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PERFORMANCE REPORT

Welcome to the Health and Social Care Board’'s AhiReport covering the financial
year 2017/18.

About the Health and Social Care Board

The Health and Social Care Board (HSCB) is a nafitpmaking statutory body
responsible for the commissioning of health andad@are services for the population of
Northern Ireland. The role of the HSCB is broadintained across three functions:

1. To arrange or ‘commission’ a comprehensive rangemofiern and effective
health and social services for the 1.8 million geapho live in Northern Ireland.

2. To performance manage Health and Social Care Trsts directly provide
services to people and support service improvemergarsuit of optimal quality
and value for money, in line with relevant govermintargets.

3. To effectively deploy and manage its annual fundiegn the Northern Ireland
Executive, which is currently around £4.5 billioand to ensure that this is
targeted upon need and reflects the aspirationsaafl communities and their
representatives.

The HSCB is accountable to the Department of He@bH) and for translating the
vision for health and social care into a rangeeoVises that deliver high quality and safe
outcomes for users, good value for the taxpayer aamhpliance with statutory
obligations.

The work of the HSCB has the potential to reachnyree at some point in their lives. Its
expenditure amounts to around £10 million on ewengle day of the year as it strives to
ensure that services provided daily, to peoplééirthomes, by their GP, in hospital or in
the community, deliver what is expected of them.

The HSCB is required by statute to prepare andiglubdh Commissioning Plan in
response to the DoH issuing a Commissioning Plaeddon, setting out the range of
services to be commissioned and the associated obslelivering these. The HSCB
prepares the annual Commissioning Plan in partiesstth the Public Health Agency
(PHA) and publishes this Commissioning Plan orvikésitewww.hscboard.hscni.net

The HSCB and PHA take forward the regional comroissig agenda through a series of
integrated service teams. The HSCB’s commissionprgcesses are currently
underpinned by the five Local Commissioning GrodpSGs) which are Committees of
the HSCB Board, and are responsible for ensuriagttie health and social care needs of
local populations across Northern Ireland are eaxddr@. The groups are geographically
coterminous with each of the five Health and So€ale Trusts that directly provide
services to the community.

The LCGs incorporate a range of professional istsrsuch as GPs, nurses, dentists,
pharmacists and social workers, as well as volyngard elected representatives, to
ensure that the work of the HSCB has sensitivity imfluence at a local level. The PHA
is also represented on each of the five LCGs.
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All of the service teams responsible for commisisigrservices are comprised of HSCB
and PHA staff, demonstrating the common agendaedhay both organisations and the
close working relationship with one another.

The HSCB also commissions services from voluntay @mmunity organisations. This
feeds directly into local economies and is resp@to local demands. These approaches
are underpinned by effective stakeholder engagensmt Personal and Public
Involvement.

The HSCB is committed to embedding Personal andidliivolvement into its culture
and practice. It is currently implementing a joiRersonal and Public Involvement
strategy with the PHA (available online atvw.hscboard.hscni.net/publicatignd his
strategy aims to ensure that service users, caretghe public influence the planning,
commissioning and delivery of health and socialecaervices in ways that are
meaningful to them.

Corporate Objectives for 2017/18

The Board’'s Corporate Plan sets out the key oljestior the HSCB grouped under five
themes that reflect how the Board will conducthitsiness and manage its resources to
ensure that it commissions and supports the dglwehigh quality health and social care
services.

The five themes are:

Theme 1 Ensure high quality, safe, accessible and intedrdealth and social care
services, and performance manage delivery to aelgeslity outcomes.

Theme 2 To improve the health and social wellbeing of fimpulation of Northern
Ireland with a focus on prevention and health irsditjgs, promoting equality, human
rights and diversity in all the HSCB'’s functions.

Theme 3 Provide value for money through the effective aseesources ensuring robust
financial management.

Theme 4 Effectively engage with key stakeholders in aemand transparent manner,
particularly service users and carers, benefitingftheir personal experiences.

Theme 5 Maintain and develop effective internal systemd arocesses and maximise
the potential of our staff by ensuring that they skilled, motivated and valued.
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Overview from Chief Executive and Chair of Board

The Health and Social Care Board (HSCB) continwethte changes and challenges in
2017/18.

The HSCB worked with the Department of Health (DaH)relation to the pending
closure of the organisation and welcomed the gldhat has been reached in relation to
the direction of travel. This will see the majoridy functions transferring to the DoH,
effected through a host organisation arrangemethttive Business Services Organisation
(BSO), and the functions and staff of the SocialreCand Children Directorate
transferring to the Public Health Agency (PHA).

An Oversight Board, chaired by the Richard Pengdéligrmanent Secretary at the DoH,
has been set up to provide direction and leademshithe closure of the HSCB and the
successful transition to the new arrangements.

Work to identify relevant team structures, new waysworking, and to plan for the
transfer of functions will continue in 2018/19. \Wee also working very closely with the
DoH to review the risks associated with the closypeaticularly in relation to business
continuity, and will take all necessary steps tsuga that our key areas of responsibility
are delivered.

On a wider note, the Health and Social Care (HS@}esn continues to be under
considerable strain, particularly in relation tegsures in primary care, the social care
sector and on waiting times for both planned arglanmed care.

The constrained financial environment, which all ppgments and public sector
organisations are facing, combined with the curreotitical uncertainty, is also
impacting on these challenges.

A combination of factors, including a growing old®spulation, an increased demand for
services, and new specialist treatments means #tengly isn't either the money, or
required staffing levels, to sustain the currentelof care.

While additional investment, if available, wouldaa¥ us to tackle short term pressures,
the only long term answer is to continue to tramefgervices.

And, as highlighted in the performance analysigisef the report, the HSCB, DoH
and wider HSC system, have continued to take fafwanovative reforms at both a
strategic and grass roots level. For example, tiedade the development of elective
care centres which will see many procedures bekglgyated in a small number of
regional centres located across Northern Irelanis. hoped new centres will be up and
running by December 2020. Also, Integrated Cardneeships and GP Federations, in
partnership with Elective Care Leads from both tHH8CB and PHA, have been
instrumental in designing primary care alternatiteshospital referrals. These new
services will enable patients to receive high duatissessment and treatment more
quickly, and will also help to free up appointmeatsl treatment for urgent and complex
cases in secondary care.
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With widely reported pressures on adult social cseevices, including domiciliary,
nursing and residential care, the HSCB continuesdrk with DoH in considering how
best to take forward the recommendations of thal freport of the Expert Advisory
Panel, on Adult Care and SuppertPower to People’. This will help ensure Northern
Ireland’s future care and support system is susidénand focused on outcomes.

The HSCB welcomed publication of the Report ofltiguiry into Hyponatraemia-related
deaths in January 2018, and will work with the Dait rest of the HSC to ensure the
effective implementation of its recommendationsnc8i the incidents leading to the
deaths from hyponatraemia, a number of significdi@nges have taken place within the
wider health and social care system. Considerabl& Wwas gone into ensuring that when
things do go wrong, incidents are reported, rolgsion is taken, families are engaged,
and relevant learning is shared and disseminatemksi¢he wider HSC. The HSCB is
firmly committed to continuing this work, alongsitiee wider HSC, to minimise the risk
of such tragic events occurring again. We are dentfi that the recommendations in the
report will play a key role in further embeddingdaenhancing learning across the whole
system.

In response to the challenges facing GP recruitnageit retention, due to an ageing
workforce and increasing pressures, additionalstment in GP training, secured by the
HSCB, facilitated the increase in GP training nureb&Ve also worked this year in
supporting GP practices with recruitment challengescouraging more partnership
working with other neighbouring practices, to emesareryone in Northern Ireland had
access to a GP.

No doubt the new financial year will bring many mochallenges, however, with
challenge comes opportunity, and we have a reabrtymity to reshape and sustain
health and social care services now and into thedu

This will require funding support and we welcome ttonfirmation from the DoH that
around £70m will be put towards a wide range afgfarmational projects in 2018/19.

It is vitally important we build on all of this ivative work with our partners at a local
level in primary care, in the community and volugitaector and right across secondary
care and social care.

The following report aims to highlight the breadth some of this work and also
acknowledges the challenges and opportunitiedithahead.
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Overview of Organisational Performance

Corporate Objectives

Our Corporate Objectives are grouped under fivetkeynes set out within the overview.
The HSCB Corporate Plan for 2017/18 was approvethbyBoard of the HSCB at its
meeting on 9 February 2017 and subsequently apgrioyéhe DoH.

Financial Management

The HSCB received an opening allocation for 20176£8£4.6bn from the DoH to
commission health and social care services for ghpulation of Northern Ireland.
During the year this funding was supplemented b§38i of non-recurrent allocations,
comprising funding for general HSC pressures (E7@aducation & Training (E40m),
Pay Review (E26m), Winter Pressures (E9m), Elec@aee (E7m), and various other
allocations.

In addition to this, the HSCB received £55m of im&o from other sources, which
primarily consisted of £25m from the DepartmentBalucation for the delivery of Early
Years Children’s Services (SureStart) and £27m amify Health Service receipts,
mainly relating to dental and medical services.

At the end of 2017/18 the HSCB achieved a finanmisiition of £0.3m surplus against its
Revenue Resource Limit (RRL) of £4.8bn. This wamfmstably within the HSCB's
statutory breakeven threshold of 0.25% of ReveresoRrce Limit.

Developing Services

The HSCB working with the PHA, HSC Trusts and otkey partners have played a key
role in developing a range of new and innovativaltheand social care services aimed at
keeping people well; providing care closer to comities in the first place; and ensuring

that when people need specialist care it is organand available in a way that leads to
the best possible outcomes. The Performance Asalgport provides examples of these
developments.
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Key Issues and Risks

During 2017/18, we have continued to drive forwangroved outcomes for patients and
service users in line with Departmental directidvie remain committed to creating a
modern ‘patient centred’ system that is able tgpoes to increasing demand, whilst
ensuring the best and most effective use of ressufor the population. A number of
risks have been highlighted below. See Sectiondf@he Governance Statement for full
details of issues and risks.

Financial Position

The current financial climate significantly limigslditional resources for health and social
care developments and requires Trusts and the \siggem to deliver very challenging

financial savings targets. In addition, politicalcertainties and the resulting impact on
budgetary certainty are adding further pressurthéopace of reform within the sector.

We remain concerned that this will impact on thaldqy and safety of health and social
care services. Along with our HSC partners, we iooetto try to mitigate the impact of

this as set out in Section 3 of the Performancelysmaand within Section 10B of the

Governance Statement.

Waiting Times

Waiting times across Northern Ireland for outpatieliagnostic, inpatient and day cases
remain challenging without the certainty of a budaeailable for planned recurrent and
non-recurrent funding. Continued pressures in wedcled care (unplanned hospital
admissions) also impact on waiting times and thests ability to deliver the volumes
required to reduce these. Subject to the avaitglfifunding, we plan to further invest in
core service and initiatives to manage demand stamdi with the Minister's Elective
Care Reform Plan published in February 2017. Tlan Bets out the long term service
redesign and modernisation required to deliver teuibigl improvement. See Section 1.2
of Performance Analysis for further details.

General Practice (GP)

A shortage of GPs as well as an ageing GP workforgdh a number of imminent
retirements in the coming years, has had consiteerabpact on service delivery
including difficulty in recruiting GPs and gettimdequate locum cover, particularly in
rural areas.

Northern Ireland has the lowest number of GPs peujation in the UK. Data indicates
that this situation is compounded by the fact tinet GP workforce in NI is older in
profile than elsewhere in the UK. Although an irntwesnt plan is in place for additional
GP training places and a GP retainer scheme, instiwt term there remains a
considerable risk to the ongoing continuity of gahemedical services provision to
patients, particularly in smaller practices in &et locations and out of hours services.

Some GP Out of Hours (OOH) providers have not led@la to meet their target triage
times. This is exacerbated by insufficient numbefrsGPs who are not contractually
required to work for OOH providers and has resultedccasional base closures when
staff have not been available.
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The HSCB provides additional funding to support eof@P practices which have
experienced staffing issues and introduced the 1i@Rction and Refresher Scheme to
support those intending to return to a GP career.a&l80 supported remote practices by
encouraging them to form mergers or partnershipsaease their capacity and ability to
provide a broader range of services and coverhBudetail of this risk is provided in
section 1.4 of the performance analysis and witk@ttion 10B the Governance
Statement.

Business Continuity

The proposed closure of the HSCB and the unceytawver the timing of the closure of
the HSCB means that the transition of its functitmsther organisations is, and will
continue to have, a significant impact on busiregsginuity, and the ongoing movement
and changes in workforce. This has an impact orinbss delivery and the ability to
design and implement longer term plans, includiegruitment to LCGs. We will
continue to prioritise our resources accordinglyetssure the core work and statutory
functions are delivered. Further detail of thikrs provided within section 10B of the
Governance Statement.

Social Care
» Children’s Services (Unallocated Cases)

The issue of unallocated cases has been a congistienge. Unallocated cases are
defined as child protection, family support andaditity services cases that are not
allocated to a social worker within the regionadigreed time frames. In 2016/17 a
project approach was developed to understand tlagioreship between demand,
complexity and funding, and, to test the robustnesshe threshold criteria for
unallocated cases.

This work has since been completed and an actian plevised to address the
findings. Whilst implementation of this action plaas started, there continues to be
an issue in relation to creating sufficient capaeiithin the system to resolve the

pressures resulting in unallocated cases.

» Review of Regional Facilities (Looked After Children)

As part of the reform and modernisation of LookefieA Children’s Services, an

independent Review of Regional Facilities has beamducted to help inform the

development of future services. A series of redi@vants are progressing to review
and address service priority areas and pressuréssiaring, edge of care, children
with disabilities and residential childcare. Itasticipated that the outcome of these
workshops will shape the development of agreede thound service improvement
plans.

* Domiciliary Care/Independent Home Care

Achieving sufficient capacity in workforce levelsicavolumes of domiciliary care

service delivery remains extremely challenging.sTls most evident at times of
seasonal pressures on the HSC system and in let¢aesvice delivery problems of a
more episodic nature. The potential impact of Trustcurement processes on the
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future redesign and delivery of the service willjuge monitoring in 2018/19. The
HSCB is in the process of developing a domicilieaye model that will meet broader
strategic objectives and ensure sustainability iiméofuture.

The Review of Adult Social Care and Support haslmeenpleted and the final report
of the Expert Advisory Panel, ‘Power to People:pasals to reboot adult care and
support in NI' (December 2017), has been submittedDoH. The HSCB is
participating in a project to assess the viabibtyd achievability of the report’s
recommendations.

Further detail of this risk is provided within sect 10B of the Governance Statement.
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Performance Analysis

The performance analysis has been carried out uhddive corporate objectives which
are in line with the 2017/18 Corporate Plan and2®&7/18 Commissioning Plan.

Theme 1 — Providing high quality, safe and accessécare

The provision of high quality, safe and accessiadee through commissioned services
delivered by the Trusts and other stakeholders irsreakey priority for the HSCB. The
HSCB is responsible not just for the performancenagament of services delivered
through hospital-based care, but also care deliveredhe community by GPs, dentists,
pharmacists, ophthalmology and social care servitlks performance of the six Trusts,
including the NI Ambulance Service, is reportedeomonthly basis and these reports are
available on the HSCB website. A number of key suaavork are highlighted below.

1.1 Enhancing Unscheduled Care

Pressures on our emergency services continue admfisern Ireland, which is a similar
picture to other regions of the UK and IrelandsiRy demand from an ageing population
and pressure on general practice all contributendceasing attendances at Emergency
Departments and ambulance service call outs. Just 394,000 patients attended
Emergency Departments (ED) in 2017/18, an increéd8e1% on the level of attendances
in the previous year.

During 2017/18, there was a significant rise in thember of 12 hour breaches and
performance against the 4-hour target remainedwbéhe level required (the standard
being that 95% of patients attending an ED areeeitteated and discharged home, or
admitted, within four hours of their arrival; and patient should wait longer than 12
hours).

In the last five years, the overall number of ERemadances in Northern Ireland has
increased by 24%. Significantly, in this same prithere has also been an increase in
the most seriously ill patients attending EDs.

These are often frail and elderly patients, whoreguire longer in-patient stays and then
more complex social care packages when they ady tedeave hospital. These increases
are on top of an already very busy system, andorepg to spikes in pressures is
increasingly more difficult.

Improving unscheduled care performance remainsiaityr for the HSC. The whole
system is working very closely together and we iauesting in a range of innovative
services which will help prevent some people frotteraling EDs in the first place,
improve the patient journey, and provide betterpsup for patients when they leave
hospital.

During 2017/18 the HSCB and PHA, through the regiamscheduled care structures,
continued to work with Trusts to support the mdifective delivery of unscheduled care
services across Northern Ireland.

Considerable efforts continued to be made acras$i®C to plan for the winter period
with preparatory work commencing much earlier thanprevious years. This was
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supported again this year by the 'Stay Well Thisitdfi public information campaign,
which encouraged people to take positive stepsregent illness, to seek advice from
pharmacists when appropriate and to use servispsmeibly.

Despite significant efforts across the region teuza effective arrangements were in

place to manage winter pressures demand, all Teupisrienced increased pressures over
the Christmas and New Year period with an averageease of 4% compared to the

same period last year and a 14% increase from 261i&/ attendances across the nine
larger EDs.

In the autumn of 2017, a workshop was held to bikeg stakeholders together to
consider potential ambulatory developments acrosdicine, surgery, paediatrics and
frail elderly care. A number of work streams hdeen established to develop plans
under the direction of the Local Network Groups tmscheduled Care, a joint forum
bringing together service users, primary care, @&y care, community care and
commissioners.

The HSCB Senior Nurse Review Team continued witkirtmolling programme of
delayed discharge audits to identify the main reador delays in patient pathways, and
to support Trusts with service improvements. Tharmi@lso undertook bespoke audits of
Acute/Enhanced Care at Home Services, which infdrmeegional learning event to
share best practice in summer 2017.

In 2017 the region was supported in participatingai National Audit of Intermediate

Care, consistent with the National Institute foralle and Care Excellence (NICE)

guideline definition, across all Trusts. This paed a comprehensive overview of
Intermediate Care Services in Northern Ireland. fdgonal overview has been shared
with all participants, and a schedule of meetirmgdiscuss local results with Unscheduled
Care Locality Network Groups and Local CommissigniGroups arranged. Audit

findings will inform service developments for Inteediate Care in 2018/19.

We have also secured external support to introguedictive analysis in all Trusts. This
analysis provides a robust indicator of future dedhand identifies peaks in activity to
enable Trusts to put appropriate operational planglace to address pressures. Trusts
receive data on a daily basis, based on histotcgént and emergency care data,
combined with known pressure points to support eagtive system of year round
operational resilience, using the principles oéliigent data use.

1.2 Elective Care (Primary Care/Primary & Secondary Care Interface/Secondary
Care)

The increase in elective waiting times over thé yasr is not unexpected and is primarily
as a result of the scale of the gap between fuldadth service capacity and patient
demand and the impact of the wider financial positi

In order to minimise the increase in waiting tintksing 2017/18, the HSCB allocated

the limited amount of non-recurrent funding thatsveavailable for elective care to Trusts
to undertake additional outpatient and inpatientihse activity, primarily in-house. The

funding was targeted at those patients with thédsgclinical need as well as those who
had been waiting the longest.

10
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In order to maximise the delivery of funded corecéive capacity and, consistent with the
approach set out in the DoH’s draft Performance &dement Framework, Trusts
submitted performance improvement trajectories dorange of elective specialties,
detailing the expected delivery of commissionecunws of core capacity for 2017/18.
In the majority of cases, Trusts’ plans forecastel®terioration on 2016/17 primarily as a
result of financial and workforce pressures. TheCBSmonitored Trusts’ performance
against these plans on a regular basis. Where |tives glid not deliver the planned
outcomes, Trusts have reported that this was kargsel a result of unplanned staff
absences (e.g. sickness absence), recruitmergudlitis and elective cancellations as a
result of unscheduled care pressures. The HSCBriinuing to work with Trusts to
ensure that the delivery of funded core electiveacdy is maximised particularly in the
context of ongoing challenges.

Given that diagnostics are essential in diagnogiatient conditions and enabling a
treatment plan to be put in place for patientsymamnt funding was allocated to Trusts in
2017/18 to expand health service capacity. Recognithe timescales associated with
recruiting new staff to deliver the increased attiassociated with the investment,
Trusts have been utilising the funding during 2Q876 undertake additional activity.

The increasing waiting times trend over recent yemonstrates that the current model
of delivering elective care services is not sustbi@ given the continued increased
demand. While non-recurrent funding to enable Brustundertake additional activity
benefits large numbers of patients and reducesingalists in the short term, this
approach does not provide a sustainable, long-$etation.

The long term solution is to reform elective casevges to meet current and future
demand through the transformation of secondaryngmy and community care services
as set out in the DoH’s Elective Care Plan pubtisie February 2017. Since its
publication, despite the challenging financial eoniment, a number of initiatives have
been taken forward consistent with the directiotravel set out in the Plan as outlined in
DoH's one-year Elective Care Progress Report pubtison 22 February 2018.

This provides a strong foundation for further refoand transformation including, for

example, the planned development of new Electivee @entres. It is anticipated that
these stand-alone units will deliver large volundsassessments and non-complex
routine surgery in a small number of regional cemtiocated across Northern Ireland.
While some patients will be asked to travel furtfartreatment, the patient population
overall should benefit by receiving more rapid asseent, more timely care and
enhanced outcomes. It is intended to have new eentp and running by December
2020.

It is recognised that long term sustainability wié achieved only through change,
supported by investment. In this context, the HSEBX will continue to work with
Trusts, Integrated Care Partnerships (ICPs) andr&ferations to further develop plans
to reform and modernise elective care servicesistam with the commitments set out in
the Elective Care Plan.

11
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Such initiatives can enable patients to receivé hjigality assessment and treatment more
quickly in their local GP surgery. This will alscelp to free up appointments and
treatment for urgent and complex cases in secorwasy

By the end of March 2018, for example, a GP-leceetmmy service will be in place in at
least one Trust area for roll out to other areasndu2018/19. Another developing
initiative involves Dermatology Photo-Triage whewghen a patient sees the GP about a
suspicious lesion, a photograph can be reviewed lbgnsultant to determine the best
course of treatment.

