated tasks that fall within the conditions described in section 22 - the local authority must 
be satisfied that it has identified and can manage the relevant risks and be willing to accept 
legal responsibility for the performance of the activity, subject to the retention of the overall 
responsibility by the NHS.  

Social workers within multi-disciplinary teams (MDTs) will have extensive training in legal literacy 
to support decision making at the health and social care boundary. You may wish to consider 
which other members of the wider care workforce in your area would benefit from training in 
order to understand the legal conditions for delegated activities. Where local authorities have 
provided such training, a key objective has been to enable staff in a variety of roles to identify and 
potentially challenge isolated and questionable instances of delegation. For example, situations 
may have developed in which home care staff are undertaking no personal care but are carrying 
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Voices from our engagement:
 “Without an understanding of the legal context, the front line tends just to be 

rolled into agreement.”
 “Things have evolved organically. I suspect some councils have been sailing 

close to the wind.”
 “Medication only visits by social care are outside of the provisions of section 22.  

But they happen. What does this tell us?”
 “Our framework provides clear identification of the principles, statutory duties 

and national guidance that underpin and inform decision making and the 
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4.
Delegating healthcare activities to commissioned care providers may 
lezi vikypexsv} erh mrwxmxyxmsrep mqtegxw0 ws mx mw mqtsvxerx xs {svo {mxl 
individual providers and provider forums to clarify where changes need 
xs fi qehi xs vikmwxvexmsr0 mrwyvergi erh qihmgmriw tspmgmiw2

Care providers’ CQC registration must be up to date and in line with their current activities, even if 
they do not intend to provide those services on a regular or permanent basis.7 Where care providers 
have responsibilities for medicines support in the community they must have robust processes 
for medicines-related safeguarding incidents, in line with 
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When considering extending delegation into a specific commissioned service, or across a range 
of services, it is important to engage with providers and unions at an early stage to understand 
their views and any concerns. Delegation is a process of agreement, rather than a process that 
can be driven wholly from the top down, and it should be designed with the skills, insights and 
ambitions of staff in mind.  

Experience from some well-designed programmes suggests that extending the range of 
activities which care staff are supported to undertake can be empowering, improving levels 
of job satisfaction. For example, delegation may be an effective way of addressing day to day 



Consistent, high-quality training for care staff is crucial for delegated healthcare activities.  
Planning, providing, tracking and reviewing this training is therefore a central activity for health 
and care partners wishing to practice or extend delegation. Challenges typically relate to supply, 
quality, review and competence checking. 
 
Demand can easily outstrip supply. Time spent delivering and receiving training has the potential 
to cancel out potential efficiency and consistency benefits. A large number of staff may require 
one to one training, and where there are high levels of staff turnover or a heavy reliance on 
agency staff, training may not be feasible.  

Partly to address this supply problem, some areas divide healthcare activities into two categories: 
one category for which training equips care workers to undertake the activity on other patients 
going forward if their individual circumstances are appropriate – the training is ‘portable’ or 
‘generic’; and one category for which the training is designed and delivered around the health 
needs of a particular individual – the training is ‘bespoke’ or ‘specific’, and the competency it 
provides does not extend beyond its specific application.10

It is important to work closely with providers and provider forums to agree arrangements for 
delivery of training, for approval of prior learning and for competency checking, including 
intervals. Providers have existing systems and expertise in scheduling and auditing training. They 
are also likely to have existing arrangements for back-fill, and the payment of staff for attending 
training and refreshers that new arrangements for delegated activities training should build on 
and confirm. The experience of many areas is that trainer skills are crucial to success, so specific 
roles have been created and resourced. A number of areas have used the Better Care Fund to 
resource additional training as they have looked at broadening access to health-related training 
for social care staff. 

Any healthcare professional who is delegating activities to a care worker must have had sufficient 
training and management support to understand the context in which they propose to delegate.  
In deciding whether a care worker is competent and confident to take on the activity, the 
healthcare professional must be satisfied that the care worker has an appropriate level of ongoing 
supervision in their role and knows what to do if the person’s needs change. Encouragingly, one 
reported benefit of delegation is improved understanding between health and care professionals 





Voices from our engagement:
 “The reality is it will require better relationships than most areas have, because 

they’re going to have to suddenly start to address these issues that haven’t 
actually been addressed before.”

 “There are higher unit costs for health activities.”
 “Systems move at the speed of trust. Sometimes you have to go slow to go fast.”
 “Social care providers should be an equal at the table.”
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