1.3 Local Commissioning Groups (LCGS)

The HSCB’s commissioning processes are underpibgdbe five Local Commissioning
Groups (LCGs). LCGs are responsible for ensurirag the health and social care needs
of local populations across Northern Ireland amdressed. A number of examples of their
work during 2017/18 are detailed below:

Belfast LCG

In 2017/18 the Belfast LCG, PHA and Integrated CRagtnerships (ICPs) launched a
comprehensive pathway for people at risk of or \Wwawe Type 2 Diabetes. This included
prevention and early identification of the diseasepported self-management and
structured patient education to assist patientspri@venting their symptoms from

becoming worse; enhanced primary care managementavspecialist team providing

support to GPs; and a foot protection scheme widdhces the risk of loss of limbs. The
pathway requires integrated working of all professi facilitated by telemedical links

through which GPs can seek advice in dealing wethgex cases. There is a key role for
local communities in supporting healthy lifestyland self-management, including
tailored physical activity linked to the Walking Ay from Diabetes programme.

The LCG, PHA and ICPs also launched a Falls serfacérail older people who fall at
home but have not had a fracture and do not neadt¢ad an Emergency Department.
Paramedics from the NI Ambulance Service carryauinitial assessment and contact
the Falls team to ensure the older person carnysafelain at home and receive follow up
care. The older person is also offered strength lzaldnce training within their local
community to help prevent them from falling again.

Northern LCG

Similar to all Local Commissioning Groups, the Menn LCG has been working with
local Councils (Mid and East Antrim, Causeway Coastl Glens, Mid Ulster, and
Antrim and Newtownabbey Councils) to develop ComityuRlans. The Community
Plans, published in 2017, were developed in pashipwith other statutory agencies and
the wider public and aim to change the way in whiddéments of public services are
planned and delivered by focusing on what can lmeaed by adopting a collaborative
approach. The Northern LCG represents the HSCBsadhe four Council areas both at
Strategic Partnership Board level and in the varioealth and wellbeing working groups.
Key projects which are being developed include rag&iell initiatives, a focus on health
literacy, giving children the best start in lifegwv@lopment of volunteering, community
responder schemes and community pharmacy init&tiVee Community Plans span the
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period from 2017 to 2032 and include a series @itsterm, medium term and longer
term measures. The HSCB is keen to ensure thaoh@nunity Plans align with wider
HSC strategies including Making Life Better and iReling Together.

South Eastern LCG (SE LCG)

During 2017/18 the SE LCG worked with the South t&as Trust to support the
commissioning of the new inpatient ward block & tHster Hospital (Phase A). The unit
provides 288 single rooms all with en-suite faigit Work continues with the Trust to
complete the full Phase B of the project, whichl witlude the completion of a second
block providing a further 170 en-suite rooms amgte Emergency Department.

Following a trial in the Trust, the Virtual Fractu€linic at the Ulster Hospital, it is now
funded recurrently. The Virtual Fracture Clinic repents a new approach to outpatient
care whereby skilled professionals carry out tebeyhreviews of patients and either
discharge the patient or ask them to attend fa@ica-fo face outpatient appointment. This
has minimised the number of patient journeys tghalk improved access for patients,
reduced the demand at fracture clinics and shaiteséting times. Also in orthopaedics,
there has been a significant new investment in opdkdic Integrated Clinical
Assessment and Treatment Services (ICATS) to patents with upper limb and lower
back pain.

In community services, the LCG has been workindhwither HSCB colleagues as well
as those in the PHA, ICP and SE Trust to improwesgto Mental Health Services. One
such investment has been in family support. Forymadividuals, their mental iliness
will have adverse impact on other family membelrs.recognition of this, the LCG has
invested in community services to provide a ThiaknHy support worker and additional
pharmacy resources that will help with medicaticaanagement for inpatients.

For patients with psychological trauma, speciaiéstms have been established across
Northern Ireland and the LCG has funded additianalima therapists for the South
Eastern area as part of this network.

Prescribing savings during 2017/18 enabled painage@ment courses for patients to be
delivered across the locality as well as additiatalfing and equipment for GP practices.

Southern LCG
Daisy Hill Pathfinder Project

The Daisy Hill Hospital (DHH) Pathfinder Project svaet up in response to ongoing
difficulties with the recruitment of senior medicataff to work in the Emergency
Department (ED). Following a regional summit in M&p17 involving the DoH
Permanent Secretary and senior officers from Trabes HSCB and PHA, a short-term
regional arrangement was made to ensure adequatm loonsultant cover. However it
was recognised that a sustainable long term saolwas required and a Pathfinder project
group was established to assess the unscheduledcheads of the Newry and Mourne
population and to bring forward recommendationsheEnbest way to meet those needs in
the future.
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A comprehensive needs assessment process, whitkdeadc clinically-led audits of
patient care, concluded that the continued presehce 24/7 Level 1 ED on-site was
justified and in keeping with the Southern Trugisition. However, it also demonstrated
that the models of care provided both in and outadpital have to adapt and change if
they are to deliver a long term sustainable senddee local population.

The report of the Pathfinder Project Group was detag in December 2017, brought to
the Transformation Improvement Group (TIG) in Jagu2018 and endorsed by the
HSCB at its Board meeting in March 2018. The repecommends the establishment of
a direct assessment unit, staffed jointly by mddiCare of the Elderly and ED staff, in
close proximity to the ED, which will provide telepne advice to GPs, ambulatory
assessment and diagnostics. This will link closeith the new Acute Care at Home
service for elderly patients which has proven tab®iccess in another part of the Trust
area.

Western LCG

Western ICP-led outpatient reform in the West haenbprogressing at a pace in the past
year. With support from Western Trust and the Bsa@bmmissioning Directorate, new
pathways and services have been agreed, suchtaticdiéed coeliac service, ‘see and
treat’ in outpatients for gynaecology, urology arwlorectal services and an enhanced
sleep apnoea service.

The North West Cancer Centre has completed aublbbcancer pathways for patients in
Northern Ireland and Republic of Ireland. The nemtece is now treating patients with a
range of cancers including provision of oncolodgyemotherapy and radiotherapy.

1.4 Primary Care

Whilst challenges in GP recruitment and retentiontinued in 2017/18, work is ongoing
to address future GP workforce demands. See SetfiBrof the Governance Statement
for further information.

The primary care infrastructure programme contingapporting service integration and
bringing care closer to home, through the co-latatof GP services with Trust,

community and outpatient services, via a hub arakespnodel. Two Health and Care
Hub Projects in Newry and Lisburn have reachedeprefl bidder stage, and Omagh’s
Health and Care Hub is complete and operationalesiment from the programme,
through the GP Loan Scheme and Improvement Grawmtsente, has delivered

improvements in smaller (spoke) GP facilities.

1.5 Advances in Ehealth

In 2017/18 the scope of the award winning NI Elecit Care Record was extended with
the introduction of a ‘Key Information Summary’. @pleted by GPs with patients who
have significant care needs, this important devaknt ensures better care decisions for
the most vulnerable in hospitals and other settirfygoport for improved medicines
management practice, aimed at reducing medicatiansein hospital settings, was also
introduced over the past year. An electronic disphaummary to further improve the
guality of information exchanged between primarg aacondary care was introduced. In
addition, the Regional Information System for Owgyl and Haematology (RISOH) is
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currently being rolled out across NI. This includd® introduction of electronic

prescribing, supporting further improvement in thality of care, and creating a mainly
digital service. Subsequently enhancements to tladityg of information exchange and
analysis will enable improvements in the delivefgare into the future.

Looking to 2022 and beyond, the HSC is taking faomplans for further investment in
technology to develop an integrated digital platfoto support transformation in care
delivery and optimum population planning and resea’A program of work named
‘Encompass’ was established to plan this critiogestment in the future of the HSC. A
business case has been developed and is currentlgr ueview. Preparation for
procurement is underway and, subject to the conopleif the business case review, is
expected to proceed in the year ahead.
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Theme 2 — Improving Health and Reducing Inequalitis

One of the key priorities for the HSCB, working sty with the PHA, is improving the
health and wellbeing of the population of Northémland and reducing inequalities in
these outcomes for people living in more depriveshimunities and circumstances.

Northern Ireland has a population of approximat&l$ million people and this is
projected to rise by a further 5.3% by 2024 (Offioe National Statistics). Deprivation
has a large impact on health and wellbeing in maays resulting in the lack of social
support, low self-esteem, unhealthy lifestyle chsijcrisk taking behaviour and poor
access to health information and quality servitegroving health and reducing health
inequalities requires us to coordinate action actosalth and social care, government
departments and a range of delivery organisatiorike statutory, community, voluntary
and private sectors.

Major health challenges are consistent acrossiveitdcalities. They include:

» A growing, ageing, population with escalating hieadeeds. Between 2016 and 2024,
the number of people aged 65+ is estimated to aserdy 62,500 to 362,000 — a rise
of 21%. The number of older people will represe@fclof the total population
compared with 15.5% currently;

* Poor health compared to the rest of the UK. A magk to health and wellbeing in
Northern Ireland comes from lifestyle factors sashobesity, smoking and alcohol
abuse;

» Excess deaths, particularly from heart disease;azaand respiratory problems. We
have increasing numbers of people living with lolegm conditions or multiple
conditions such as COPD, diabetes, stroke, astimeh&ypertension;

» An over-reliance on hospital care; and
» Health inequalities across the province.

Despite these challenges, in 2017/18 the HSCB vdonkith other agencies across Health
and Social Care to deliver some innovative anddifanging work to improve the health
and wellbeing of the population, which is highligtitwithin the section below.

2.1 Community Planning

The HSCB continues to engage with its CommunityRileag partners, in fulfilment of its
obligations under relevant legislation, workingpartnership with the wider health and
social care family, local Councils and other statytpartners to help design Community
Plans. These Community Plans will provide a shatedg term vision to improving
social, health, education, economic and environaiemellbeing and will help to reduce
duplication of services and create new and innegatrays of working. See Section 1.3
for the Northern LCG example of partnership working

2.2 Integrated Care Partnerships (ICPs)

In 2017/18 the collaborative work of the ICPs remeai a key priority for the HSCB.
These networks of care providers, bring togethealtheare professionals (including
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doctors, nurses, pharmacists, social workers, asgital specialists); the voluntary and
community sectors; local council representativest service users and carers; to design
and coordinate local health and social care sesvice

ICPs implement the service changes commissionedwsmigd by LCGs, with a focus on
diabetes, respiratory and stroke services for bigier people. Over the past three years,
nearly £13 million has been invested in servicesigiteed and implemented by ICPs,
focusing on preventing illness where possible,véeing more care in the community,
reducing demand on hospital services and impropatgent and carer experience.

The roll out of the Nursing Home InReach serviagilitated through the ICPs in the
Northern area continued this year. The initiativeuses on very frail older people living
in nursing homes, who commonly experience a higlell®f attendance at hospital
Emergency Departments. The service delivers a alcieducation, training and

development programme for staff working in nurshmes to enable them to provide
more care for their residents in the home, rathan in hospital. A Practice Development
Facilitator provides a ‘case finder’ function t@adk patients who do attend an ED to
determine the appropriateness of that attendandeth&n to provide follow up support to
the home, such as additional staff training, toidva reoccurrence. The service is
demonstrating a 33% reduction in ED attendancegeiisas:

* Improved Patient Experience

» Enhanced Knowledge & Clinical Skills of Nurses

» Fostering a Person Centred Care Culture

* Supporting more effective use of other services

* Reducing unnecessary ED Attendance and expedititign discharge

2.3 Social Care

Dementia Services

During 2017/18, the HSCB, in collaboration with tREIA, continued to implement the
Dementia Together NI initiative. Funded through THeecutive Office’s Delivering
Social Change Programme, this 3-year project emdédiarch 2018. It focused on three
broad themes from the regional dementia stratepgw@areness raising, (ii) training and
(iif) support to carers. The project was awardednaer up in the prestigious NI Civil
Service Excellence Awards for Customer Service. Thl Me’ public awareness
campaign and public information web resources wdeeeloped. Providing useful
information about all aspects of dementia and wherseek help, this information is
available atvww.NIDirect.gov.uk/dementiayith a range of information guides covering
the life journey of dementia, also availablevatw.pha.site/dementiadacs

Building on the regional Dementia Learning and Depment Framework, launched in
2016, the team designed and procured a uniquangaprogramme with 260 staff from
all HSC sectors graduating as Dementia Championsth&more, bespoke training
packages were funded for staff from outside the HiISuding the Police Service of
Northern Ireland (PSNI), prison service and somearsity undergraduates.

A delirium assessment tool and training on deliriamareness was delivered to almost
3,000 staff. The further roll out of the deliriutraining programme to hospital and
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community staff, is to be facilitated by the 43ffstaained as ‘delirium trainers’. Apps
and on-line training materials for residential, dafary and day care staff have been
developed through collaboration with Northern Inele&Social Care Council (NISCC).

Ten Dementia Navigators (two per Trust), qualifiedrses or social workers, who
provide support to people with dementia and thairers were recruited. In addition
Dementia Companions were recruited in hospitalirgstt Working closely with the
person with dementia and their carers, these stuppadf offer reassurance and diversion
ultimately enhancing the hospital experience ferghtient.

The completion of the work of the Dementia Togetheject does not signal an end to
the implementation of the “Improving Dementia Seed in Northern Ireland” regional
strategy published in 2011. The achievements sfghase provide the basis for a strong
legacy on which to build longer term support sezsito people with a dementia and their
carers.

Carer Support/Short Breaks

The HSCB continues to work with the DoH, Trustsd aarers in partnership with the

primary care, community and voluntary sectors t@rione the identification of carers

with a view to offering advice and support. The elepment of a range of support
options for carers (including short breaks) corgmio be a key priority, enabling carers
to continue in their caring role in a safe and sufgad manner.

Support to carers was a key element of the Demélragether NI initiative and, in
addition to a series of innovative non-residenshbrt-break schemes (accessed by
approximately 250 carers), a comprehensive trainpagkage covering dementia
awareness, communication, finance and legal issoemaging care and palliative
supports was designed and delivered to almost 2r606fmal carers.

Supporting Young Carers

In September 2017 the HSCB and Education Authgoitytly launched the ‘Supporting
Young Carers in Schools’ booklet, an important vese for primary and secondary
schools. The Children and Young People’s StratPgitnership (CYPSP) Young Carers
Group, comprising of the HSCB, in partnership witie Education Authority, Action for
Children NI, Barnardo’s NI, Gingerbread NI and Gar&rust NI, produced a resource
pack for primary and secondary school staff. Timsea to better support young carers in
school and to raise awareness of their needs edgeaninong educators and teachers.

The HSCB is also engaged in a three-year Earlyvatdgion Transformation Programme
with Trusts, the Department of Education and EdapatAuthority to improve
educational outcomes for Looked After Children imrary school years.

‘Signs of Safety’ Framework

The adoption of the ‘Signs of Safety’ model, toistssocial work practitioners with risk
assessment and safety planning in child proteatises, continued in 2017/18. This
consistent approach to practice provides the caethodology for how social workers
work with families. The benefits of this prevenvatiand person-centred framework
include: improving the safety of children and faesl enhancing life chances; and
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building resilience through better engagement Vathilies. Child intervention provides
the catalyst for change and empowerment for familie

Self Directed Support

The Self Directed Support (SDS) initiative presesmtkey change in how social care is
delivered reflecting the shifting expectations ebple today. Service users and carers are
given greater control, choice and flexibility.

The process of bedding in SDS, and establishingatipeal focus across the Trusts is
well underway, with many key tasks identified, sdlled and accomplished. Strong
linkages have been established to user outcomag tise Adult Social Care Outcomes
Framework (ASCOF) and the associated Adult Socaak@utcomes Tool (ASCOT). A
final regional data-set has now been agreed ankkction of outcomes-based data
commenced on 1 April 2018.

2.4 Primary Care
High Street Oral Surgery Pilot

A new Dental Pilot Personal Dental Service (PD®)este, to increase the provision of
high street oral surgery was established in Oct@0d7. The interim evaluation report
indicates that the pilot is on track to meet itvéty by end of the 2017/18 financial year
and that Trust referrals have been reduced by 6%.

Pharmacy and Medicines Management

Work continues with primary care providers and phublic to reduce medicine waste;
substantial efficiencies have been achieved throogtimising prescribing choice,
increasing generic prescribing and the review aofamessary medicines. In 2017/18 the
prescribing efficiency programme in primary care hesulted in the reinvestment of over
£18m into enhancing patient care in other healthsatial care services.

Although we did not meet the 2017/18 efficiencyg#dr this is in part due to the success
of the programme over the past five years and tfigemcies generated to date. Further
detail is provided within section 10B of the Gowemne Statement.

A range of service development pilots in prescgbirave contributed to more positive
patient outcomes. Practice Based Pharmacists kaven enhancing prescribing quality,
for example, through risk reduction in the misusel ahappropriate use of prescribed
medicines. Work on improved management and useeafiacimes has been recognised
through the following awards:

» The Controlled Drug Reconciliation Project was aveat runner-up in the NI Civil
Service Awards.

* The medicines waste media campaign was a Gold Winnthe Best Low Budget
Campaign in the NI Chartered Institute for Publald&ions 2017 Excellence Awards.

* The involvement of patients and service userseandigvelopment of the Pain Toolkit,
for the management of pain, achieved a silver awarthe 2017 PrescQIPP UK
Innovation Awards.
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Effective stakeholder engagement, focusing on tjuand service improvement in
prescribing and medicines management, was centrathé development of these
initiatives.

The Community Pharmacy Assurance Framework, wedbtished in 2017/18, led to
improved quality of community pharmacy service psmn. Variability in pharmacy

services has been highlighted through the Commu®tilgrmacy Assurance Framework.
Greater collaboration with pharmacy service prosdenas resulted in service
developments achieved through better informatioovigion, training and revised

processes.

A new Community Pharmacy Contract Framework waseedyr in preparation for
negotiation of a NI Pharmacy Contract. Strategycéthe role of community pharmacy
has been recognised in supporting health improve®h chronic disease management.
A number of community pharmacy service developmemte piloted in 2017/18. These
include the Alcohol MOT, emergency supply out ofirgy hidden carers and pharmacy
support for Belfast Acute Care at Home.

Learning from this year's pharmacy and medicinesiagament service development
pilots will continue to inform commissioning in &ibing and medicines management
into 2018/19.

Building Capacity in Ophthalmology Services

The development of integrated planning and delivareye-care services remained a
focus this year. Key to capacity building in Oplithalogy Services has been the

implementation of electronic referral, via the @l Communications Gateway (CCG),

from General Ophthalmic Services (GOS) directlyserondary care Ophthalmology

Services. During 2017/18, 80% of GOS contractorseehiaeen enabled to access CCG
with 81% of enabled practices actively using CCGJayuary 2018. Benefits realised

from electronic referral include improved directess between primary and secondary
care and more rapid access for patients to secpoedae Ophthalmology Services.

A pilot of GOS access to the NI Electronic Care étdc supporting effective and safe
care provision, was established in 2017/18. NI tatewc Care Record access enables
primary care optometrists to view important anceasial information about their patients
which assists in their decision making about thenagament of their patients.
Optometrists, in collaboration with their patientsan make better informed and
considered decisions about their care.

2.5 Reshaping Stroke Services

Between June and September 2017, a pre-consultatibliic engagement exercise was
delivered in line with the 2016 Ministerial comm#mt outlined in “Health and
Wellbeing 2026: Delivering Together”. This procemsgaged with a broad range of
stakeholders and the general public on developmeptoposals to modernise regional
Stroke Services. The feedback from this engagensxatrcise has informed the
establishment of a working group, committed to adding co-production and co-design
principles. Work continues to finalise options fibre delivery of modernised Stroke
Services.
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2.6 Review of Breast Assessment Services

The HSCB and PHA are committed to ensuring thatpfgeoeferred to hospital with
suspected cancer are seen and assessed as quacklyssible. Women with breast
symptoms, are normally seen within two weeks aticddeld assessment clinics in all
Trusts across Northern Ireland. Women referred fiBreast Screening are seen in
separate screening assessment clinics in four ibmsatacross Northern Ireland.
Difficulties in recruiting and retaining specialsiaff in a number of Trusts have resulted
in challenges in ensuring everyone is seen andgssdavithin the target timescales with
some people waiting longer than is acceptable.

A number of measures have helped to improve waitimgs for women referred for
breast assessment. However the need for a morairalde model of care, which can
provide an assessment within target timescaleglfqggeople with a suspicion of breast
cancer, is widely recognised. A Project Board wetaldished to consider options for the
future configuration of the service, including tpetential to consolidate services on
fewer sites. The Project Board, which included seruser representation, established a
rigorous process for assessment of these optiankjding receiving feedback from a
broad range of stakeholders. A public consultaiscexpected during 2018.

2.7 Palliative Care

Revised palliative care management arrangementsaaven place with an agreed work
plan focusing on identification, promotion of theykworker, improving the specialist
palliative care work-force and ensuring approprteaeing for all staff including those in
primary care and the independent sector. The HSEB/Rave completed a needs
assessment having considered all the significatd da&ailable on end of life. This
assessment has been shared with all the main sldkefto improve patient care.

2.8 Planning for Trauma, Air Ambulance and Northern Ireland Ambulance Service
(NIAS)

Working closely with NIAS, the HSCB has agreed avn@linical Response Model

(CRM) for emergency ambulance services which waqulte a greater emphasis on
reaching life-threatened patients sooner. Followgmgmpletion of a major capacity-

demand review of emergency ambulance responses;léar that considerable additional
capacity is required to deliver on response tinmesine with the CRM. The HSCB is

working closely the DoH and NIAS to put this in gdain the next five years.

The Helicopter Emergency Medical Service (HEMS) omnced operations in July
2017. In collaboration with the charity, Air Ambulge NI, NIAS has been commissioned
to provide a doctor-paramedic response in daylgiirs in cases where pre-hospital care
would benefit patients who have experienced magmha.
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Theme 3 - Providing value for money through the eéictive use of resources ensuring
robust financial management

The HSCB is responsible for balancing the challengé commissioning safe and
sustainable services which meet the emerging aadgihg needs of local populations
with the financial resource constraints and the afimensuring resources available are
maximised.

The Finance Directorate of the HSCB works closelthwhe Department of Health
(DoH) to deliver financial planning and financiahmagement of the overall HSC budget.

See section 10B of the Governance Statement fhrdfudetails.
3.1 Financial Planning

The HSCB worked closely with DoH and Trusts to airepa Financial Plan for 2017/18,
taking into account the significant budgetary coaists and varied and mounting
pressures across the HSC sector. This plan wagagpby the development of Trust
Delivery Plans (TDPs) which were scrutinised by H®CB and DoH. All but one was
supported by HSCB and subsequently approved byihister (see Section 10B of the
Governance Statement).

Looking forward into 2018/19, the current financiadntext significantly limits the
additional resources available for health and $am@ee developments and requires the
HSC system to deliver very challenging financialisgs targets. There continues to be a
risk that this will impact on the quality and sgfef health and social care services which
HSCB along with the sector continue to try to ndtey In addition, the political
uncertainties and the resultant impact on budgetacgertainty add more pressure to the
HSC sector.

3.2 HSC Financial Stability

The HSCB works with the DoH to ensure the oveiabiicial stability of the Health and
Social Care system within Northern Ireland inclgdithe Trusts, HSCB and the PHA.
The significant and ongoing financial constrairgguired rigorous planning, monitoring,
management and decision making with respect tobtidget by the HSCB and DoH
during 2017/18.

Throughout the year, the HSCB worked closely armhgtively with all Trusts and the
DoH in order to address the ongoing severe finarahallenges faced by the HSC
system. The financial position was formally moréwr on a monthly basis and
appropriate actions taken.

The receipt of significant in-year non recurrennding resulted in the major and
controversial savings plans proposed by Trusts behg required. By this careful
management at the end of 2017/18 the wider HSC sladweakeven position.

3.3 HSCB Breakeven Duty

During 2017/18, the HSCB received a budget of £3pital resource and £4,800m
revenue resource from the DoH, along with incomenfother sources of £55m, of which
the HSCB has a statutory duty to breakeven withh®.25% of these resources. The
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financial statements presented in this Annual Repod Accounts highlight a small
surplus of £0.3m.

This was achieved by significant effort on the pafrtthe Finance Directorate and all
budget holders in managing the wide range of pressand demands, and the delivery of
significant efficiencies in both the FHS and Managet and Administration budgets.

The following charts highlight how the HSCB’s rewenfunds have been utilised during
2017/18.

a. HSCB Net Revenue Expenditure 2017/18

HSCB Expenditure 2017/18 (Em)

£29M

@ Commissioning
BFamily Health Services

mBoard Administration

b. Commissioning Expenditure Analysis by Provider 2087

Trust Commissioning Net Expenditure 2017/18

BBelfast HSC Trust
BSouth Eastern HSC Trust
£1,279M B Southern HSC Trust
ONorthern HSC Trust

£670M BWestern HSC Trust
ONIAS
£594M £587M BRegional
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c. Family Health Services Expenditure 2017/18

FHS Expenditure 2017/18

£24M

BGeneral Medical Services
B General Dental Services
B General Pharmaceutical

Services
OGeneral Ophthalmic Services

During the 2017/18 financial year, the HSCB comgitdiuwith the difficult task of
managing to successfully deliver its many and cemplnctions with a significantly
reduced Management and Administration budget. Bgfiof these savings, set against
the backdrop of significant organisational uncettaregarding the closure of the HSCB,
has created a significant and ongoing challengetlier HSCB to ensure that core
functions continue to be delivered to the standaatlits stakeholders expect.

At the end of 2017/18, the HSCB has been successfdelivering a wide range of
efficiencies on a recurrent basis. The outlookZ018/19 is increasingly constrained —
please refer to the Quality, Quantity and Finan€iahtrols section in the Governance
Statement for further detail.

d. HSCB Management Costs 2017/18

HSCB Management Costs 2017/18

mCorporate Services

@integrated Care

@ Commissioning

OFinance

B Performance Management and
Service Improvement

O Social Services

Be-Health & External
Collaboration

24



HEALTH AND SOCIAL CARE BOARD
ANNUAL REPORT FOR THE YEAR ENDED 31 MARCH 2018

Theme 4 —Engaging with stakeholders, particularly ervice users and carers, in an
open and transparent manner

The HSCB is committed to involving patients, cararsl the public in the design and
delivery of health and social care services. Thti@e below covers the initiatives we are
undertaking to listen to, and engage with, patiestsl their families, as well as
identifying learning opportunities and improving tcomes from Serious Adverse
Incidents (SAIls) and complaints for which we haverall responsibility, along with the

PHA, for all the health and social care family.

4.1 Recognising the value of partnership with serge users, carers and staff
Regional Learnings from Serious Adverse Inciden&Als)

The HSCB continue to implement the “Procedure far Reporting and Follow up of

Serious Adverse Incidents (SAIs)”, issued in NovemB016. The procedure provides
clear, consistent governance arrangements for tiegoand learning from the most

serious incidents. Aimed at ensuring review andnieg from incidents, it improves

patient safety and reduces the risk of recurrenithirwthe reporting organisation and
across the wider HSC system. Measures are alsdace o ensure that effective
engagement with service users, family and caremnsdertaken in an open, informed and
timely manner; this continues to be monitored eyHSCB.

The HSCB and PHA are jointly responsible for idBfig and disseminating regional
learning from SAls, and during 2017/18 issued a loermof alerts in the form of
reminders of best practice and professional lettensch were issued across the HSC and
to primary care practitioners. Learning from SAhsit fell within specialist areas, was
shared with relevant networks and fora and two miwal SAIl learning reports were
issued relating to the following reporting periods:October 2016 — 31 March 2017
(Edition 12) and 1 April — 30 September 2017 (EahtlL3).

During 2017/18, a scoping exercise was undertakieichareviewed SAls involving a
delayed diagnosis of cancer over a period of siargeThe aim of the review is to
highlight common failures and to identify possilpleeventative measures which can be
shared across the service.

The third Annual Regional SAI Learning Event wasdhen 23 May 2017. This event
provided an opportunity to share and learn from sSW health and social care and
progress a regional approach to reviews and legrnin

There was a parallel workshop approach, at thetevelating to the following work
streams: Acute Services, Maternity Services, Méd&dlth and Social Care, Primary and
Community Care and on issues with a high regiomafilp such as severe sepsis,
unrecognised deterioration, anticoagulant and kmtélet management and poor
communication and teamwork.

Annual Learning Event — Complaints

The HSCB has oversight of all Health and SocialeCaomplaints, including those
regarding Family Practitioner Services, and haspaesibility for regionally
disseminating learning from complaints. The HSCBnitars and reviews the complaints
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to establish if there are patterns, trends or amfazoncern. The HSCB Annual
Complaints Report 2017/18 can be viewed online at
www.hscboard.hscni.net/publications/complaints-mations

This year’s Annual Learning from Complaints evetiite fourth of its kind, focused
through a number of speakers, on complaints reggrdatients in receipt of palliative
care, including the co-ordination of discharge mgements. In particular, how the
information received from complaints had influendbd development of the Regional
Palliative Care Programme was highlighted. Usingraexs and sentiments from real
complainants’ stories, the audience heard how tegperiences informed improvements
in practice, including the allocation of a key werko each person identified as possibly
being in the last year of life. This enables thespe to have the opportunity to discuss
and record their advance care planning decisiodd@be supported by having access to
appropriate generalist and specialist palliativee cgervices. This ensures that there is an
ongoing process of discussion between the perbosetclose to them and their health
professionals, focusing on their wishes and prefas as they approach the end of their
life.

In addition, the perspectives of relatives, andsasrand doctors who had provided
palliative care within the Belfast Trust’s intensigare unit was reflected. The importance
of relaying information to patients and their famsl in a sensitive, appropriate manner
and ensuring that the family is involved in eadystof the decision making process was
also acknowledged.

The event was attended by staff from HSC orgamisatiincluding Family Practitioner
Services, the Regulation and Quality ImprovementaArity (RQIA) and the Patient and
Client Council.

4.2 HSC Online

The HSCB in partnership with the DoH, PHA, Pati€iiient Council, patients and
service users and other key partners, have comtittudevelop HSC Online, establishing
an easily accessible, high quality, trusted heaitti care information source, accredited
by the HSC. During 2017/18, the HSCB has continieedork with NI Direct to extend
the range of information on health and care comditifor citizens. Linking the NI Direct
resources to public health campaigns enables ©#ize easily access the advice and
support they need to make the best choices far tieaith and wellbeing.

In addition, the number of GP practices involvedpmviding online services has risen
from 58 per cent in April 2016 to 75 per cent inuary 2018.

The number of online appointments in 2016 was 14Dy@sing to 165,542 in 2017. The
total number of repeat prescriptions online in #2016 was 47,701 rising to 88,985 in
January 2017.

4.3 Communications, Engagement and Digital Channels

Communications and engagement is vital in ensuitiag the HSCB staff, stakeholders
and wider public are informed about key health @odial care developments and
changes to services.
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Working with the DoH, PHA, Trusts and a wide rangk other partners, HSCB

Communications continued to provide a professi@salice across the wide range of
areas including, media engagement, stakeholdergengent, internal communications,
projects and partnerships, campaigns and digitalianeroviding co-ordination to the

wider HSC on key proactive and reactive issues.

The HSCB continued to develop its digital chanragld also best practice in this area in
creating a range of creative content (videos, atdms, infographics) to enhance
engagement with stakeholders.

This work was recognised at Chartered Institut®RfExcellence Awards in September
2017 at which the HSCB won ‘the best low budget paign’ for ‘a powerful campaign
with inspired content’. The campaign helped re-edeiqpeople in the way they access
health and pharmacy services; played a role iruémiting healthcare policy; and also
assisted with the drive to achieve significant sgsifor the healthcare budget.

The HSCB also supported a major engagement prdocesasure the fullest range of
stakeholders could have a say in reshaping strekeices in Northern Ireland (see
Section 2.5 of the Performance Analysis). This imed: running five stroke survivor

workshops, attended by around 150 people andtteiti by NI Chest Heart and Stroke;
12 public meetings; seven staff engagement evemtd; producing a wide range of
materials, including videos featuring stroke suove; an animation, infographics and
leaflets.

4.4 Support Working with Key Stakeholders on the Rinning and Co-ordination of
Service Delivery

During 2017/18 the HSCB has demonstrated its comerit to co-production which is

the collaboration of people who commission and rgarservices with people who have
lived experience of using these services. The viotilg examples illustrate the HSCB's
undertaking to meaningfully engage and involvegydt and their families, working with

key stakeholders to plan and design services.

The valuable contribution of people living with dentia, their families and carers was
recognised at a regional event ‘Moving Forward Thge Planning for the Future in

Dementia Care’ in November 2017. This event celebr#he partnership working ethos
underpinning the work of the Dementia Together nEaship (see section 2.3 of the
Performance Analysis for further details). Co-prciilbn in service planning and design,
taking forward this work in partnership with thezhAkimer's Society and with service

user support from Dementia NI, facilitated the ierpkntation of a range of initiatives

developed to raise awareness and address the stigneainding dementia. Furthermore,
the HSCB recognises that engaging with people wittementia about their experiences
is essential when determining service need andrigekhape future dementia services in
NI.

During summer 2017 the HSCB and PHA engaged withnge of key stakeholders to
hear their views on the regional Review of Breass&ssment Services (see Section 2.6
of the Performance Analysis). The purpose of thésgonsultation engagement exercise
was to shape the consultation proposals for semgcenfiguration and to inform the
development of the criteria to be used in the assent of the various options. Patient
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focus groups were held in each Trust area andiliréthgagement took place with key
voluntary organisations. Wider public engagemenktplace through public meetings
organised by the five Local Commissioning Groups.

In March 2018 the HSCB, in partnership with the RHsunched ‘Working Together: A
Pathway for Children and Young People through CAMESd a Welcome Guide for
children and young people coming in to Child andkdcent Mental Health Services
(CAMHS) in Northern Ireland. The HSCB facilitateall@borative working, through
engaging young people who have personal experieficesing CAMHS and their
families, working alongside health and social carefessionals in the production and
design of these CAMHS resources. By supportingrifielvement of young people from
the outset, in all decisions about their care aedttnent, CAMHS users are enabled to
make informed choices, from referral through to mgwon and recovery. In line with
service reform and modernisation principles, théhyway provides a person-centred,
evidence based framework, supporting better integrevorking and seamless care based
on individual need. It demonstrates the HSCB’s camment to ensuring CAMHS
services in Northern Ireland provide children aodryg people with the best opportunity
for recovery.
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Theme 5 — Developing and maintaining internal systas and maximising the
potential of our staff

5.1 Valuing Staff: Ensuring Effective Transitional Arrangements during the Change
Process

The HSCB is firmly committed to ensuring that robsyggstems and processes are in place
to maximise the potential of its staff by ensurthgt they are skilled, motivated and
valued.

Regarding the future closure of the HSCB, the CHécutive, the Chair and Senior
Management Team continue to engage with staff aiadlel Unions to ensure they are
fully informed and involved in the change proceBsiring 2018/19 there will be
continued input from Human Resources (HR) providad the Business Services
Organisation (BSO) to ensure staff are supportemutih this time of change and that any
impact is minimised.

In 2017/18 HR colleagues at BSO led on a numbewark areas including pay and
conditions, employee relations (both improvement wbrking relationships and
resolution of individual cases) and retained reorant (i.e. quality assurance role in
respect of posts advertised and job evaluatiortss hvolved working with managers,
staff and Trade Union organisations. A number of m&d amended policies have been
rolled out within HSCB with associated plannedrinag).

5.2 Preparing for Change: Organisational and Workface Design

The Recruitment Scrutiny Group involving senior mg@ment and HR continues to meet
regularly to manage the recruitment process takitmaccount the need for organisation
reshaping, Voluntary Exit Scheme and the provisadnbusiness continuity, whilst
awaiting the development and implementation ofreitmodels of care.

The HSCB has also embarked on developing a Coac@inigure throughout the
organisation to ensure managers are properly egdipygth the skills, knowledge and
ethical understanding they need to provide effecsivpport for the development of others
and improved performance

As an Equal Opportunities employer, training andveligoment opportunities are
available and offered to all staff throughout tremly HR staff support and work with
HSCB colleagues to improve the health and wellbeshgstaff through a number of
initiatives. This is delivered via the Organisatiddorkforce Development Group,
Attendance Management Policy, Occupational HealdviBe and external support
organisations as and when required. BSO HR alsistas® the provision of short
information sessions to address targeted healthesssdentified through attendance
monitoring

During 2017/18 HSCB staff have had the opportutotyarticipate for a second year in
the Global Corporate Challenge to improve theirltheavellbeing and performance by
walking 10,000 steps daily. HSCB staff also haveeas to workplace wellbeing services
such as mental health support, counselling andr dife¥apeutic interventions through
partnership working with Inspire. Following workgiinvolving staff, the HSCB are
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also working with Inspire to finalise the developmheof a number of initiatives and
programmes for managers and staff to provide supglwing the period of change.

Equality, Human Rights and Diversity

During 2017/18, the HSCB placed particular emphasiseinvigorating engagement of
staff, across all parts of the organisation, onasityjuand disability responsibilities. To
this end, all staff have been required to atter@-fa-face training. This training raises
awareness of the needs and experiences of equaiigt groups and to provide a
summary of equality legislation, its key conceptd eequirements.

The HSCB continued to facilitate and support Tayeshe Disability Staff Network for
the 11 regional Health and Social Care organisatidMork progressed to develop a
stand-alone website for the network and to develepommendations for a new
streamlined process for making reasonable adjustmdmgether with regional HSC
partners, the HSCB also engaged with Carers Neaonl more about good practice in
supporting staff who provide care for family mensher

The BSO Equality Unit, on behalf of HSCB and intparship with Trusts, finalised the
new Gender Identity Employment Policy following iew of the outcome of its
consultation. The policy was approved by the HSGEi& Management Team in
October 2017.

5.3 Emergency Preparedness

In light of the increasing number of terror relatdthcks in Europe including in the UK,
the HSCB and PHA have been working collaborativeiyn Trusts, other Arm’s Length
Bodies and multi-agency partners on the developroéra regional health operational
plan for a mass casualty incident. Significant pesg has been made on identifying
casualty capability across the five Trusts, andgnhancing their major incident plans to
deal with incidents of this nature. These arrangemwere tested at a regional desktop
exercise during December 2017. It is anticipated the learning from this event will be
incorporated into a final NI Regional Mass Casu#lign early next year. This plan will
be subject to continued review, testing and revigwi

5.4 Departmental/Private Office and Freedom of Infomation Requests

During 2017/18, 88 FOI Requests were received Witho being answered within 20
working days. Five Subject Access Requests wereived, with 80% answered within
40 calendar days. No serious personal data relatatents occurred in 2017/18.
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Sustainability

The HSCB is committed to sustainability, environteénsocial and community issues
and to support this, a number of key policies amdqeols are in place. The principles are
also embedded within the business principles.

The HSCB has continued to implement a number ofggnsaving initiatives which
support the policies on environmental and wasteagament. During 2017/18, existing
light fittings in two HSCB offices were replacedtiwiLight Emitting Diodes (LED) to
reduce energy consumption and costs which, in twili, deliver Carbon Emission
savings and provide better lighting conditions.

The roll out of a new Multi-Functional device fleeiok place during the year and
continues to produce significant savings of up @%3on printing costs through a
reduction in paper requirements, more efficient aisiewer machines and a reduction in
energy consumption as printers automatically switcstandby mode.

The HSCB continued to encourage staff initiativasan effort to reduce its carbon
footprint. The use of tele-conferencing and videoferencing facilities in each of the
four HSCB offices has reduced the need to travebfisiness purposes.

The Sustrans workplace initiative “Leading the Waigh Active Travel” encourages
more sustainable travel by staff within Belfast anfdirther 6 staff availed of the Cycle to
Work Scheme, which also promoted a healthier festThe Business Rail Translink
Scheme encourages staff to make use of publicpgosih$o help reduce environmental
pollution.

Mandatory sustainability and environmental requigats are also included in tender
processes for all prospective contractors and densdl in the award of contracts.

/
l/ﬂ V? 7 I\f)ﬁ(ﬁ

Mrs Valerie Watts
Chief Executive

Date: 14 June 2018
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ACCOUNTABILITY REPORT — GOVERNANCE REPORT
Directors’ Report

The Board of the Health and Social Care Board (HSEBnade up of a Non-Executive
Chair, seven Non-Executive Directors and five ExeuDirectors, including the Chief
Executive.

The Chief Executive is directly accountable to @feir and Non-Executive Directors for
ensuring that Board decisions are implemented,th@abrganisation works effectively in
accordance with government policy and public servialues, and for the maintenance of
proper financial stewardship.

Executive Directors are senior members of the HSOBII time staff who have been
appointed to lead each of the major professiondlcamporate functions.

The Non-Executive Chair is responsible for leadihg Board and for ensuring that it
successfully discharges its overall responsibildy the organisation as a whole. The
Chair is accountable to the Minister/Departmeriteélth.

Non-Executive Directors are appointed by the HeMihister in accordance with the
Code of Practice issued by the Commissioner forli@uppointments for Northern
Ireland. The Non-Executive Directors are independmmd reflect wider outside and
community interests in the decision making of theall. There is currently a Non-
Executive Director vacancy following the resignatiof a Non-Executive Director in
September 2017.

This year saw some changes to the membership &dhed. During 1 April 2017 and 31
March 2018 the Board membership comprised thevatig Directors:

' Py

Dr lan Clements Mr Robert Gilmore Mr Stephen Leach Dr Melissa MdGugh
Chairman

Non-Executive Directors

Mr Brendan McKeever Mr John Mone Dr Robert Thompgson Mrs Stephanie Lowry

! Dr Thompson resigned as Non-Executive DirectoB@rSeptember 2017
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Executive Directors

Mrs Valerie Watt Mr Michael Bloomfielc Mr Dean Sullivarf

Mrs Fionnuale
Chief Executive Director of Performance andDirector of Commissioning McAndrew'
Corporate Services/Deputy Director of Social
Chief Executive Care and Children

it > d A
Mr Paul Cummings Dr Miriam McCarthy Mr Cecil Worthington
Director of Finance Director of Commissionimy ~ Acting Director of Social
Care and Children

A number of officers from the HSCB’s Senior Managsin Team also attend its
meetings; these individuals are as follows:

Dr Sloan Harper, Director of Integrated Care, Healtd Social Care Board;

Mr Sean Donaghy, Director of eHealth and Externallaboration, Health and Social
Care Board;

Dr Carolyn Harper, Executive Medical Director/Ditec of Public Health, Public

Health Agency; and

Mrs Mary Hinds, Director of Nursing and Allied H&alProfessionals, Public Health
Agency

Ms Louise McMahon, Director.

In addition, meetings of the Board are also attdrigye the Chairpersons of each of the
Board's five Local Commissioning Groups, and byresentatives of the Patient and
Client Council.

2 Mr Bloomfield left his post as Director of Perfoante & Corporate Services/Deputy Chief Executive on

31 March 2018

% Mr Sullivan left his post as Director of Commissiing in July 2017
4 Mrs McAndrew was absent from September 2017
® Dr McCarthy took up post as Director of Commissignon 11 December 2017
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Board of Directors
Dr lan Clements, Chairman

Dr Clements has been Chair of the Health and S&@aa¢ Board since its formation in
2009. Dr Clements lives in Newtownards, where he iactised as a GP for 27 years.
Throughout his GP career, Dr Clements has contiynsalight to improve health and care
services for patients through his involvement ie tommissioning process. He also
contributed his expertise as a doctor over manysyegaa wide array of leading health
and care organisations.

Mrs Valerie Watts, Chief Executive

Mrs Watts took up post as Chief Executive of thellleand Social Care Board in July
2014. Mrs Watts has over 30 years' public sectpeg&nce, beginning her career at the
Royal Victoria Hospital where she oversaw competitiendering for ancillary support
services. Most recently, Mrs Watts was Chief Exiweudvf Aberdeen City Council (2011-
2014) and formerly Town Clerk and Chief ExecutifeDerry City Council (2009-2011)
where she was instrumental in securing the UK @it¢ulture for 2013 and developing a
strategic economic master plan for the North W8Btce October 2016, Mrs Watts also
holds the post of Interim Chief Executive of theoRuHealth Agency.

Mr Robert Gilmore OBE, FCIS, FCMI, Non-Executive Director

Mr Gilmore lives in Co. Down and is a Public Secdalvisor and former Local Authority
Chief Executive. He has been a Non-Executive Dareof the Health and Social Care
Board since April 2009 and was previously a lay rbemof the Southern Local
Commissioning Group (Health and Social Serviceg)idHan Independent Member of the
Audit and Risk Assurance Committee in the Departnfen Infrastructure. He was
formerly a Director in a Local Enterprise AgencyGavernor in a Further and Higher
Education Institute and a Commissioner in the L&avernment Staff Commission.

Mr Stephen Leach CB, Non-Executive Director

Mr Leach lives in North Down and has been a Nondtkge Director of the Health and
Social Care Board since 2009. He is a former seriior servant and was Chair of the
Northern Ireland Criminal Justice Board from 2000 2009. He was a Parole
Commissioner for Northern Ireland from 2009 to 2@tfl is currently a Commissioner
with the Criminal Cases Review Commission.

Mrs Stephanie Lowry, Non-Executive Director

Mrs Lowry has 30 years’ experience working in botle private and public sector
throughout her career. She has held several paplointments in a variety of areas,
including Independent Board Member with the Deparitrof Culture, Arts and Leisure,
Deputy Chair of the Health and Safety Executive wad a member of the former Office
of the First Minister and Deputy First Minister (MBFM) Audit Committee and an

Independent Assessor for Public Appointments.
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Dr McCullough PhD, MSc Clinical/Bioethics, LLB, Non-Executive Director

Dr McCullough lives in Belfast and is a Visiting ¢terer at the Royal College of
Surgeons in Ireland. In June 2016, Melissa was iapgb to the National Institute for
Health and Care Excellence (NICE, London) Guide@mnmittee for Lyme Disease and
has recently been appointed as a Panel AssessoClaaid for Undergraduate Medical
Education with the Irish Medical Council. Melissas worked as an academic in ethics,
law and professionalism in medical schools in th€ anhd Ireland since 2005, and her
interests are primarily in clinical ethics, humaghts & healthcare, equality and justice in
priority setting in health care and policy, and lpubealth ethics. She also has an interest
in public engagement including performing arts atidcs and works with local voluntary
bodies in Belfast and the USA.

Mr Brendan McKeever MSc, PGCE, Non-Executive Direcor

Mr McKeever is a User Consultant at Queen’s Unitgrsnd the Ulster University and
has undertaken work to support projects to imprineecare of people with disabilities.
He has written widely on these matters and con$irnaeassist organisations that provide
and develop services for users and carers.

Mr John Mone MSc, BA, Non-Executive Director

Mr Mone lives in Co Armagh. He is a Non-Executivadator of the HSCB since 2009.
He spent his career in the health service andf@raer Director of Nursing. He is a
primary school governor and a member of the NI ReteEthics Committee.

Dr Robert Thompson MB, BCh, FRCGP, Non-Executive Diector (until 30
September 2017)

Dr Thompson lives near Craigavon and has been aBxecutive Director of the Health
and Social Care Board since 2009. After qualifyingnedicine at Queen’s University
Belfast, he worked for some 20 years as a GP igdmrCo Armagh. He later served the
former Southern Health and Social Services Boa senior capacity where he assisted
with the development of many services provided #@digmts by GPs. Mr Thompson
resigned from his position as Non-Executive Directo 30 September 2017.

Mr Paul Cummings, Director of Finance

Paul Cummings is Director of Finance, HSCB, haviaken up the position when the
Board was established in 2009. He has previousiy laeDirector of Finance in the South
Eastern, Mater and Ulster Community and HospitatsistB with over 25 years’
experience in health and social care and was ttienaéchair of the Healthcare Financial
Management Association in 2002/03, continuing t@abective member.

Mrs Fionnuala McAndrew OBE, Director of Social Careand Children

Mrs McAndrew was appointed to her post when theltHeand Social Care Board was
established in April 2009, and previously trained practised as a social worker. She led
the management and development of many aspectiad sare in Northern Ireland. She
is a Board Member of the charity Children in Northdreland (CiNI) and Northern
Ireland Trustee for the Social Care Institute fac&lence (SCIE).
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Mr Cecil Worthington, Acting Director of Social Care and Children (interim
arrangement)

Mr Worthington qualified as a Social Worker fromstédr University, Jordanstown, in
1978 with a BA (Hons) in Social Work. Cecil has wed during his career with the full
range of client groups; older people, family anddchare, mental health and disability
services. He was Director of Social Services/Exeeudirector of Social Work in Ulster
Community Hospital Trust from 2001 to 2007 covertigld care, disability and older
peoples’ services. He was Director of Children'svises/Executive Director of Social
Work in the Northern Trust, from May 2009 to Augud®l2. Mr Worthington’s
operational responsibilities included family andilddhcare services, child health,
paediatric services, child and adolescent mentalttheservices and children with a
disability. Cecil commenced work in the Belfast 3rin September 2012 as Director of
Children’s Community Services/Executive Director ®bcial Work. He is formerly a
Trustee with the National Children’s Bureau. Heireet from the Belfast Trust in
September 2017 and took up the position of Actingedor of Social Care and
Children’s Services in December 2017 on a part-thass.

Mr Dean Sullivan, Director of Commissioning (until 31 July 2017)

Mr Sullivan trained as an accountant with the NaioAudit Office in London. He later
worked as a management consultant with PwC and Bd#s@ting Group. In 2003 he
joined the former Department of Health, Social 8=w and Public Safety, initially as
Director of Secondary Care and then Director ofd?arance and Planning. He joined the
Health and Social Care Board in 2010.

Dr Miriam McCarthy, Director of Commissioning (from 11 December 2017)

Miriam McCarthy is the Director of Commissioningthe Health and Social Care Board,
having taken up post in December 2017. Miriam imedical doctor trained in both
general practice and public health. While she lmntsmost of her career working in
Northern Ireland, she has also worked and studiednfiny years in the USA. Miriam
has extensive experience in policy and strategyeldement. As a senior civil servant
during the period 1998-2011 she led many high [@adervice reviews which have
shaped the direction of acute and specialist halspérvices in Northern Ireland. She
subsequently took up a position as consultant bliphealth, based at the Public Health
Agency where she worked in partnership with comioigs's in shaping and developing
hospital services across NI, with particular foaus specialist services, cancer and
medicines management. Miriam has also been clasetylved with the work of the
National Institute for Health and Care ExcellenddGQE) and was a member of a
Technology Appraisal Committee between 2013 and720d her role as Director of
Commissioning Miriam provides leadership to imprgagient care, ensure sustainable
services and transform the delivery of care.
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Mr Michael Bloomfield, Director of Performance and Corporate Services/Deputy
Chief Executive (until 31 March 2018)

Mr Bloomfield joined the Health and Social Care Bbahen it was established in April

2009 as Assistant Director of Performance Managgnieltowing over 20 years in the

Northern Ireland Civil Service. From 1998 to 2008 tmeld a number of posts in the
Department of Health, Social Services and PublietBalatterly as Head of Performance
Management in the Service Delivery Unit. Mr Blooeifi was appointed Head of
Corporate Services at the Board in March 2011. éwednhber 2012 he also took on the
role of Acting Director of Performance Managementd aService Improvement. In

November 2016, he was appointed HSCB Deputy Chiettive.
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Related Parties Transactions

The HSCB is an arm’s length body of the DoH andush the Department is a related
party with which the HSCB has had various matetiahsactions during the year. In
addition, the HSCB has material transactions wiSCHTrusts.

Mrs Fionnuala McAndrew (Director of Social Care a@dildren) is a member of the
Board of Directors of the registered charity Cheldrin Northern Ireland (CiNI), which
may be likely to do business with the HSCB in fetur

Mr Danny Power (Interim Chair of Belfast Local Comssioning Group) is a member of
the Board of Directors of Clan Mor Surestart and West Belfast Partnership Board,
which may be likely to do business with the HSCButure.

During the year, none of the board members, memtifetise key management staff or
other related parties has undertaken any mateaiaactions with the HSCB.

Register of Directors’ Interests

Details of company directorships or other significanterests held by Directors, where
those Directors are likely to do business, or arssjbly seeking to do business with the
HSCB where this may conflict with their manageredponsibilities, are held on a central
register.

A copy is available on the HSCB websitenatw.hscboard.hscni.net

Audit Services

The Health and Social Care Board’s statutory awdis performed by ASM Chartered
Accountants on behalf of the Northern Ireland Auditice and the notional charge for
the year ended 31 March 2018 was £52,000.

Audit Disclosure

All Directors can confirm that they are not awafeaay relevant audit information of
which the external auditors are unaware. The ActiogrOfficer has taken all necessary
steps to ensure that all relevant audit informatidrich she is aware of has been passed
to the external auditors.
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STATEMENT OF ACCOUNTING OFFICER RESPONSIBILITIES

Under the Health and Social Care (Reform) Act (Nem Ireland) 2009, the DoH has
directed the HSCB to prepare for each financial yeatatement of accounts in the form
and on the basis set out in the HSC Manual of AotuThe financial statements are
prepared on an accruals basis and must providesaatrd fair view of the state of affairs
of the HSCB, of its income and expenditure, changeaxpayers’ equity and cash flows
for the financial year.

In preparing the financial statements the Accountfficer is required to comply with
the requirements of Government Financial Reporianual (FReM) and in particular
to:

* Observe the HSC Manual of Accounts issued by Dattuding relevant accounting
and disclosure requirements, and apply suitablewtng policies on a consistent
basis.

* Make judgements and estimates on a reasonable basis

« State whether applicable accounting standards &asowe in FReM have been
followed, and disclose and explain any materialdepes in the financial statements.

» Prepare the financial statements on the going corea&sis, unless it is inappropriate
to presume that the HSCB will continue in operation

» Keep proper accounting records which disclose vatsonable accuracy at any time
the financial position of the HSCB.

* Pursue and demonstrate value for money in thecanthe HSCB provides and in its
use of public assets and the resources it controls.

The Permanent Secretary of the DoH, as Principalofwsting Officer for Health and
Social Care Resources in Northern Ireland, hasgdated Mrs Valerie Watts as the
Accounting Officer for the HSCB. The responsibdéti of an Accounting Officer,
including responsibility for the propriety and rdayity of the public finances for which
the Accounting Officer is answerable, for keepimgger records and for safeguarding the
HSCB's assets, are set out in the Accountable @ffitemorandum, issued by DoH.

*It should be noted that the then Minister for Heahnnounced in November 2015,
confirmed by the subsequent Minister, the intentiorclose the HSCB and realign its
activities across the wider HSC system. Howeverfanmal timeframe for closure has
been advised and HSCB is expected to continue rstittdged for the 2018/19 financial
year. The financial statements, therefore, have pegpared on a going concern basis.
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Governance Statement

1. Introduction/Scope of Responsibility

The Board of the HSCB is accountable for interr@itml. As Accounting Officer and
Chief Executive of the HSCB, | have responsibifity maintaining a sound system of
internal governance that supports the achievenfahemrganisation’s policies, aims and
objectives, whilst safeguarding the public fundd assets for which | am responsible in
accordance with the responsibilities assigned tdoynne Department of Health (DoH).

Processes in place by which the HSCB works withtpar organisations

* Public Health Agency (PHA)

Under Section 8 of the Health and Social Care (Ref@\ct (Northern Ireland) 2009, the
HSCB is required to produce an annual Commissiomitan in accordance with the
Commissioning Direction as issued by the DoH, andull consultation and agreement
with the PHA. In practice the employees of the BS&nd the PHA work in fully
integrated/multi-disciplinary teams to support gtemmissioning process at both local
and regional levels.

* Business Services Organisation (BSO)

The BSO provides a broad range of support functionthe HSCB under a service level
agreement between the two organisations. Functiarigde: financial services; human
resource management; training; equality and humghtst information technology;
procurement of goods and services; legal servine=nal audit and fraud prevention.

» Health and Social Care Trusts

Trusts provide services in response to the Comaornisyy Plan and must meet the
standards and targets set by the Health Minidteorder that these obligations are met,
service and budget agreements (SBAs) between Tamststhe HSCB are established
setting out the range, quantity and quality of m®wto be provided, linking volumes and
outcomes to cost.

Working in close collaboration with the PHA, the € has in place a robust
performance management framework. The framewodviges the mechanism for
managing and monitoring the achievement by Trulstgyceed objectives and targets and
also provides a process whereby the HSCB and PHAwmk closely in supporting
Trusts to improve performance and achieve desinécbmes.

Inter-relationship with DoH and HSCB

The HSCB and DoH engage in a collaborative relatign to ensure that progress
towards the achievement of all objectives is falynmunicated.

The HSCB provides the DoH with prescriptive montlilyancial monitoring returns
highlighting financial performance and reportinggress towards the achievement of the
statutory duty to break-even.
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In addition, the HSCB provides the DoH with qudstdor as required) assessments of
the progress being made in the delivery of DoHtegjia objectives and relevant targets in
the current Programme for Government, Public Servigreements (PSAs) and
Commissioning Directions, demonstrating how resesii@re being used to achieve these
objectives.

Senior HSCB officers attend bi-annual accountabiitviews, with senior DoH officials,
to discuss the HSCB's operational and financialoperance; policy developments and
corporate control issues.

2. Compliance with Corporate Governance Best Practice

The Board of the HSCB applies the principles ofdypoactice in Corporate Governance
and continues to further strengthen its governammngements. The Board of the HSCB
does this by undertaking continuous assessmenttsoicampliance with Corporate
Governance best practice by having in place tHeviahg:

Standing Orders

The Standing Orders, reserved and delegated p@amerStanding Financial Instructions
provide a comprehensive business framework foH8EB and enable the organisation
to discharge its functions. They reflect the foliogz Framework Document (September
2011); Management Statement/Financial MemoranduatteGf Conduct and Code of
Accountability for Board Members of HSC bodies (2017 Nolan Principles; Public
Service Values and; Code of Openness.

The HSCB Standing Orders and Standing Financiakuosons are reviewed on an
annual basis, considered by the HSCB Audit Commigted approved at the subsequent
public Board Meeting. Section 6 of the Standing édsdrelates to the Conduct of Board
Business and includes, amongst others, potentidlicts of interest. This section also
applies to the conduct of public meetings of thedl@ommissioning Groups (LCGS).

During the period there were no conflicts of ins#sedeclared at Board meetings. There
were abstentions or dissentions from voting on eber of occasions and these are
recorded in the public Board minutes.

Register of Interests

The HSCB has in place Registers of Interests fer ftllowing groups — Directors,
Committee members, staff and non-HSCB officers Ivea in Board Committees. The
Registers are reviewed annually and are availablehe HSCB’s website (with the
exception of staff and the non-HSCB officers inaahin Board Committees).

Gifts and Hospitality Policy

The HSCB Gifts and Hospitality Policy was publishiedApril 2012 and is compliant

with the following circulars issued by DoH - HSS @9/2009, HSS (F) 35/2009 and FD
(DFP) 19/09. A nominated Officer in each HSCB Diogate maintains a log with a
periodic report reviewed by the Governance Commiitte
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Performance Appraisal System

The DoH carried out its annual appraisal with tHeQB Chair who, in turn, carried out
an annual assessment of each Non-Executive Director

Interim LCG Chairs continued to meet with the HSCBair on a regular basis during the
period under review.

Training

“Essential Skills” refresher training was last uridken in 2013 and was valid for three
years. Further training was provided during thegaeunder review, and consideration is
being given to organising further training.

Self-Assessment

* The Audit Committee completed the National Auditfic¥ self-assessment
checklist and assurance is provided within the Mahr Assurance Statement.

« A Board Governance Self-Assessment Tool covering pleriod 2017/18 is
currently being progressed and will be approvedhgy Board at its meeting in
June 2018. ALBs are required to provide assuramceugh their mid-year
assurance statement that: the tool is being coegleictions are being addressed
and any exception issues will be raised with thpdbenent.

* The intention of the Board Governance Self-Assessmealuation is to improve

the effectiveness of the Board and provide Boarthbers with the assurance that
business is conducted in accordance with bestipeact
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3. Governance Framework

The Board exercises strategic control over the aifmer of the organisation through a
system of corporate governance which includes:

» A schedule of matters reserved for Board decisisosie of which may have been
delegated to Committees.

» A scheme of delegation, which devolved decision in@kauthority within set
parameters to the Chief Executive and other officer

» Standing Orders and Standing Financial Instructiovisich set out the HSCB's
governance regulations (referred to above);

* The operation of a Governance Committee and antAlminmittee (comprised of
Non-Executive Directors) to assure adherence tsetlegulations (as above).

» The adoption of a Governance Framework which ctgsisa suite of documents
that provides the Board with the necessary assesatitat the organisation is
discharging its functions in a way which ensureat thisks are managed as
effectively and efficiently as possible to accepgatiandards of quality.

The Governance Framework aims to protect the osgéion against loss, the threat of
loss and the consequence of loss, whilst at thee game having a framework in place
that highlights the roles, responsibilities, repartand monitoring mechanisms that are
necessary to ensure commissioning and deliverygbf dquality health and social care.

The current Governance Framework was revised ammoepd by the Governance
Committee at its meeting in January 2015 and iscjpally concerned with ensuring the
HSCB has the basic building blocks in place for dyjogovernance through the
development and implementation of a sound systemtefnal control, which will assist
the Board of the HSCB, through the Chief Executteesign the annual Governance and
Mid-Year Assurance Statements.

The following describe in more detail the role loé tBoard of the HSCB, its Committee
structure and attendance during the reporting gerio

The Board

The Board of Directors is comprised of a Non-ExaeuChair, seven Non-Executive
Directors, the Chief Executive and four Executivieebtors — the Director of Finance,
Director of Commissioning, Director of Social Cased Children and Director of
Performance and Corporate Services/Deputy Chiettlgkee. From 1 October 2017
there has been one Non-Executive Director vacahlegre has been no governance risk
associated with this vacancy and this will contitube assessed.

A number of Directors from the HSCB’s Senior Managat Team also attend Board
meetings including the Director of Integrated Cdhe, Director of eHealth and External
Collaboration, the Director, responsible for ComityRlanning, the Executive Medical
Director/Director of Public Health (PHA), and thér&ctor of Nursing and Allied Health

Professionals (PHA).
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In addition, meetings of the Board are also attdniole the Chairperson of each of the
HSCB'’s five Local Commissioning Groups and by reprdatives of the Patient Client
Council.

During the period 1 April 2017 — 31 March 2018, Beard met on ten occasions and was
quorate on each occasion. There was one speciall Bogeting held during this period.

Name Title Meetings | Meetings
attended | contracted
to attend
Dr lan Clements Chair 10 10
Mr Robert Gilmore Non Executive Director 10 10
Mr Stephen Leach Non Executive Director 10 10
Mrs Stephanie Lowi Non Executive Directc 1C 10
Mr John Mon Non Executive Directc 9 10
Mr Brendan McKeever Non Executive Director 9 10
Dr Melissa McCullough Non Executive Director 9 10
Non Executive Director (until
Dr Robert Thompson 30/09/17) 3 4
Mrs Valerie Watts Chief Executive 10 10
Director of Performance «
Mr Michael Bloomfield Corporate Services / Deputy Chief 10 10
Executive(until 31/03/18)
Mr Paul Cummings Director of Finance 10 10
. Director of Commissionir
Mr Dean Sullivan (until 31/07/17) 2 2
. Director of Commissionir
Dr Miriam McCarthy (from 11/12/17) 2 3
Mrs Fionnuala McAndre' | Directorof Social Care & Childre 2 10
) . Acting Director of Social Care &
Mr Cecil Worthington | ~iqren (from 11/12/17) 2 3

Role of the Audit Committee

The role of the Audit Committee is to support theaBl and Accountable Officer in
respect of their responsibilities for issues okrisontrol and governance and associated
assurance through a process of constructive clgallefhe Audit Committee comprises
of four Non-Executive Directors. The Director ofnBnce has a standing invitation to
attend, with the exception of the annual meetinip wWie External and Internal Auditors,
and the Committee is also attended by other reteFarance and Internal Audit staff.
The External Auditor is invited to attend all megs of the Committee.

The Terms of Reference of the Audit Committee areaccordance with the Good
Practice Principles contained within the Audit &idk Assurance Committee Handbook
(NI) and are kept under review in light of any egieg or changing accountability
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arrangements for the HSCB. The Code of ConductGode of Accountability for Board
Members of HSC Bodies (July 2011) clarifies the position and role of the Audit
Committee is reflected in the HSCB Standing Orders.

Since 2011/12 the Board has had separate GoverramteAudit Committees. This

ensures that equal weight is afforded to all ofgheernance domains including financial,
organisational and clinical and social care, thgrablowing the Board to ensure a
balanced and proportionate consideration of therarige of its corporate governance
responsibilities, particularly those concerningesafand quality.

During the 2017/18 financial year six meetingstef Audit Committee were held (96%
attendance), along with a joint meeting with thev€oance Committee to consider the
mid-year Assurance Statement.

The Audit Committee assessed itself against thedivod practice principles published in
the Audit and Risk Assurance Committee Handbool @it can demonstrate adherence
to these principles covering:

* Membership, independence, objectivity and undedsian
o Skills

* The role of the Audit Committee

* Scope of work

« Communication and reporting

Role of the Governance Committee

The Governance Committee supports the Board iasgkcts of corporate and clinical
and social care governance by:

» Seeking assurances and advising the Board on tpe snd effectiveness of the
system of internal control.

* Ensuring an assurance framework is in place forotfganisation relating to the
corporate and clinical and social care governaacd,that it is both effective and
robust.

» Seeking assurances and advising the Board onrditegit processes in place for
the management of risk and corporate governancelirezgents for the
organisation.

* Reviewing the content of the annual Governance amd-year assurance
statements.

* Approving the Governance Framework, Governance tedjya and other
governance related policies and procedures. Thmwdade reviewing Board
officers’ responses and actions in relation tooegl procedures in respect of the
management and follow up of serious adverse intsdand complaints where the
HSCB has a regional responsibility.

» Seeking assurances and advising the Board on pitetocrespect of the HSCB'’s
social care statutory responsibilities.

In the 2017/18 year, the Governance Committee mefoor occasions with 100%
attendance at three meetings and 75% attendanoe aneeting.
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In addition to the overarching Governance and A@ditnmittees, the other Committees
of the Board are:

» Disciplinary Committee

* Assessment Panel

* Local Commissioning Groups

« Pharmacy Practices Committee

+ Reference Committee

« Remuneration and Terms of Service Committee

Each Committee, with the exception of the DiscigtinCommittee, is chaired by a Non-
Executive Director and the Terms of Reference amgt kinder review throughout the
year. The Chair of the Disciplinary Committee rsiadependent professional with the
required relevant expertise.

4. Business Planning and Risk Management

Business planning and risk management is at the béajovernance arrangements to
ensure that statutory obligations and ministeri@brgiies are properly reflected in the
management of business at all levels within thamigation.

Business Planning

The HSCB has a range of statutory duties and shsall corporate body, exercise the
functions assigned to it by the DoH, including #aset out in Article 8 (1-7) of the
Health and Social Care Reform Act (NI) 2009 and ather statutory provision deemed
by the DoH to be the functions of the HSCB, inchglihe Government Resources and
Accounts Act (NI) 2001.

Commissioning Plan

In line with the above statute, the HSCB is reqlite prepare and publish an annual
Commissioning Plan setting out the health and $@aee services to be commissioned
and the associated costs of delivery. The preparati the Commissioning Plan is done
in partnership with the PHA and is implemented tigto a series of integrated service
teams. It takes full account of the financial pagtans set by the DoH and is consistent
with the direction and priorities, as set out ire tB@ommissioning Plan Direction. It
incorporates the system transformation agenda, nsure that the HSCB, as the
commissioner of health and social care servicegble to make the best use of the
resources available to support the continued retomthmodernisation of HSC services.

Corporate Plan

Many of the HSCB's objectives and responsibiliiesthe year 2017/18 are reflected in
the Commissioning Plan. The Corporate Plan doesseek to duplicate the detailed
objectives and activities set out in the CommigsigrPlan, but rather to outline the key
objectives for the organisation in addition to ta@ssociated with the Commissioning
Plan, and those that will support its delivery.
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As such, the Corporate Plan includes objectives phienarily relate to how the HSCB
will seek to commission the delivery of high qualitealth and social care services for the
population of Northern Ireland, and how it conduitts business and ensures that its
organisational arrangements are fit for purpos&emaogether with the Commissioning
Plan and policies for the effective and efficieramagement of resources, the Corporate
Plan provides an overarching planning frameworkfierwork of the HSCB.

The key objectives for the focal year 2017/18 hia@en subject to bi-annual review. The
first of these reviews was carried out as at 30e3eper 2017 and was approved by the
Governance Committee at its meeting on 1 Febru@®82The year-end review was
carried out as at 31 March 2018 and will be appildwe SMT prior to being approved by
the Governance Committee at its meeting in Jun&.201

Planning for 2018/19 Corporate Plan

The 2018/19 plan was approved by the Governancen@ibee at is meeting on 29 March
2018 prior to being noted by the Board in April 80dnd subsequently approved by the
Department of Health.

Business Continuity Plan

The Board Corporate Business Continuity Managen®stem (Policy and Plan) is

aligned to the requirements of the Internationah8ards Organisation (ISO) 22301. The
Plan identifies the HSCB functions deemed as taltj which must continue to be

delivered during an interruption to normal busindsach Directorate undertook a risk
analysis and developed strategies and tacticstéil tew the critical functions would be

delivered during an interruption. The Plan is afalié on the HSCB intranet site, along
with guidance for staff.

Risk Management

The HSCB recognise that risk management is a kewpooent of the Governance
Framework and it is therefore essential that systand processes are in place to identify
and manage all risks as far as reasonably pos3ihkrefore, the HSCB has in place a
process for the management of Board-wide risksaasgb its Governance Framework.

The purpose of risk management is not to removeisk| but to ensure that risks are
recognised and their potential to cause loss futigerstood. Based on this information,
action can be taken to direct appropriate levelgesburce at controlling the risk or
minimising the effect of potential loss. The HSC@shecognised the need to adopt such
an approach and has put in place an independestiyed risk management system that
conforms to the principles contained in the AusirdNew Zealand AS/NZS 4360:2004
standard (adopted by DoH) which ensures theresystmatic and unified process for the
management of risks across all areas of the Boaadts/iity. The process for the
management of Board-wide risk is part of the HSCB\erarching Governance
Framework which was revised in January 2015. lludes a step by step process from
the initial identification of a risk, risk gradin@sing the regional risk matrix), how the
risk should be managed and escalation/de-escalattigrading to and from Directorate to
Corporate Risk Registers. The implementation of tprocess has led to a fully
functioning Risk Register at both directorate aarporate levels.
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Risk Management Leadership

The Board exercises strategic control through desysof corporate governance, by
which the organisation is directed and controllatjts most senior levels, in order to
achieve its objectives and meet the necessary at@smdf accountability, probity and
openness.

It is vital the HSCB establishes robust governaarcangements to ensure it discharges its
functions in a way which ensures that risks areaged as effectively and efficiently as
possible and to acceptable standards of qualite. Specific objective is to protect the
organisation against loss, the threat of loss &edconsequences of loss, whilst at the
same time having a framework in place that hightigthe roles, responsibilities,
reporting and monitoring mechanisms that are necgs® ensure commissioning and
delivery of high quality health and social care.

The adoption of an overarching Governance Framewehich was revised in January
2015, ensures the HSCB has the basic building blatlplace for good governance; to
lead, direct and control its functions in orderatthieve organisational objectives and by
which it relates to its partners and the wider camity. The Framework highlights the
key components that underpin a sound system ofrgamee and internal control, and
embraces the structure and process for managing leading risk throughout the
organisation.

An e-learning risk management awareness programesebben developed within the
HSCB and is mandatory for all HSCB staff. Completrates are actively monitored and
verified as part of the Controls Assurance Starslgsgtbgramme. Training in risk
management is also incorporated in the overaratongorate induction programme.

Categorisation of Risk

All risks do not carry the same likelihood of ocmmce or degree of impact
(consequence) in terms of actual or potential ihgac service users, patients, staff,
visitors, the organisation, or its reputation cseds.

Once the organisation’s objectives have been apprand a consensus on principal risks
reached, it is important to ensure a consistent andorm approach is taken in
categorising risks in terms of their level of pitprin order that appropriate action is
taken at the appropriate level of the organisation.

The HSC Regional Risk Matrix, adopted by the HSCihveffect from April 2013,
updated June 2016, is included as an appendixedGihvernance Framework and is
consistent with DoH mandatory guidance ‘An AssueaRtamework: A Practical Guide
for Boards of DoH Arm’s Length Bodies’ This matrix which is used to categorise
potential risks, incidents, complaints and claifiagilitates the prioritisation of risk in
terms of likelihood and impact (consequence). lingiaso, this will help identify the
nature and degree of action required and leveobuntability for ensuring such action
is taken.
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* Risk Appetite

The HSCB recognises that it is impossible and heaygs desirable to eliminate all risks
and that systems of control should not be so ritjat they stifle innovation and
imaginative use of limited resources in order tbi@ee health and social care benefits for
the local population.

From time to time the HSCB may be willing to acceptertain level of risk. For
example: promoting independence for individualsinoorder to take advantage of a new
and innovative service; or due to the high costsliofiinating a risk in comparison with
the potential threat. In these circumstances tkle wiill continue to remain on the Risk
Register and will be monitored and reviewed at lagutervals.

However, as a general principle the HSCB will sézleliminate and control all risks
which have the potential to:

* Harm staff, service users, patients, visitors aherstakeholders.

* Result in loss of public confidence in the HSCB /andts partner agencies or
would have severe financial consequences and whakid prevent the HSCB
from carrying out its functions on behalf of thepptation.

* Embedding of Risk

Risk Registers continue to be monitored on a qugrbasis, with the reviews at the end
of March and September requiring a substantiveereviand the reviews for June and
December quarters being reported on by exceptign on

The substantive review as at 31 March 2018, inwbliree Governance Team meeting
with Directors and their senior staff to review Ibd@irectorate and corporate risks and
making the necessary additions/amendments in resfiec

» |dentification/removal of risk

» De-escalation/escalation of risk

» Existing controls

» Internal and external assurances
» Gaps in controls and assurances
» Action being taken forward

The Governance Committee is currently in the precefs approving the substantive
review as at 31 March 2018 for onward referralhi® Board for noting at its meeting in
June 2018.

Stakeholder Risk

» Serious Adverse Incidents (SAIs)
The HSCB continues to implement the Procedurehfer¢porting and follow up of SAls,

which was revised and issued to the HSC in Oct@fH6 (see Section 4.1 of the
Performance Analysis section of the Annual Report).
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» Complaints

The HSCB has oversight of all HSC complaints angegponsible for the monitoring of
complaints and processes and for the identificaéind dissemination of learning from
complaints (see Section 4.1 of the Performanceysimbection of the Annual Report).

* Emergency Preparedness

The HSCB adheres to the DoH Emergency Planningr@ism\ssurance Standards which
state “all Health and Social Care organisationsukhdhave detailed emergency
preparedness plans in place, which are reviewedadiyrand which are part of an annual
programme for testing and validating plans.” A joiRHA/HSCB/BSO Emergency

Response Plan has been developed since 2009/10P[&heis reviewed and updated
following each activation or test.

An Annual Report which provides an overview of H&mergency Preparedness is
prepared by the PHA/HSCB and BSO and submittedegd®H each year.

The Board, PHA and BSO work collaboratively to counally review and enhance
emergency preparedness arrangements. The Emerddaoging Programme Board,
chaired jointly by the Director of Public HealthHR and the Director of Performance
and Corporate Services, HSCB oversees the wideltitHaand Social Care emergency
preparedness and the coordination of planning fajomevents and preparation for
adverse events (see Section 5.3 of the PerformAmnedysis section of the Annual
Report).

Fraud

HSCB takes a zero tolerance approach to fraudderaio protect and support our key
public services. We have put in place an Anti-FrRaticy and Fraud Response Plan to
outline our approach to tackling fraud, define fstabponsibilities and the actions to be
taken in the event of suspected or perpetratedifratnether originating internally or
externally to the organisation. Our Fraud Liaisofffig®r (FLO) promotes fraud
awareness, co-ordinates investigations in conjanctvith the BSO Counter Fraud and
Probity Services team and provides advice to peedoon fraud reporting arrangements.
All staff are provided with mandatory fraud awareméraining in support of the Anti-
Fraud Policy and Fraud Response plan, which aré¢ keger review and updated as
appropriate every five years.
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5. Information Risk

The identification and management of informatisksiis a key element of the HSCB’s
overall Information Governance Framework. Struciurgolicies, procedures and
guidance have all been developed and implementetadiitate the identification,
management, monitoring and where necessary théageoaof information risks.

Structures include the roles of Senior Informatitisk Owner, Personal Data Guardian,
Information Asset Owners and Administrators all which are supported by an
Information Governance Team. Escalation is fa¢édavia a range of fora across all
levels of the organisation. Examples include thedR#gs Management Working Group,
Information Governance Steering Group, Senior Man@snt Team and the Board's
Governance Committee.

2017/18 saw continued maintenance and update ofBtherd’'s Information Asset

Register. Data flow analysis and risk assessmemrti® wompleted and reviewed as
necessary for all information assets. Treatmenhgphlaere produced to highlight and
address any identified risks. Identified actionsravegreed with Information Asset
Owners who in turn provided assurance to the Sehiformation Risk Owner on

progress. During 2017/18 preparations commencedtHer introduction of the new

General Data Protection Regulations (GDPR) effectiom 25 May 2018; an action plan
has been developed and HSCB staff are participatinly internally and regionally in a
range of working groups to address those actions.

The HSCB deploys a number of mandatory InformatGmvernance e-learning training
programmes to staff. The programmes, developedmally by HSC staff, are formally
updated every three years with less formal awasengsdates issued annually.
Completion rates are actively monitored and repbrtethe Board’s Senior Management
Team and Governance Committee as Key Performaiagabors (KPI's).

The Accounting Officer and Board received assurarare information risk via formal
reporting mechanisms. The Information Governanceer8tg Group, chaired by the
Senior Information Risk Owner, met quarterly withdates provided as necessary at each
meeting. Reports to the HSCB Governance Committer provided from the Senior
Information Risk Owner who attends both groups.tit@mr assurances were sought via
Internal Audit with an Information Management auoiing completed in February 2018
showing a Satisfactory level of assurance.
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6. Public Stakeholder Involvement

The HSCB, working collaboratively with the PHA, ogmises that Personal and Public
Involvement (PPI) is core to the effective and@éint commissioning, design, delivery
and evaluation of HSC services. PPI is the aciw meaningful involvement of service
users, carers and the public in those processéscofimissioning teams and Local
Commissioning Groups actively consider PPI in appexts of their work, ensuring that
the input of service users and carers underpinsidbatification of commissioning
priorities and in the development of service modatsl service planning, and in the
evaluation and monitoring of service changes orrow@ments (see Section 4.4 of the
Performance Analysis report). Some examples of gwadtice include:

40 service users or carers have been recruited th&ol7 Integrated Care
Partnerships.

HSCB continues to commission PPI training for bstéff and service users and
carers. 20 additional HSC, Voluntary and Commungtaff successfully
completed ILM level5 training; 10 Service user &aders successfully completed
ILM level 3.

Local engagement events discussing issue specdmics in all Local
Commissioning Group areas.

Service user and carers actively involved in thelémentation of Physical
Disability and Sensory Strategy, Social Work anci@loResearch Strategies,
implementation of the Stroke Strategy, and theoreaji Carers Strategy;
Development of HSC online.

Service users actively involved in the design, inpéntation and roll out of both
EHCR and NI direct web portal.

We continue to work with our staff, service usersl @arers to take forward a
diverse and challenging work programme in regamsnvolvement and co-
production.
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7. Assurance

Assurance Framework

As part of the overarching Governance FramewoHBCB has in place an Assurance
Framework (the Framework).

The Framework has been compiled in conjunction aittDirectorates and provides the
systematic assurances required by the Board ofcire on the effectiveness of the
system of internal control, by highlighting the ogjing and monitoring mechanisms that
are necessary to ensure the achievement of coepobgectives and the commissioning
and delivery of high quality health and social care

The Framework is reviewed annually by the Govereabommittee and provides a clear,
concise structure for reporting key informationthe Board, Committees of the Board,
SMT and other groups/forums. It also identifies athof the organisation’s objectives are
at risk because of any inadequacies in the operaticontrols, or where the Board has
insufficient assurance about them. In conjunctioithwhe Board’s Corporate Risk
Register and Corporate and Commissioning Plantsdt provides structured assurance
about how risks are managed effectively to delagreed objectives.

Quality of Board Papers

Section 3.4 of the Governance Self-Assessmentédels to the ‘Quality of Board papers
and timeliness of information’. Board members g#vs a ‘green’ rating and indicated
their satisfaction with the information receivedtjng evidence to support as follows:

» Documented information requirements (standing agétains)
» Evidence of challenge e.g. from Board minutes

* Board Meeting timetable

» Process for submitting and issuing Board papers

» Content of Board papers

» Data quality updates (performance reports)

Delegated Statutory Functions

Trusts submit an annual monitoring report on thiveley of statutory functions with a
mid-year return on Corporate Parenting. This islymesl by HSCB and an overview
report on findings was considered by the Boardsatieeting on 14 September 2017 and
submitted to DoH. Trusts have developed action lanere remedial action was
required. The quality of supporting data has camthto improve and together with
regular monitoring meetings, ensures that this sr&apt under constant review.
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Controls Assurance Standards

The HSCB assessed its compliance with the applicable Cantt@isurance Standards
which were defined by the DoH and against whiclegrele of progress was expected in
2017/18.

The HSCB achieved the following levels of compliarier 2017/18.

DoH Expected Level of | HSCB Level of Audited by

Standard : : Internal
Compliance Compliance Audit
Buildings, land, plantand nont ;5,, _ gq94 (Substantive 83% -
medical equipment
(IjDeqontamlnatlon of medical 75% - 99% (Substantive Not Applicable -
evices

Emergency Planning 75% - 99% (Substantiye) 91% -
Environmental Cleanliness 75% - 99% (Substantive) ot Applicable -
Environment Management 75% - 99% (Substantive) 82% -
Financial Management(Core | 75% - 99% (Substantive 88% BSO IA
Standard)
Fire Safety 75% - 99% (Substantive) 90% BSO IA
Fleet and Transport 75% - 99% (Substantive Not Applicable -
Management
Food Hygiene 75% - 99% (Substantive)  Not Applicable -
Governance(Core Standard) | 75% - 99% (Substantive 93% BSO IA
Health & Safety 75% - 99% (Substantive) 90% -
Human Resources 75% - 99% (Substantiye) 84% -
Infection Control 75% - 99% (Substantive)  Not Agplble -
Information Communication | 759% - 99% (Substantive 89% )
Technolog
Management of Purchasing 75% - 99% (Substantjve) % 84 -
Medilcal Devices and 75% - 99% (Substantive Not Applicable -
Equipment Management
Medicines Management 75% - 99% (Substantive)  Nqilidpble -
Information Management 75% - 99% (Substantiye) 82% -
Research Governance 75% - 99% (Substantjve)  Nolicstbe -
Risk Management 75% - 99% (Substantive 93% BSO IA
(Core Standard)
Security Management 75% - 99% (Substantive) 88% -
Waste Management 75% - 99% (Substantive) 87% -
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8. Sources of Independent Assurance

The HSCB obtains independent assurance from theniolg sources:
* Internal Audit
* Regulation and Quality Improvement Authority (RQIA)
* National Confidential Enquiry into Patient Outcoarad Death (NCEPOD).

In addition, the HSCB receives an opinion on regiyldrom the External Auditor in the
Report to Those Charged with Governance.

Internal Audit

The HSCB has an internal audit function which ofeerdo defined standards and whose
work is informed by an analysis of risk to whiclketRISCB is exposed and annual audit
plans are based on this analysis.

In 2017/18 Internal Audit performed the followingdit assignments, with overall levels
of assurance given as shown:

* Management of Sure Starts (Satisfactory) and Bi&htts (Limited), including visits
to organisations (Limited for Clan Mor Sure Starty)

* Financial Review - Satisfactory

» Acute Specialist Drugs Budgets - Satisfactory

* General Dental Services — Satisfactory for Managemé Fraud/Error and Use of
Year End Slippage, Limited for FPPS System andrPApprovals Process

* General Medical Services — Satisfactory for Manag@mof Quality Outcomes
Framework (QOF) Funding, Use of Slippage Monies B&8® Assurances, Limited
for Management of KPIs in relation to GP Out of iHo8ervices

» Data Quality - Limited

» Cooperation and Working Together (CAWT) - Satisfagt

* Risk Management - Satisfactory

» Information Management - Satisfactory

* ICT Governance - Limited

* Incident Management - Satisfactory.

In the Annual Report, the Internal Auditor reportedt there is a satisfactory system
internal control designed to meet the HSCB’s oliyest However, the following Priority
1 findings or recommendations were identified dgi2017/18:

* Management of Sure Starts and Bright Starts

This recommendation related to the sustainabilityBaght Start schemes. For the
majority of schemes achieving sustainability haslbeen possible to date, which has led
to an extension of funding. It was recommended HBCB consider the lessons learnt
from the current model of operating Bright Stanl dake forward any actions which
may be applicable to the HSCB, including sharingirtiviews with the Department of
Education on the potential options for future fungdstructure of Bright Starts.
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Management accepted this recommendation and theepeafollow up report from
Internal Audit confirmed that it has been implenseht

* General Dental Services

At the time of audit, the FPPS Dental Payments eé®ysivas not able to calculate the
dental payments; this function was being perforiogdSO Information Unit with data
being extracted from the system and the calculgieniormed on a secondary software
system. A number of technical system issues weagklighted, resulting in a Priority 1
recommendation that the HSCB should continue tokweith BSO to establish and
address the number and value of errors in payméntmoject plan was developed to
both address and ensure a timely approach to théreel IT and data fixes, and was
regularly monitored by HSCB and Family Practitiorfggrvices. Management accepted
this recommendation and the year-end follow up mefsom Internal Audit confirmed
that it has been implemented.

» General Medical Services

The findings in this report related to GP Out ofuro (OOH) performance monitoring,
and resulted in two Priority 1 recommendations. Tilet recommendation is based on
the risk that HSCB cannot clearly demonstrate agiiws to procurement regulations and
therefore, value for money. This is an ongoing esand the Directorate of Integrated
Care accept this repeated recommendation. A rewaw/ previously carried out and it
was agreed by key stakeholders that due to thé déwestability within OOH services in
Northern Ireland, it would not be appropriate tdeennto a regional competition or full
scale restructure at this time, as this could frthdversely impact the stability of the
service. Management will address the current pexoent risk once the OOH service
stabilises.

The second recommendation states that HSCB shaultnoe the work within the
confines of its responsibility, and in conjunctaith DoH and Trusts to progress actions
set out in the GP-led Primary Care review to ensquadormance of the Out of Hours
Service is improved. This should include a reviefvkey performance indicators to
ensure they allow for effective monitoring of theitf Hours Service by HSCB. The
HSCB Board should also be provided with regulamifalr updates on the status of
implementation of the action plan. Internal Audévk recognised that HSCB requires
input from other organisations to ensure full inmpéatation.

e« |CT Governance

This recommendation stated that HSCB should takiead role in clarifying and
strengthening regional cyber security governance kadership, including a cyber
security strategy and a regional ICT incident managnt protocol that is regionally
tested. The recommendation is currently categorasegartially implemented with the
following management responses to the year-endvialip by Internal Audit:

— eHealth will commission a cyber-security programmoen BSO ITS, to include a
strategy and business case for investment. SemrselddC of the Governance
statement for further details.
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- The ‘Roles and Responsibilities’ document publishbgy DoH sets out
organisational responsibility in the event of a exgitack, and clarifies the lead
role of BSO in the provision of advice and guidatw@LBs.

— HSC ALBs have drawn up a directory of staff resplolesfor managing cyber
security, alongside contact details in and outarfrk in the event of an incident.

- Further work is required to agree an investmengm@mmme to increase out-of-
hours response capacity in BSO and ALBs. A prdjest been established to take
this work forward. This is required in order to pide appropriate and timely
response services in the event of an incident. prosess has commenced with
the establishment of a ‘24/7’ project, with phasexpected to generate additional
costs of ¢ £300k per annum.

— Existing business continuity plans make clear teeision making process in the
event of an incident, including escalation fromibass continuity to emergency
planning. Details of the process for reporting diecits to BSO are available to all
other HSC ALBs, and there are clear escalationngements in place within
BSO.

Management regularly review and are working towatds implementation of all
recommendations made by Internal Audit.

Regulation Quality Improvement Authority (RQIA)

The HSCB/PHA introduced a system via the Safety @ndlity Alerts Team (SQAT)
during 2013/14 to provide the appropriate assuraneehanism that all HSCB/PHA
actions contained within RQIA reports are impleneent

This system of assurance takes the form of a sixthtypreport which details the progress
on implementation of RQIA recommendations. Theorefor the period ending 31
March 2017 was approved by SMT on 18 September 207 noted at Governance
Committee on 5 October 2017.

Due to timings of the separate report to the Dol Management (TMG), the reporting
period to the HSCB Governance Committee has charigethe end of June and
December each year. The most recent six montlggrteon progress for the period
ending 30 December 2017 was approved by the Goween€ommittee on 29 March
2018.

National Confidential Enquiry into Patient Outcomand Death Reports

A similar system is in place for the National Calefintial Enquiry into Patient Outcome
and Death (NCEPOD) reports whereby all NCEPOD tspare considered by the
HSCB/PHA Safety and Quality Alerts Team (SQAT) &view the reports and confirm
the relevant Director/Lead and any actions requitlecugh SQAT, other existing
structures, or bespoke Task and Finish Groups.

This system of assurance takes the form of a sixthip report which details the
progress on implementation of NCEPOD recommendsitiofhe report on progress for
the period ending 30 June 2017 was approved by 8MI8 September 2017 and noted
at the Governance Committee at its meeting on 5l62ct2017.
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To accommodate revised reporting arrangements @dARrogress reports, the reporting
period of the progress reports has changed tortietMarch and September each year.
The report for the period ending 31 March 2018 Ww#él considered at the Governance
Committee in June 2018.

External Audit

For the year ended 31 March 2017, the Comptrolled Auditor General gave an
unqualified audit opinion on the financial statetseand the regularity opinion of the
HSCB'’s accounts. A Report to Those Charged withe&mance on additional matters did
not identify any priority 1 or 2 issues.

9. Review of Effectiveness of the System of Internal @ernance

As Accounting Officer, | have responsibility foretmeview of effectiveness of the system
of internal governance. My review of the effectigea of the system of internal
governance is informed by the work of the intermadlitors and the executive managers
within the HSCB who have responsibility for the dmpment and maintenance of the
internal control framework, and comments made bg #xternal auditors in their
management letter and other reports. | have be@reation the implications of the result
of my review of the effectiveness of the systemirgérnal control by the Audit and
Governance Committees and a plan to address wesdsheand ensure continuous
improvement to the system is in place.

10. Internal Governance Divergences

(a) Update on prior year control issues which have ndeen resolved and are no
longer considered to be control issues

Business Services Transformation Project/Sharedc®sr (Recruitment)

The audit assignment carried out during 2016/17 Rercruitment Shared Services
resulted in a limited level of assurance being ikexkfrom the Internal Auditor. For the
2017/18 audit of Recruitment Shared Services, mateAudit has provided satisfactory
assurance over the system of control with no Siganit issues to report.

(b) An update on prior year control issues which conti@ to be considered control
issues

Quality, Quantity and Financial Controls 2017/18

This issue reflects the continued and increasiffficdity faced by the HSCB in fully
commissioning and supporting levels of health ancied care services provided to the
population of Northern Ireland by Health and So@&@alre Trusts, providers of Primary
Care services and other independent health an@lsceie providers within available
resources.
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Health and Social Care (HSC) in Northern Irelandtowed to face very significant
financial challenges during 2017/18. The HSCB wdrk#sely and proactively with all
Trusts and the DoH throughout the year in ordeaddress the difficulties faced. This
collaborative approach enabled the HSC system liewae financial breakeven for the
2017/18 year.

The Northern Ireland Assembly was dissolved fromJaGuary 2017 with an election
taking place on 2 March 2017, on which date Mimsteeased to hold office. An
Executive was not formed following the 2 March 2(dl&ction. As a consequence, the
Northern Ireland Budget Act 2017 was progresseoluin Westminster, receiving Royal
Assent on 16 November 2017, followed by the NoriHezland Budget (Anticipation and
Adjustments) Act 2018 which received Royal Assemt 28 March 2018. The
authorisations, appropriations and limits in thesss provide the authority for the
2017/18 financial year and a vote on account far éarly months of the 2018/19
financial year as if they were Acts of the Northeeiand Assembly.

While overall a breakeven financial position in trear to 31 March 2018 was achieved,
the HSCB is aware of the underlying recurrent defiosition which, coupled with
further in-year emergent pressures, ensure thatsitpeificant budgetary challenges
continue into 2018/19.

The outlook for 2018/19 is indicating the financigear's resources will also be

increasingly constrained, both from a capital aseenue perspective. Planning for the
2018/19 year has been on-going for several morthdepartmental, HSCB and Trust

level and in December 2017 the Department of Fiegnublished a briefing document on

the Northern Ireland Budgetary Outlook illustratitige choices that might need to be
made to set a budget, and steps that may need takba to address the pressures in
public services, particularly Health and Educati@m 8 March 2018, the Secretary of
State for Northern Ireland announced a budget fathérn Ireland.

Given the level of significant and ongoing finaricthallenges currently faced across
HSC, extensive budget planning work is thereforegoimg between the Trusts, HSCB
and DoH in order to achieve a 2018/19 financiahpla is anticipated that when the
overall financial position is brought together #hevill remain a significant recurrent and
in-year 2018/19 deficit, however the HSCB remaiosimitted to working with the DoH
and Trusts in seeking to find solutions to enable live within its budget.

Western Trust Financial Support

During 2017/18 financial difficulties within the \W&ern Health and Social Care Trust,
seen in previous years, continued. The Trust'd #947/18 position of financial balance
was only achieved through the provision of sigaifitadditional non-recurrent financial
support. Whilst a number of HSC Trusts have regus@nificant interventions and

additional assistance in 2017/18, the level pravitte the Western Trust for the fourth
consecutive year remains above that provided terdthusts. The HSCB will continue to

work with the Trust and DoH in relation to improgithe Trust’s financial position and

performance.
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Business Services Transformation Project/Shared@sr (Payroll)

The audit assignment carried out during 2016/17Pfayroll Shared Services resulted in
an unacceptable level of assurance being receroed the Internal Auditor. While the
issues raised in this audit report had limited iotjan the HSCB, it was of some concern
that progress on issues identified in prior yeaad hot been made. As a result of the
2016/17 Payroll audit, an action plan was developedSO to attempt to address the
control and system stability issues identified.efnal Audit have provided limited
assurance for the 2017/18 audit of Payroll Shamedi&s. A number of key functions
have not yet stabilised and significant controuéssremain, including the resolution of
known system issues.

Health Visiting

The DoH Healthy Child, Healthy Future (2010-2015hil@ Health Promotion
Programme (CHPP) requires universal health visitotacts to be offered to all families
with pre-school children. As a result of signifitavorkforce pressures, 30% of the CHPP
in 2014 were not being delivered. Decrease in CHERery creates risk to children and
families from a prevention and early interventiargpective, as well as placing undue
pressure on other services such as Primary Carensle®aediatrics, Emergency
Departments, Allied Health Professionals and Sdgalices.

Investment has resulted in the regional healthingiworkforce increasing from 362.2

WTE to 397.5 WTE resulting in an average WTE casglof 250 preschool children. The
PHA continues to work closely with DoH, HSCB andi3ts to increase health visiting

capacity and compliance with the child health prbomoprogramme. Phase 4 Delivery
Care (health visiting) has been completed and tbpgsed workforce model accepted by
DoH. Further investment is required.

Regular workforce updates from Trusts continueg@balysed. The funded vacancy rate
at 31 January 2018 is 22.28 WTE. All student hewitlitors graduating at November

2017, available for recruitment, have been providéth permanent contracts. A further

44 students are expected to graduate in Octobét. ZDie to nursing workforce pressures
and demands on the nursing education commissiobiaget the number of student

health visitors available is less than is needed.

Compliance with the Child Health Programme per Taursd regionally continues to be
measured on a three monthly basis using regioraghged Indicator of Performance
tolerances. Improvements have been made in conegliauith the earlier contacts (ante-
natal to 1 year old) but there remains signifiaamder compliance with the older contacts
(2-4 years) with a number of children missing ouat e@nsecutive contacts. The PHA
continues to work with DoH and Trusts to supponnpbance with the delivery of the
Child Health Promotion Programme.

GP Out of Hours (OOH) Services

The urgent Primary Care service continues to faoasiderable challenge due
to increasing demand. Not all GP Out of Hours (O@i)viders are meeting the Key
Performance Indicator (KPI) standards set out & 8ervice Specification. Concerns
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relate to the 20 minute and 1 hour triage targmsticularly during busy times such as
weekends and public holidays.

From 1 January 2017 31 December 2017, 90% of urgent calls have besporaled to
within 20 minutes and 75% of routine calls haverbessponded to within 1 hour. Patient
satisfaction remains high.

However, the OOH service remains under considerstioéén due to increasing demand
and difficulty in filling GP shifts. There is alsm general shortage of GPs in Northern
Ireland leading to medical workforce recruitmend aaetention issues.

In addition, HMRC has recently reviewed the empleninstatus of sessional GPs
working in OOH and determined that these GPs shbealtreated as employees and not
as self-employed. This determination will imposeitidnal pressures on OOH Providers
in terms of retaining the current workforce. Thexe risk that some GPs may leave the
OOH service, potentially impacting on other unsahed care services, including NIAS
and Emergency Departments. HMRC has given GP OQ@Widars a deadline of 1 April
2018 to move their sessional GPs onto the pay@dliH providers are currently working
to put the necessary steps in place to facilitage ttansfer of sessional GPs onto the
payroll before the 1 April deadline and to minimige so far as possible, any knock on
effect to other unscheduled care services.

The situation is exacerbated by increasing demamds insufficient numbers of GPs,

together with the fact that GPs are not contratstwafjuired to work in the OOH service.

On occasion OOH bases must be closed when ingiffistaff are available. The high

demand for the service at peak times, such as wdskand public holidays, coupled with
the lack of medical capacity has led to significaieiays in some services thereby
increasing clinical risk.

A range of actions required to improve the situati@s been identified. There is a need
to update and agree a regional GP pay structur®©€iH provision. A draft Business
Case was prepared and submitted to DoH for umifthe recommended Regional GP
OOH rates. The draft Business Case is being rewigsl$t awaiting the impact of the
HMRC determination on the OOH Providers.

Similarly to 2016/17, the HSCB made available a @irfil.7million in 2017/18 to OOH
Providers to enable them to pay an incentive to. GRe aim was to cover the additional
costs associated with working in OOH including imaety, working unsocial hours and
to encourage those GPs working a small number ofshim undertake more OOH hours.
Feedback from providers, together with a reviewdafa received to date, suggests that
the localised scheme model has been effective.

In 2017/18, the HSCB again made available £500Kuttd OOH Local Enhanced
Services (LESs) which are currently running in Western, South Eastern, Southern and
Belfast LCG areas. The LES in the Western arearnogs with 12 practices contracted to
provide a total of 250 evening surgeries in thenadelvin OOH Centre. A similar
scheme is continuing in Limavady until the end odirth 2018. Out of Hours LESs are
currently running in the Southern, South Easterd 8elfast areas with a view to
increasing the level of GP engagement in OOH. &ift&Ps have signed up to this LES
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in the Southern area, whilst 16 GPs and 10 GPs signed up in the South Eastern and
Belfast LCG areas respectively. These enhancedcserwill be evaluated in terms of
numbers of additional GP hours or sessions seairdee end of March 2018 and revised
on the basis of outcomes.

A Pharmacy Prescriber Scheme runs in the Southremand is designed to assist skill
mix. This will continue to run in 2018/19.

Finally, the HSCB participated in the review of @GOH Provision Working Group
which was established by the then DHSSPS with & tegeexamining the current delivery
of GP OOH service across Northern Ireland and tentily good practice and
opportunities to improve service provision withxigting resources. The Working Group
launched its report in March 2016 and made 11 recendations to provide an effective
OOH service. The HSCB is working with the DoH PrignaCare Directorate on
reviewing and updating the recommendations ancentitimescales. A new timescale is
expected to be agreed by 30 June 2018. See alsmr5é&c2 (Risks) and Section 2.4
(Performance Analysis) of the Annual Report fotter information on primary care.

Service and Budget Agreements

Service and Budget Agreements (SBAs) are beingapeepfor issue to all Trusts in
February 2018.

GP Workforce

A shortage of GPs has continued to impact on serdigivery including the level of
supply of sessional doctors available to providg titae locum sessions in practices and
on some practices experiencing difficulties reangitnew partners. GP Out of Hours
OOH providers have also reported difficulty fillirshpifts. There is a considerable risk to
ongoing continuity of general medical services B to patients, particularly in
relation to sustaining smaller practices in moodaited locations.

GP training places are funded by DoH through thetidon Ireland Medical and Dental
Training Agency (NIMDTA). In response to workforcapacity concerns, the number of
WTE training places has been increased from 65whad been the intake for several
years until 2015/16 to 85 in 2016/17, 95 in 20174b8 with plans to further increase to
111 per year from 2018/19. To date 86 of thesesguste been filled and it is anticipated
that an additional two recruitment rounds will eresthe full cohort of trainees begin the
NI General Practice Specialty Training ProgrammEebruary 2019.

To ensure that all residents in Northern Irelandehaccess to a GP, we worked this year
in supporting GP practices with recruitment chajlehand encouraged more partnership
working with other neighbouring practices. In a made support retention of qualified
GPs, there are 25 GPs included on a 2-year retaicleeme covering 2016/17 and
2017/18. A new cohort of retainer places will baitable starting in 2018/19. These GPs
are attached to a practice and also commit to ebeuf Out of Hours sessions.

The HSCB has also sought to mitigate the GP wockfassue at operational level by
providing additional funding to general practicesiricrease staff capacity, such as the
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continuing roll out of practice based pharmacisstpoA review of General Practice
nursing is ongoing.

Child Sexual Exploitation (CSE)

The HSCB continues, through the Trusts, to resgondoncerns about CSE under the
Protocol for Joint Investigation in conjunction ihe Police Service of Northern Ireland
(PSNI).

The HSCB continues to meet with the PSNI and Trast®th local and regional levels to
coordinate responses to CSE. The assessment/sggdeanl was updated and reissued to
Trusts and PSNI in 2016. Additional investment frahe HSCB has enabled the
appointment on a permanent basis of a CSE LeadofSeractitioner) in each Trust. The
CSE Leads are co-located in the PSNI Public Priotetinits, on a part-time basis.

The HSCB has procured from a non-statutory provaerongoing therapeutic support
service to young people that are particularly vidbée to CSE. Separate arrangements
have procured training for Trust staff in relattonCSE.

The HSCB and the PSNI continue to monitor and eefime missing person’s guidance
and convened a workshop in 2017 as part of theewe\and learning from existing

processes. Data collection systems assist in pioghotur understanding and identifying
emerging trends and issues.

Voice of Young People in Care (VOYPIC) also condauto engage young people
directly to ensure that their views are considened taken into account.

The DoH has stood down the response team whickwed the Marshall Action Plan as
most of the actions have now been addressed awndiatesl costings where available
have been identified. The only outstanding actionHSC is recommendation S6 and
draft guidance on Protecting Looked after Childfeas been forwarded to DoH for
approval. The recommendation also requires commeanprotecting children with a
disability which is being addressed and both eldmeiill be completed by April 2018.

The Safeguarding Board for Northern Ireland (SBigported on its Thematic Review in
December 2015 and the HSCB/ Trusts completed awolip audit in November 2016.
The SBNI reviewed both the PSNI and HSC reportscamdpiled a composite report for
consideration by the DoH.

Domiciliary Care/Independent Home Care

Achieving sufficient capacity in terms of workforéevels and volumes of domiciliary
care service delivery remains extremely challengifigs is most acutely evidenced at
times of seasonal pressures on the health andl s@o@ system, in addition to those
localised service delivery problems of a more afitsoature.

Trust procurements are likely to have a major inpacthe future redesign and delivery
of the service. This will need to be monitored dgrihe coming period. The Board is also
in the process of developing a future model for wdmary care that will be sustainable

and meet wider strategic objectives.
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In order to minimise the risk of non-compliance twihe Public Contract Regulations
2015, all DoH ALBs are extending CoPE cover forigband health care services in the
Light Touch Regime. This is being taken forwardtlhg ALBs via a formally constituted
project, reported to Regional Procurement Board.

The ongoing registration of the social care worgéoby the Northern Ireland Social Care
Council (NISCC) alongside the Departmental led Dolairy Care Workforce Review, is
aimed at improving the status and support of ddiargi care staff. Providers continue to
make representations for enhancements to the haidypaid for care with Living Wage
considerations and other inflationary cost pressbeeng to the fore in these discussions.
Sector stability is monitored via regular dialogwéh Trusts, Providers and via the
Community Services workstream of the Regional Refof Adult Social Care Project.
The issue remains on the Corporate Risk Register.

HSCB Business Continuity

In light of the Ministerial announcement to clo$e tHSCB in November 2015, there
continues to be a risk to the HSCB’s ability toidel its statutory, mandatory and
business planning requirements. A direction ofdtdas been agreed to give operational
effect to the mandate set out by two previous Mensgs and HSCB staff are actively
involved in the detailed design and implementatglanning of the future operating
model, with a focus on ensuring the smooth tramsiof HSCB functions. See the Chief
Executive and Chair’'s overview and Section 2 (Risksthe Annual report for further
details.

Alongside this, the DoH has commissioned, in linghwOrange Book guidance, a
Transition to Closure Risk Assessment which seeks to identify and assess the potential
risks arising from the transition period. HSCB &tk feeding into this assessment, and
the outcomes and associated actions arising wjllire careful consideration.

Currently, the HSCB has put in place the followaamtrols:

» Chief Executive participation in the Oversight Gpaget up to provide direction and
leadership in relation to the closure of the HSCB.

* HSCB staff participation in development and designew arrangements.

» Active and ongoing consideration of business pigsiwithin SMT, and with DoH
colleagues as issues arise.

* Regular updates to staff when information is awdéa

» Regular review of key duties as staff leave the BSC

» A corporate approach to recruitment, retention \ZB&.

Other associated issues which have been idenafedwill require careful management

include the potential loss of the HSCB’s corporatemory and knowledge during the

period of transition. To ensure this risk is appiaely addressed, a number of actions
have been identified and included in the Informati@overnance Action Plan for 2017/18

and are expected to carry forward into the 201&/d%on Plan.
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Prescribing efficiency targets

In 2016/17, a £30m efficiency target was set w2 to be delivered through primary
care. The Primary Care efficiency target was ndtiewed, resulting in an £11m
overspend. Further to the shortfall in deliverypoéscribing efficiencies in 2016/17, the
target for this area of work increased from £30r838m to be delivered across the HSC.

Primary Care prescribing savings were set at £2%bthplans were developed in order
to achieve this ambitious target.

Management within the HSCB worked proactively witie DoH, Trusts and other key
stakeholders throughout the year to deliver thdlehging target which unfortunately
was not delivered in full.

Primary Care prescribing efficiencies of £17m hawen delivered, resulting in a
shortfall of £12.5m for the year.

Furthermore, in 2017/18 the unprecedented impa&arfcessionary Prices on primary
care medicine costs has been significant with apprately £18.5m of additional
unavoidable costs being incurred by HSC during 218.7

Looking ahead to 2018/19, the continuing constsaiom the financial resources for
Health and Social Care will require further subs#refficiency savings to be delivered
from prescribing budgets regionally.

The HSCB will continue to work closely with the DpHrusts and other key stakeholders
in order to make the most effective use of thelalé@ budget without impacting patient
care.

Supported Housing

The Northern Ireland Housing Executive (NIHE) budpeessures have resulted in the
capping of revenue funding (Supporting People Fugithereby limiting the capacity to
jointly plan and develop new supported housing sesewith HSC organisations. NIHE
has removed all supported housing schemes for H®@t groups from their capital
development plans for 2017/18 and beyond, unlesg dlready have committed funding.
This will limit the capacity of HSC organisatiorns develop appropriate housing options
for vulnerable client groups. It is likely to imgagegatively on the ability to discharge
people with additional needs from hospital to appieie community settings, and avoid
inappropriate admissions to hospital.

The funding pressures within NIHE and the HSC resquents to adhere to a wider
application of formal procurement processes inti@lato social care services has
potentially detrimental consequences to a numbewef(s) of schemes previously
approved by the Supporting People CommissioningyBdthis has required robust
discussions involving DoH and Department for Comities (DfC) representatives, legal
and procurement advisers as well as HSCB and Btaftto determine which schemes
can be delivered. A number of these are associatéd Transforming Your Care
strategic change proposals. The impact of not €efig on these objectives has the
potential for significant media/public reaction aalerse reputational impact.
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In December 2016 FOLD Housing Association succdlgsfiought Judicial Review of
the incremental withdrawal of Special Needs Manag@nAllowance (SNMA) by the
Department for Communities (DfC) from a number ohesmes for frail older people,
people with learning disabilities, physical disd@l@s and mental illness. DfC has
indicated that it will embark on an individuallyr¢eeted review of each facility reducing
SNMA as recommended in the Judicial Review detemtion. This has the potential to
create funding pressures and potential sector bilisgawhich will need to be jointly
managed.

Whilst HSCB has no direct responsibility for comsiising or delivery of supported
housing, any destabilisation to current services kkely to impact significantly on
vulnerable HSC Programme of Care (PoC) groups velecthe services, and HSC Trusts who
have a duty of care for them. HSCB will therefoomtinue to provide support and guidance
to NIHE and DfC to implement their reform of thepporting People Programme and review
of their SNMA funding stream, and will continue support the Trusts in sustaining
partnership working with NIHE and planning to métg the risks to HSC service users
arising from NIHE / DfC actions.

Acute Service Continuity

There are currently challenges in maintaining sewiat some smaller acute hospital
sites, primarily related to levels of hospital caltent, staff grade and junior doctor
vacancies with a corresponding over-reliance oartodoctors. The HSCB will continue
to work with Trusts and other key stakeholdergiemitify and as far as possible, mitigate
potential risks to service continuity.

In the development of a proposed model to meetitiseheduled care needs of the Newry
and Mourne area the Daisy Hill Pathfinder Group bampleted a population health
needs assessment for the area. The DoH Transfomratplementation Group (TIG) has
subsequently indicated its intention to take foveompletion of population health needs
assessments across the region as part of the bro@usderations on the future of urgent
and emergency care.

Lakewood Secure Care Centre

Lakewood had been experiencing challenges in sedeétivery due to reductions in staff
available to fill rotas, largely due to levels afkess in the core team. The increased
reliance on agency staff is not conducive to caitynof care. The HSCB and Trusts
worked together to support the facility and recenpiened a third unit within Lakewood
as part of the planned approach to service devedopnstaffing within Lakewood has
also been addressed and the system is now stdbiliskewood also forms part of a
review of regional facilities which reported itsidiings in March 2018. This report has
been forwarded to DoH for consideration.

Leases

A business case for the renewal of a lease foceficcommodation in County Hall,
Ballymena for the period 1 October 2017 to 30 Sepwr 2020 was submitted for
consideration by the DoH on 20 June 2017. HSCBicoet to work with DoH and the
Business Case was recommended to the Departméimanrice (DoF) for consideration
and approval on 7 September 2017. The Departm&atgtitor's Office, advised that
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DoF was not prepared to accept the inclusion akalbclause after 2 years as it took the
view that, as a 3 year short term letting, a brelakise would not be appropriate in this
case. DoF approved a holdover of the HSCB lease frd@ctober - 31 December 2017 to
allow for further negotiations with the landlord iaspect of a potential lease forward
which included provision for a reduced occupancyhwassociated costs. The HSCB
obtained the agreement of the landlord to reduceimancy and associated costs from 1
January 2018 and DoF extended the holdover penppidosal to 28 February 2018 to
allow for the resolution of any outstanding issulse holdover approval for the period 1
October 2017 - 28 February 2018 ensured irreggand was not incurred whilst the
Business Case remained under consideration. Onrthv018, DoH advised that DoF
had offered an assurance that the Business Caseotvasnsidered to be irregular and on
26 March 2018 further confirmation was received thaF was not seeking an additional
request for a holdover. As at mid-May 2018, the iBess Case remains under
consideration by DoF and DoH is awaiting furthewviad from DoF in respect of a
holdover period.

(c) Identification of new issues in the current yearn@luding issues identified in the
mid-year assurance statement) and anticipated figussues.

Cyber-security

The eHealth programme, through the HSC InformatiSecurity Forum, had
commissioned BSO to undertake a cybersecurity sgo@view prior to the attack in the
NHS (see Section 8 of the Governance Statementuftiner details). In light of that
attack, DoH requested that BSO identify immediattioa required, in addition to
developing a medium and long term plan for revieythe eHealth programme. A
Capital Resource Limit of £950,000 was provide®@17/18 to the BSO to implement
urgent actions to mitigate the risk of cyber sdgutireats impacting on HSC services. A
risk has been added and updated on the HSCB ctepdsk register outlining the
response to the threat of cyber-attacks on the H&@ork leading to potential loss of
access to systems for a sustained period and/opdtential loss of data. A review of
existing business continuity plans is underway nsuee they reflect the nature of the
potential threat. This includes the review of imgitt management processes, and the
development of additional guidance to ensure glarit the operation of existing business
continuity arrangements in the event of a cybeaeittwith potential or actual impact on
the HSC.

In January 2018, the Information Security Forumue=sied that all Trusts and BSO
provide an update summarising recently completed Bnminently planned cyber
security work, with an emphasis on the identificatof threats and corresponding action
required. Returns received will inform and shapegaing work for the HSC Cyber
Security Programme. Key areas of further work hgitted by Trusts and BSO focus on:

1. Resource and time required to plan for a regiondlec security business
continuity exercise.

2. How to address the limited technical ICT staff rgses required to address areas
of gap/threats identified and deploy Emergency GiB@nced products.
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3. Requirements and potential costs for a managedriBetnformation and Event
Management (SIEM) service for the entire HSC.

4. Requirements for 24/7 Out of Hours IT support.

5. User awareness and education requirements for sgoerity threats.

Integrated Care Partnerships (ICPs)

Work has continued to support Integrated Care Besfiips in 2017/18. The extension of
funding for ICP clinical and business support teaansl ICP infrastructure has been
confirmed until end June 2018. This short term apph and the lack of clarity on

available resources has had an impact on the sechiange transformation which was
delivered through ICPs in 2017/18. A revised gomege structure continues to be
discussed with DoH in light of the planned closofehe HSCB and a proposal paper on
the future direction for ICPs was presented toTttesformation Implementation Group

(TIG) in January 2018 which continues to be conside

In the interim, the Director of Integrated Care hastinued to provide assurance to SMT
on the operation of ICPs. Local Commissioning Geo(IpCGs) have continued to hold
ICPs to account for any services commissionedna lvith the Local Accountability
Agreement and quarterly monitoring reports whick aubmitted to each LCG. The
Director of Integrated Care provided an updathtoHiISCB Audit Committee in January
2018 on progress against the internal audit fingliiog ICPs. There is no confirmation of
resources beyond June 2018.

Instability in Independent Care Home Market

All Nursing Homes and most residential homes areemivand managed by independent
providers.

A small but significant number of small businesaes closing due to retirement of the
owner/manager. Larger companies continue to sestkefficiencies and the reduction of
costs through consolidation of their estate anthdvawing from areas where profits are
deemed to be low or reducing.

Nursing homes in particular are finding it diffitub recruit and retain appropriately
qualified staff to deliver the required level ofreaand leadership within homes. There is
an emerging trend of home owners seeking to chahge registration status from
nursing to residential care in an effort to mantge challenge.

The HSCB continues to:

* Host regular meetings with HSC Trusts to sharermédion and access the state
of provision on a regional basis;

» Support HSC Trusts where local contingency plang ia implemented on the
occasion of the re-registration or closure of a @and make sure any regional
learning is identified and shared;

» Develop a regional process to provide regular wgslan bed availability. This
includes the testing of a “real time” system toemscinformation from the HSC
Trusts; and
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* Meet regularly with the independent sector to ettederstand the pressure
affecting the market that could impact on markstability, including sector cost
pressures; and

* Monitor any relevant Failure to Comply Notices isduby the regulator, to
identify trends and manage risks.

In addition, the PHA has recently commenced a weviad nursing levels within
independent care homes.

EU Exit

The impact of any changes to regulations as atre$uhe planned EU exit is not yet

known. A key potential negative impact is on thersgment and retention of staff for

whom there is uncertainty regarding their post Ei legal status pending agreement of
EU exit arrangements.

HSCB will work closely with DoH and other HSC boslito determine potential impacts
and to agree requirements for strengthening oflegsi continuity arrangements.

In particular, the HSCB is actively scoping thegqudial impact of a “no deal” outcome
from the UK-EU negotiations on the services it pdeg, in line with the information

provided by the Department. The process will cargirio be refined as more clarity
emerges on the detail of the final agreement.

Neurology Call Back

Due to concerns being raised in relation to thetma of a consultant neurologist at the
Belfast Trust including work he undertook on belwdlbther Trusts and in relation to his
private practice, the HSCB and PHA have, at thedtiion of the DoH, established a
regional Coordination Group (to include represewstfor each of the five Trusts) to co-
ordinate the work necessary to complete a call-lbbeciew. The HSCB will work closely
with the Trusts and independent providers to ofatikir assessments of the numbers of
past and present patients who may be affectedriagsthat a consistent approach is
taken both during the review and reporting of ontes to enable patients to be assessed
and receive appropriate treatment and care wheseatuired.

The DoH has established an independent inquiry Iganexamine how concerns about
the clinician were communicated and responded he. DoH has also directed RQIA to
undertake an expert review of the records of dexkpsatients of the clinician who have
died over the past ten years and to include patieio died before this if there is a
concern.

Furthermore, the DoH has requested the RQIA to tiakie a review of the governance
of outpatient services in the Belfast Trust withaaticular focus on neurology services.

The call back exercise should be completed by tie af July 2018. The Governance
Review and Independent Inquiry are not plannedotmraence fully until the call back
exercise is completed in order to avoid divertiagaurces away from ensuring the needs
of patients are addressed.
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11.Conclusion

The HSCB has a rigorous system of accountabilityckvh can rely on as Accounting
Officer to form an opinion on the probity and usk public funds, as detailed in
Managing Public Money NI (MPMNI).

Further to considering the accountability framewatikhin the Body and in conjunction
with assurances given to me by the Head of Inteualit, | am content that the HSCB
has operated a sound system of internal goverrduraey the year 2017/18.
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REMUNERATION AND STAFF REPORT
Remuneration Report

A Committee of Non-Executive Board members existadvise the full Board on the
remuneration and terms and conditions of servic&émior Executives employed by the
Health and Social Care Board.

While the salary structure and the terms and cimmditof service for Senior Executives
is determined by the Department of Health (DoHg ®emuneration and Terms of
Service Committee has a key role in assessingdtfermance of Senior Executives and,
where permitted by DoH, agreeing the discretionevgl of performance related pay.

DoH Circulars on the 2016/17 and 2017/18 Seniorchtiee pay awards had not been
received by 31 March 2018. Any related paymentsrefiore have not been made to
Executive Directors.

The 2015/16 Senior Executive’s pay award was seitnoDoH circular HSC(SE) 1/2016
and was paid in line with the Remuneration Commait@greement on the classification
of Executive Directors’ performance, categorisedniagt the standards of ‘fully
acceptable’ or ‘incomplete’ as set out within tirewar.

The salary, pension entitlement and the value gftarable benefits in kind paid to both
Executive and Non-Executive Directors is set outhimi this report. None of the
Executive or Non-Executive Directors of the HSCBceiged any other bonus or
performance related pay in 2017/18. It should echohat Non-Executive Directors do
not receive pensionable remuneration and therefeme will be no entries in respect of
pensions for Non-Executive members.

Non-Executive Directors are appointed by the DoHlamthe Public Appointments
process and the duration of such contracts is ryrice a term of 4 years initially with a
possibility of extension.

Executive Directors are employed on a permanentacbminless otherwise stated in the
following remuneration tables.

Early Retirement and Other Compensation Schemes

There was 1 early retirement agreed relating toectiror past Senior Executives during
2017/18.

Membership of the Remuneration and Terms of Servic€ommittee:

Dr lan Clements - Chair
Dr Melissa McCullough — Non-Executive Director
Mr Brendan McKeever — Non-Executive Director (t6'3hnuary 2018)

The Committee is supported by the Director of Fasmnd the Director of Human
Resources (BSO).

71



HEALTH AND SOCIAL CARE BOARD

ANNUAL REPORT FOR THE YEAR ENDED 31 MARCH 2018

Median Salary (Table Audited)

The relationship between remuneration of the magtly paid director and the median
remuneration of the workforce is set out below. rfEheas been no significant change to

the ratio when compared to 2016/17.

2018 2017
Highest Earner’s Total
Remuneration (band in £0Q0s 155-160 155-160
Median Salary (£) 35,224 34,875
Median Total Remuneration 4.4 4.4

Ratio

Senior Employee’s Remuneration

The salary, pension entitlements, and the valngftaxable benefits in kind of the most
senior members of the HSCB were as follows (it &hdae noted that there were no

bonuses paid to any Director during 2017/18 or 202)6

Non Executive Members (Table Audited)

2017/18 2016/17
Name Salary | Benefits | Pension| Total | Salary| Benefits |Pensior] Total
£000s| in Kind |Benefits| £000s| £000s| in Kind [Benefit§ £000s
(Rounded| (to (Rounded| (to
to nearest nearest to nearestnearest
£100) | £1000) £100) |[£1000)
Dr lan ClementsGhair) | 30-35 200 - 30-35 30-3b 100 - 30-35
Mr Stephen Leach 5-10 - - 5-10 - - 5-10
Dr Melissa McCullough| 5-10 - - 5-10 - - 5-10
Mr Robert Gilmore 5-10 100 - 5-10 - - 5-10
Mr Brendan McKeever 5-10 100 - D 5-10 - - 5-10
Mr John Mone 5-10 200 - 5-10 200 - 5-10
Dr Robert Thompson
(Leaver 30/09/17) 0-5 i i 510 5-10 i i 510
Mrs Stephanie Lowry 5-10 - - 5-10 - - 5-10

Note: Some non-executive members may have received tenekind below £50 — this
will be rounded down to nil as specified in tH8 @lumn of the table above.
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Executive Members (Table Audited)

2017/18 2016/17
Name Salary | Benefits| Pension| Total | Salary | Benefits | Pension| Total
£000s | in Kind | Benefits| £000s | £000s | in Kind | Benefits| £000s
(Rounded (to (Rounded (to
to neares| nearest to nearest| nearest
£100) | £1000) £100) | £1000)
Mrs Valerie Watts 155-160 100 | 41,000/ 195-20055-160 200 | 36,000/ 190-195
Chief Executive
Mrs Fionnuala McAndrew
Director of Social Care 90-95 200 7,000f 95-10085-90 200 10,000 95-10p
and Children *
Mr Cecil Worthington 25.30
Acting Director of Social
) (90-95 - - 25-30 - - - -
Care and Children FYE)
(Starter 11th Dec 2017) ¢
Mr Paul Cummings d .
Director of Einance 110-115 4,900 | 19,000 130-13505-110 2,100 | 35,000{ 145-150
Dr Sloan Harper
Director of Integrated 125-130 2,600 | 40,000 165-17025-130 300 16,000| 140-145
Care
S (105110 200 - 35-40| 105-110 400 21,000 125-130
Commissioning FYE)
(Leaver 3*Jul 2017  *
DDr_rl\gtl;[loarrr(;chCarthy 30-35
Irector of (100105 - - 30-35 - - - -
Commissioning FYE)
(Starter 11 Dec 2017) ¥
Mr Michael Bloomfielc
Director of Performance |55 105 200 | 81,000 180-1§500-95| 200 | 54,000 145-1%0
and Corporate Services/
Deputy Chief Executive
Mr Sean Donaghy
Director of eHealthand |125-130 200 7,000 | 130-13325-130 200 18,000 145-150
External Collaboration
\s Louise McManon 105119 - | 30,000| 140-14525-30 | - 6,000| 30-35
irector

[l Any absences and gaps in posts being substanfillely have been covered through internal acting

arrangements.

FYE — Full Year Equivalent
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Pensions of Senior Management — Executive MemberBaple Audited)

2017/18
Name Real increase in| Total accrued |[CETV at|CETV at| Real
pension and |pension at age 6(81/03/17/31/03/18 increase
related lump sum|and related lump| £000s | £000s |in CETV
at age 60 sum £000s

£000s £000s
Mrs Valerie Watts . .

- - D b
Chief Executive (1)+(3a) 2.5-5 pension 10-15 pension 111 162 44
Mrs Fionnuala McAndrew . ,
Diretoror Sl Careand || QESpenson | M0aspension ||
Children @ < b P
Mr Paul Cummings 0-2.5 pension | 45-50 pension 915 984 35
Director of Finance 5-7.5 lump sum [140-145 lump sum
Dr Sloan Harper . :

. 2.5-5 pension 55-60 pension
Director of Integrated Care I’3b7'5'10 lump sum(170-175 lump sum 1,155 | 1,254 56
Mr Dean Sullivan
Director of Commissioning - - - - -
(Leaver 31 Jul 2017) 4
Dr Miriam McCarthy
Director of Commissioning - - - - -
(Starter 11th Dec 2017) 4)
Mr Michael Bloomfield . .
Director of Performance and 5?%5é5lupnefnnsslirr]n 1?)01@5|£ninsé%r:n 618 707 65
Corporate Services (3c) ' P P
Mr Sean Donaghy i . i .
Director of eHealth and 205?55Iupninssl?1r:n 1550915555 e 1037 | 1,100| 25
External Collaboration  (3d) ' b b
Ms Louise McMahon . 25-30 pension
Director (3e) 0-2.5pension | ,o 4, lump sum 306 407 21
Notes

(1) Since 17/10/16 the post holder has also been tkeirin Chief Executive of the Public Health Agenayda
had dual responsibility for the HSCB and the Pultfiealth Agency. All remuneration and pension
information has been reported under the substaptige in the HSCB and referenced as such in the PHA

report.

(2) CETV calculation not applicable for this post halde
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(3) CETV at 31/03/17 has been adjusted by Peadioanch, based on the current framework prescribed
by the Institute and Faculty of Actuaries as fokow
(a) 107 to 111 (b) 1,140 to1,155 (c) 617 to 618 ) 1(838 to 1,037
(e) 159 to 306

(4) This is an annual calculation so no figuaes available for this financial year.

The value of pension benefits accrued during tle jecalculated as the real increase in
pension multiplied by 20, plus the real increasamy lump sum, less the contributions
made by the individual. The real increases exclimeeases due to inflation or any

increase decrease due to transfer of pension rights

A Cash Equivalent Transfer Value (CETV) is the adaily assessed capital value of the
pension scheme benefits accrued by a member atiauyer point in time. The benefits
valued are a member’s accrued benefits in any mgatit spouse’s pension payable from
the scheme.

A CETV is a payment made by a pension scheme, rangement to secure pension
benefits in another pension scheme or arrangemkahva member leaves the scheme
and chooses to transfer their benefits accrueldein former scheme.

The pension figures shown relate to the benefitg the individual has accrued as a
consequence of their total membership of the pensatieme, not just their service in a
senior capacity to which disclosure applies.

The CETYV figures and the other pension detailsuidelthe value of any pension benefits
in another scheme or arrangement which the indalichas transferred to the HSC

pension scheme. They also include any additiomaision benefits accrued to the

member as a result of their purchasing additioealry of pension service in the scheme
at their own cost. CETVs are calculated within ¢hedelines and framework prescribed

by the Institute and Faculty of Actuaries.

Real increase in CETV - this reflects the increas€ETV effectively funded by the

employer. It takes account of the increase of wetrpension due to inflation,

contributions paid by the employee (including tlaue of any benefits transferred from
another pension scheme or arrangement) and usesa@omarket valuation factors for
the start and end of the period.

Pension contributions deducted from individual esypks are dependent on the level of

remuneration receivable and are deducted usinga#e sapplicable to the level of
remuneration received by the employee.
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Staff Costs Comprise (Table Audited):

2018 2017
Permanently | Others | Total Total
employed staff
£000s £000s £000s £000s
Wages and salaries 19,945 622 20,567 21,558
Social security costs 2,158 67 2,225 2,292
Other pension costs 3,032 94 3,126 3,207
Total staff costs reportec_i in Statement of 25135 783 25018 27,057
Comprehensive Expenditure
Less recoveries in respect of outward (411) (418)
secondments
Total net costs 25,507 26,639

The HSCB participates in the HSC Superannuatiore®eh Under this multi-employer
defined benefit scheme both the HSCB and emplopagsspecified percentages of pay
into the scheme and the liability to pay benefitsféo the DoH. The HSCB is unable to
identify its share of the underlying assets anblliiies in the scheme on a consistent and
reliable basis.

Average Number of Persons Employed (Table Audited)

The average number of whole time equivalent persomgloyed during the year was as
follows:

2018 2017
Permanently Others Total Total
employed staff
Commissioning of Health and Social Cafe 466 21 487 512
Less average staff number relating |to i i i i
capitalised staff costs
Less average staff number in respect of
outward secondments ©6) i ©6) Q)
Total net average number of persons 460 21 481 505
employed

Staff Composition

At 31 March 2018 the HSCB'’s headcount is 502 emg#gywhich equates to 449.16
WTE. Of this figure, 442 are permanent staff memalwith 60 temporary staff. The ratio
of female to male employees is 375 women to 127.men

There were 77 senior staffho earn over £67k or would earn over £67k if thaye 1.00
WTE, of these 35 are women and 42 men.
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Reporting of early retirement and other compensatia scheme — exit packages
(Table Audited)

, Number of Total number of exit
Exit package cost Number of other
compulsory packages by cost
band . departures agreed

redundancies band

2018 | 2017| 2018 2017 2018 2017
<£10,000 0 0 0 0 0 0
£10,000 - £25,000 0 0 0 1 0 1
£25,001 - £50,000 0 0 0 5 0 5
£50,001 - £100,000 0 0 0 3 0 3
£100,001 - £150,000 0 0 0 1 0 1
£150,001 - £200,000 0 0 0 0 0 0
£200,001 - £250,004 0 0 1 0 0 0
Total number of
exit packages by 0 0 1 10 1 10
type
Totalresource cost | ¢ | £o | g222|  £503 £222 £593
£000s

Redundancy and other departure costs have beennpaatordance with the provisions
of the HSC Pension Scheme Regulations and the Qusapen for Premature Retirement
Regulations, statutory provisions made under thpe&nnuation Act 1972. EXxit costs are
accounted for in full in the year in which the exitickage is approved and agreed and are
included as operating expenses at Note 3. Whehg mdirements have been agreed, the
additional costs are met by the HSCB and not byHB€ pension scheme. lll-health
retirement costs are met by the pension schemaranabt included in the table.

Staff Benefits

The HSCB had no staff benefits in 2017/18 or 2016/1
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HSCB Management Costs

2018 2017
£000s £000s
HSCB management costs 29,481 30,815
Income:
RRL 4,800,36! | 4574,70¢

Less non cash RRL excluding element to cover dir

negligence provision (10,446) (3,059)

Incomeper Note . 55,09( 53,446
Less interest receivable 0 0
Total Income 4,845,010 | 4,625,096
% of total income 0.61% 0.67%

The management costs have been prepared on cohdiasds from previous years and
have been based on the appropriate HSCB elememizimed in the circular HSS (THR)
2/99.

Retirements due to ill-health

During 2017/18 there were no early retirements ftbenHSCB agreed on the grounds of
ill-health.

Sickness Absence Data

The corporate cumulative annual absence levehi®HSCB for the period from 1 April
2017 — 31 March 2018 is 3.67% (2016/17 3.27%).

There were 32,625 hours lost due to sickness abs@tx16/17 30,872 hours), or the
equivalent of 65.0 hours (2016/17 58.9 hours) fmst employee. Based on a 7.5 hour
working day, this is equal to 8.67 days (2016/850ays) per employee.

Staff Policies Applied During the Financial Year

The Board is committed to promoting equality of ogpnity and good relations for all
groups under Section 75 of the Northern Ireland @ Equality of Opportunity Policy.
In respect of recruitment, the introduction of SthServices enabling online recruitment
continues to be embedded and the process updateduased within the HSCB and other
HSC organisations. A number of HR policies havenbgedated and are available on the
HSCB website including, Attendance Management, @péeave and Family Pack and
all staff have access to a range of organisatipoéities and procedures in respect of
flexible working arrangements which have been dtyjuatreened. It is anticipated that
training in respect of updated policies and esfigcian respect of Attendance
Management for HSCB staff will be rolled out durig@18/19. In addition, this year has
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also seen the introduction of a Gender Identityidydio support staff in the workplace.
This is currently going through the required appitquocesses prior to implementation.

The Board along with several other organisatiomginaes to participate in the Disability
Placement scheme which provides a 6 month employplacement for individuals with
a disability. After 4 months of placement, thesdividuals can apply for internal posts
within organisations participating in the scheme.

The Occupational Health Service provided to theanigation under a SLA continues to
support managers and staff as required. Any recamdations in respect of reasonable
adjustments where necessary, are implemented ér todacilitate and maintain the staff
member within the working environment. This mayluge relocation of an individual to
another post and all appropriate training requingdl be facilitated. Human Resource
colleagues work closely with all parties involv@dhe Disability legislation is part of the
Selection and Recruitment training for Board sta#fl staff including those with a
disability have the same opportunity and accedsaining, development and promotion
in respect of career development. This is assigjethe participation of all staff in the
Performance Appraisal process which affords disonssn career development and
progression.

Expenditure on Consultancy

The HSCB had no expenditure on consultancy projeleisng 2017/18. However,

notification was received that there was an exteroaasultancy project approved by DoH
at the end of 2016/17 for External Assurance ofElextronic Health and Care Record
Programme which should have been classified asuttansy. The expenditure in

2016/17 was therefore £67k, rather than nil asiptsly reported.

Off-Payroll Engagements

The HSCB is required to disclose whether there \megestaff or public sector appointees
contracted through employment agencies or self-eyaol with a total cost of over
£58,200 during the financial year, which were natdpthrough the HSCB Payroll. In
2017/18 there were no such ‘off-payroll’ engagerad2016/17 — none).
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ASSEMBLY ACCOUNTABILITY AND AUDIT REPORT

Funding Report

Reqularity of Expenditure

The Board has robust internal controls in placsupport the regularity of expenditure.
These are supported by procurement experts (BSG)Pannually reviewed Standing
Orders, Standing Financial Instructions and Schemnh®elegated Authority and the
dissemination of new Departmental guidance whengragiate. Expenditure and the
governing controls are independently reviewed khgrimal and External Audit and are
self-assessed in controls assurance standards\d20il7/18 there has been no evidence
of irregular expenditure.

Losses and Special Payments

2017/18 2016/17
Type of loss and special payment Number £ £
of Cases
Administrative write-offs
| Bad Debt - - 13¢
Cash losses
Cash Losses — Overpayments of salaries, 1 284 -
wages and allowances
Special Payments
Compensation payments:
- Clinical Negligence 10 236,750 3,113,846
- Employers Liability 5 28,025 11,511
TOTAL 16 265,059 | 3,125,496

Special Payments

There were no other special payments or gifts ndadieg the year (2016/17 — none).

Other Payments and Estimates

There were no other payments made during the g846(17 — none).
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Estimate of Patient Exemption Fraud and Error

The calculation was carried out by the Businessi&es Organisation (BSO) Information
and Registration Unit on the following basis:

1.

The BSO, on behalf of HSCB handles payments toraoturs providing family
practitioner services. The Counter Fraud and PyoS#rvice within the BSO are
responsible for checking patient exemption entidemand for taking follow-up
action where a patient's claim to exemption fromtutory charges has not been
confirmed.

Given the volume of Dental and Ophthalmic claimshegear, sampling is used to
establish an estimate of the total annual poteltss due to fraud and error. Patients
aged 80 and over are excluded from the populatiom fwhich the sample is drawn.
The sample data is passed to the Department fok&8\amd Pensions and the NHS
Business Services Authority to provide independenification of entittement across
a number of exemption categories. Following thebecks, the sample data is
returned and uploaded to the Electronic Prescrilaind Eligibility System (EPES)
case management system. All cases where verificaticentittement has not been
confirmed are referred within EPES for further istigation.

To estimate the total annual loss due to patieetmgtion fraud and error in the
population, the BSO applies the estimated rat®ss for each exemption category in
the sample to the volumetric and average liabibtythat category in the population.

This year a methodological change has been incatgadrinto the calculation: those
cases which are discontinued and not followed op ékample where the patient is
terminally ill or in a nursing home) are now excdddrom the calculation.

The best estimate available for patient exempti@ud in 2017/18 is £3.6m (£2.8m
Dental, £0.8m Ophthalmic). The combined estimate2f@l6/17 was £3.5m. However,
retrospectively applying the new methodology toleae the discontinued cases would
lead to a revised combined estimate of £3.3m fdr6207. If the revised figures for
2016/17 were then uplifted to 2017/18 activity lsyehe estimated combined figure
remains at £3.3m.

Losses and Special Payments over £250,000

Losses and Special Payments over £250,000 Nucr:n ber of | 2017/18|  2016/17
ases £ £

Special Payments

Prior year total (2 cases) - - 2,777,596

TOTAL - - 2,777,596
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Remote Contingent Liabilities

In addition to contingent liabilities reported wittthe meaning of IAS37 shown in Note
21 of the Annual Accounts, the HSCB also considiatslities for which the likelihood
of a transfer of economic benefit in settlementamsidered too remote to meet the
definition of contingent liability. As at 31 Marck018, the Board is not aware of any
remote contingent liabilities.

//

1 { B

(Glone Netls

Mrs Valerie Watts
Chief Executive

Date: 14 June 2018
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Glossary of Terms
ALB — Arm’s Length Body
BSO - Business Services Organisation

Chronic conditions — illnesses such as diabeté®art disease that can affect people over
long periods of their lives and need regular treathand medication.

CoPE - Centre of Procurement Expertise
DoH — Department of Health
ED — Emergency Department

E-Health and Social Care — the use of informatiosh @mmunication technologies (ICT)
for health.

Elective Care - care that is planned, for examplgen a patient has an appointment for
an operation or procedure or just to see a spstadian out-patient

Evidence based commissioning — the provision ofthesend social care services based
upon proven evidence of their value.

GP — General Practitioner

Health inequalities — the differences in health dimel rates of illness across different
sections of the population and different areas wip=ople live. For instance, we know
that in areas of social and economic deprivatioorenpeople tend to suffer from illnesses
such as heart disease.

HRPTS — Human Resources, Payroll, Travel and Sielnsis
HSC — Health and Social Care

Integrated Care Partnerships (ICPs) — collaboratiegvork of health and social care
professionals, community and voluntary sector, sigard carers, working as part of a
multidisciplinary team to provide and support a enocomplete range of services.

Local Commissioning Groups (LCGs) — Committeeshefitiealth and Social Care Board
that are comprised of GPs, professional healthsaihl care staff such as dentists and
social workers and community and elected repreteaga Their role is to help the Board
arrange or commission health and social care sata local level.

Locum doctors — doctors whose work is based uport sérm or temporary contracts.

Managed clinical networks — the provision of cladiservices to patients through expert,
closely linked and effective teams of staff.

National Institute for Clinical Excellence (NICE) an expert organisation based in
London that guides health care organisations athes$JK on the effectiveness of new
treatments, new drugs and other innovations.
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NIAS — Northern Ireland Ambulance Service

NIASP - Northern Ireland Adult Safeguarding Parsigp

NISAT - Northern Ireland Single Assessment Tool

OFMDFM - Office of the First Minister and Deputyr&i Minister

Palliative care — services for people who are teafly ill and who suffer from conditions
such as advanced cancer.

PHA — Public Health Agency
PPI — Patient and public involvement

Primary care — the care services that people recailiile living at home in the
community from people such as their GP, distrigseuphysiotherapist or social worker.

Public and stakeholder engagement — the procesteefing, discussing and consulting
with people and communities who use health andatservices.

Reablement — programme of support to assist peioplgetting back to independent
living.

RQIA - Regulation and Quality Improvement Authority

Quality Outcomes Framework — a system under whhehefffectiveness of schemes and
measures to improve health is measured againstod agreed targets.

S6 — a recommendation in the Marshall Implementafan: Tackling Child Sexual
Exploitation in Northern Ireland, for which the HB@s responsible.

Trusts — organisations that directly provide carepatients and clients through such
facilities as hospitals and social services centres

Unscheduled Care - any unplanned contact with #edtlh or social services such as
urgent care and emergency care.
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THE CERTIFICATE AND REPORT OF THE COMPTROLLER AND A UDITOR
GENERAL TO THE NORTHERN IRELAND ASSEMBLY

Opinion on financial statements

| certify that | have audited the financial statemseof the Health and Social Care Board
for the year ended 31 March 2018 under the Heatith &ocial Care (Reform) Act
(Northern Ireland) 2009. The financial statementsmprise the Statements of
Comprehensive Net Expenditure, Financial Positieash Flows, Changes in Taxpayers’
Equity and the related notes. These financial stat#s have been prepared under the
accounting policies set out within them. | haveoatudited the information in the
Accountability Report that is described in thatoems having been audited.

In my opinion the financial statements:

e give a true and fair view of the state of the Healtd Social Care Board’s affairs
as at 31 March 2018 and of the Health and Socia¢ Gaard’'s net expenditure
for the year then ended; and

* have been properly prepared in accordance withHbelth and Social Care
(Reform) Act (Northern Ireland) 2009 and Departmeinitealth directions issued
thereunder.

Opinion on regularity

In my opinion, in all material respects the expé&m@ and income recorded in the
financial statements have been applied to the paeipmtended by the Assembly and the
financial transactions recorded in the financiatestnents conform to the authorities
which govern them.

Basis of opinions

| conducted my audit in accordance with Internalo8tandards on Auditing (UK)
(ISAs) and Practice Note 10 ‘Audit of Financial t8taents of Public Sector Entities in
the United Kingdom’. My responsibilities under tleostandards are further described in
the Auditor's responsibilities for the audit of tlimancial statements section of this
certificate. My staff and | are independent of tHealth and Social Care Board in
accordance with the ethical requirements of thear@ral Reporting Council's Revised
Ethical Standard 2016, and have fulfilled our oté#ical responsibilities in accordance
with these requirements. | believe that the ausitence obtained is sufficient and
appropriate to provide a basis for my opinions.

Other Information

The Board and the Accounting Officer are respoesibt the other information included
in the annual report. The other information congsishe information included in the
annual report other than the financial statemehts,parts of the Accountability Report
described in the report as having been audited,nancudit certificate and report. My
opinion on the financial statements does not cakerother information and | do not
express any form of assurance conclusion thereon.
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In connection with my audit of the financial statams, my responsibility is to read the
other information and, in doing so, consider whethe other information is materially
inconsistent with the financial statements or mywledge obtained in the audit or
otherwise appears to be materially misstated.d§eld on the work | have performed, |
conclude that there is a material misstatemenhiefdther information, | am required to
report that fact. | have nothing to report in tlagard.

Opinion on other matters
In my opinion:

» the parts of the Accountability Report to be autliave been properly prepared
in accordance with Department of Headlirections made under the Health and
Social Care (Reform) Act (Northern Ireland) 2008¢ a

» the information given in the Performance Report &cdountability Report for
the financial year for which the financial staternseare prepared is consistent
with the financial statements.

Responsibilities of the Board and Accounting Officefor the financial statements

As explained more fully in the Statement of AccangptOfficer Responsibilities, the
Board and the Accounting Officer are responsible tfe preparation of the financial
statements and for being satisfied that they gitreeaand fair view.

Auditor’s responsibilities for the audit of the financial statements

My responsibility is to audit, certify and repom the financial statements in accordance
with the Health and Social Care (Reform) Act (Nerthireland) 2009.

| am required to obtain evidence about the amoant$ disclosures in the financial
statements sufficient to give reasonable assurdratethe financial statements are free
from material misstatement, whether caused by fauerror. Reasonable assurance is a
high level of assurance, but is not a guaranteeath@udit conducted in accordance with
ISAs will always detect a material misstatement mviteexists. Misstatements can arise
from fraud or error and are considered materiaihdijvidually or in the aggregate, they
could reasonably be expected to influence the enandecisions of users taken on the
basis of these financial statements.

A further description of my responsibilities forettaudit of the financial statements is
located on the Financial Reporting Council's websit
www.frc.org.uk/auditorsresponsibilitie¥his description forms part of my certificate.

In addition, | am required to obtain evidence sigint to give reasonable assurance that
the expenditure and income recorded in the finhistzgaements have been applied to the
purposes intended by Assembly and the financialstrations recorded in the financial
statements conform to the authorities which govieem.

Matters on which | report by exception

I have nothing to report in respect of the follogvimatters which | report to you if, in my
opinion:
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» adequate accounting records have not been kept; or

» the financial statements and the parts of the Acthility Report to be audited
are not in agreement with the accounting records; o

* | have not received all of the information and exyltions | require for my audit;
or

» the Governance Statement does not reflect com@iavith the Department of
Finance’s guidance.

Report

| have no observations to make on these finan@sments.

Ko ] @m@%/

KJ Donnelly

Comptroller and Auditor General
Northern Ireland Audit Office
106 University Street

Belfast

BT7 1EU

19 June 2018
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FOREWORD

These accounts for the year ended 31 March 2018 been prepared in a form determined
by the Department of Health (DoH) based on guiddnmen the Department of Finance’s

Financial Reporting Manual (FReM) and in accordawit@ the requirements of the Health

and Social Care (Reform) Act (Northern Ireland) 200
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CERTIFICATES OF DIRECTOR OF FINANCE, CHAIRMAN AND C HIEF
EXECUTIVE

| certify that the annual accounts set out in tharfcial statements and notes to the accounts
(pages 91 to 122) which | am required to prepareeairalf of the Health and Social Care
Board have been compiled from, and are in accosdavith, the accounts and financial
records maintained by the Health and Social Casrdand with the accounting standards
and policies for HSC bodies approved by the DoH.

7
/7
- , . o,
wnd A ummings

Paul Cummings
Director of Finance

Date 14 June 2018

| certify that the annual accounts set out in tharfcial statements and notes to the accounts
(pages 91to 122) as prepared in accordance wéhabove requirements have been
submitted to and duly approved by the Board.

lan Clements
Chairman

Date 14 June 2018

~

/ ,
}?’:1/{"; VAVe/d

Valerie Watts
Chief Executive

Date 14 June 2018
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This account summarises the expenditure and income gedesati consumed on an accruals basis. It also includes other
comprehensive income and expenditure, which includes ggwaito the values of non-current assets and other financial

instruments that cannot yet be recognised as incsragpenditure.

Income

Income from activities

Other income (excluding interest)
Deferred income

Total operating income

Expenditure

Staff costs

Purchase of goods and services

Depreciation, amortisation and impairment charges
Provision expense

Other expenditures

Total operating expenditure

Net Expenditure
Finance income

Finance expense
Net expenditure for the yea

Revenue Resource Limits (RRLs) and capital grantssued (to)

Belfast Health & Social Care Trust

South Eastern Health & Social Care Trust
Southern Health & Social Care Trust
Northern Health & Social Care Trust
Western Health & Social Care Trust

NIAS Health & Social Care Trust

NI Medical & Dental Training Agency
Patient and Client Council

Total RRL issued

Total Commissioner resources utilised
Revenue Resource Limit (RRL) received from DoH

Surplus / (Deficit) against RRL

OTHER COMPREHENSIVE EXPENDITURE

Items that will not be reclassified to net operatig costs:
Net gain/(loss) on revaluation of property, plamd &quipment

Net gain/(loss) on revaluation of intangibles

TOTAL COMPREHENSIVE EXPENDITURE for the year ended

31 March

The notes on pages 95 to 122 form part of theseuats

2018 2017
NOTE £000 £000
4.1 53,884 52,230
4.2 1,189 1,209
43 0 0
55,073 53,439
(25,918) (27,057)
3 (1,007,097) (979,885)
3 2,346) (2,516)
3 (8,035) (360)
3 (20,186) (19,903)
(1,063,580) (1,029,721)
(1,008,508) (976,282)
4.2 17 7
3 0 0
(1,008,490 (976,275
(1,278,726) (1,225,599)
(586,620) (554,899)
(593,818) (561,431)
(669,550) (628,827)
(591,259) (560,107)
(69,904) (65,891)
(1,646) (1,531)
() ()
(3,791,528) (3,598,290)
(4,800,019) (4,574,565)
24.1 ,800,366 4,574,708
347 147
2018 2017
NOTE £000 £000
5.1/8/5.2/: 228 19¢
6.8/3/8 8 20
(1,008,258) (976,059)
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STATEMENT of FINANCIAL POSITION as at 31 March 201 8

This statement presents the financial position of the HS@Bcomprises three main components: assets owned or cleatrol
liabilities owed to other bodies; and equity, teenaining value of the entity.

2018 2017

NOTE £00C( £00C( £00C( £00C(
Non Current Asset:
Property, plant and equipment 5.1/5.2 14,998 14,659
Intangible assets 6.1/6.2 1,979 1,355
Financial assets 7 787 866
Total Non Current Assets 17,76¢ 16,88(
Current Assets
Trade and other receivables 12 4,993 4,454
Other current assets 12 49 3
Financial assets 7 111 110
Cash and cash equivalents 11 5,479 1,041
Total Current Assets 10,63 5,60¢
Total Asset: 28,39¢ 22,48¢
Current Liabilities
Trade and other payables 13 (156,127) (145,388)
Provisions 15 (5,633) (5,277)
Total Current Liabilities (161,760 (150,665
Total assets less current liabilitie (133,364 (128,177
Non Current Liabilities
Provisions 15 (37,812) (32,485)
Total Non Current Liabilities (37,812 (32,485
Total assets less total liabilitie (171,176 (160,662
Taxpayers' Equity and other reserve
Revaluation reserve 8,606 8,373
SoCNE reserve (179,782) (169,035)
Total equity (171,176 (160,662

The financial statements on pages 91 to 122 weysoapd by the Board on 14 June 2018 and were signéts behalf by:

Signed 7~ ¢ () /( <" (Chairman) Date 14 June 2018

/ J7 ‘/' 'r/ k'
Signed \/ e A//jf > (Chief Executive) Date 14 June 2018
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STATEMENT of CASH FLOWS for the year ended 31 March2018

The Statement of Cash Flows shows the changes in cash andeqastalents of the HSCB during the reporting period. The
statement shows how the HSCB generates and uses cash arehoasiients by classifying cash flows as operating, inngsand
financing activities. The amount of net cash flows arisiranf operating activities is a key indicator of service castd the extent to
which these operations are funded by way of income from tle@ients of services provided by the HSCB. Investing atiéigi
represent the extent to which cash inflows and outflows leaen made for resources which are intended to contributeetbl SCB's

future public service delivery.

Cash flows from operating activities

Net surplus after interest/Net operating expenditur
Adjustments for non cash transactions
(Increase)/decrease in trade and other receivables
Increase/(decrease) in trade payables

Less movements in payables relating to items not passing through the NEA

Movements in payables relating to the purchaseajqrty, plant and equipme
Movements in payables relating to the purchasetahgibles

Use of provisions

Net cash outflow from operating activities

Cash flows from investing activities

(Purchase of property, plant & equipment)

(Purchase of intangible assets)

(FTC loans issued to GPs)

FTC loans returned by GPs

Net cash outflow from investing activities

Cash flows from financing activities

Grant in aid

Capital element of payments - finance leases arfuatance sheet (SoFP) PFI
and other service concession arrangen

Net financing

Net increase (decrease) in cash & cash equivalemtsthe period
Cash & cash equivalents at the beginning of the pierd

Cash & cash equivalents at the end of the peri

The notes on pages 95 to 122 form part of theseuads.
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NOTE

SoCNE
3
2
13

13
13

15

~N~N o o

11
11

2018 2017
£000 £000
(1,008,490) (976,275)
10,446 3,059
1 (585) 1,686
10,740 (17,647)
(259 (71)
102 595
(2,352) (4,840)
(990,399) (993,493)
(1,845) (1,614)
(1,123) (767)
0 (750)
113 43
(2,855) (3,088)
997,692 987,527
0 0
997,692 987,527
4,438 (9,054)
1,041 10,095
5,47¢ 1,041
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STATEMENT of CHANGES in TAXPAYERS' EQUITY for they ear ended 31 March 2018

This statement shows the movement in the year on the diffeeserves held by HSCB, analysed into the SOCNE Reserve (i.e
that reserve that reflects a contribution from the Depantroé Health) and the Revaluation Reserve (i.e. reflectirgdhange in
asset values that have not been recognised as income ordéxpen The SOCNE Reserve represents the total assets less
liabilities of the HSCB, to the extent that thealds not represented by other reserves and fingritéms.

Revaluation
NOTE SoCNE Reserve Reserve Total
£000 £000 £000

Balance at 31 March 2016 (180,339) 8,157 (172,182)
Changes in Taxpayers' Equity 2016/17
Grant from DoH 987,527 0 987,527
Other reserves movements including transfers 0 0 0
(Comprehensive expenditure for the year) (976,275) 6 21 (976,059)
Transfer of asset ownership 0 0 0
Non cash charges - auditors remuneration 3 52 0 52
Balance at 31 March 2017 (169,035) 8,373 (160,662)
Changes in Taxpayers' Equity 2017/18
Grant from DoH 997,692 0 997,692
Other reserves movements including transfers 0 0 0
(Comprehensive expenditure for the year) (1,008,490) 233 (1,008,258)
Transfer of asset ownership 0 0 0
Non cash charges - auditors remuneration 3 52 0 52
Balance at 31 March 2018 (179,782) 8,606 (171,176)

The notes on pages 95 to 122 form part of thesauats.
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NOTE 1 - STATEMENT OF ACCOUNTING POLICIES
1 Authority

These accounts have been prepared in a form deedrby the Department of Health (DoH)
based on guidance from the Department of Finan€glancial Reporting manual (FReM)
and in accordance with the requirements of Arte@$2) (a) of the Health and Personal
Social Services (Northern Ireland) Order 1972 N65LENI 14) as amended by Article 6 of
the Audit and Accountability (Northern Ireland) @rd2003 and the Health and Social Care
(Reform) Act (Northern Ireland) 2009.

The accounting policies follow International FinaidReporting Standards (IFRS) to the
extent that it is meaningful and appropriate to ltealth and Social Care Board (HSCB).
Where a choice of accounting policy is permittéte ficcounting policy which has been
judged to be most appropriate to the particularurirstances of the HSCB for the purpose of
giving a true and fair view has been selected. FIB€B’s accounting policies have been
applied consistently in dealing with items consatematerial in relation to the accounts,
unless otherwise stated.

In addition, due to the manner in which the HSCHusded, the Statement of Financial
Position will show a negative position. In line wihe FReM, sponsored entities such as the
HSCB which show total net liabilities, should premdinancial statements on a going
concern basis. The cash required to discharge thetskabilities will be requested from the
Department when they fall due, and is shown in $itetement of Changes in Taxpayers’
Equity.

1.1 Accounting convention

These accounts have been prepared under the ¢tédtooist convention modified to account
for the revaluation of property, plant and equiptnen

1.2 Currency and Rounding

These accounts are presented in UK Pounds steflimgfigures in the accounts are shown to
the nearest £1,000, which may give rise to roundiffgrences.

1.3 Property, Plant and Equipment

Property, plant and equipment assets comprise [Buittlings, Plant & Machinery,
Information Technology, and Furniture & Fittings.

Recognition
Property, plant and equipment must be capitalied i

» itis held for use in delivering services or fonadistrative purposes;

» itis probable that future economic benefits wil¥ to, or service potential will be
supplied to, the HSCB;

» itis expected to be used for more than one firdn@ar;

» the cost of the item can be measured reliably; and

» the item has cost of at least £5,000; or
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» collectively, a number of items have a cost okast £5,000 where the assets are
functionally interdependent, they had broadly stam#ous purchase dates, are
anticipated to have simultaneous disposal datessndnder single managerial control;
or

» items form part of the initial equipping and segtip cost of a new building or unit,
irrespective of their individual or collective cost

On initial recognition property, plant and equiprheme measured at cost including any
expenditure such as installation, directly attratlé¢ to bringing them into working condition.
Items classified as “under construction” are recegphin the Statement of Financial Position
to the extent that money has been paid or a liglhiiis been incurred.

Valuation of Land and Buildings

Land and buildings are carried at the last proéesdivaluation, in accordance with the Royal
Institute of Chartered Surveyors (Statement of As#aluation Practice) Appraisal and
Valuation Standards in so far as these are consisith the specific needs of the HSC.

The last valuation was carried out on 31 Januafyb2fy Land and Property Services (LPS)
which is an independent executive body within trep@rtment of Finance. The valuers are
gualified to meet the ‘Member of Royal Institutiaf Chartered Surveyors’ (MRICS)
standard. Professional revaluations of land anidliogjs are undertaken at least once in every
five year period and are revalued annually, betwg@fessional valuations, using indices
provided by LPS.

Land and buildings used for the HSCB are statethénStatement of Financial Position at
their revalued amounts, being the fair value atdhte of revaluation less any subsequent
accumulated depreciation and impairment losses.

Fair values are determined as follows:

* Land and non-specialised buildings — open markieievior existing use;

» Specialised buildings — depreciated replacemerit aod

» Properties surplus to requirements — the lowempehamarket value less any material
directly attributable selling costs, or book vaatadate of moving to non-current assets.

Modern Equivalent Asset

DoF has adopted a standard approach to deprecigpdatement cost valuations based on
modern equivalent assets and, where it would nieetdacation requirements of the service
being provided, an alternative site can be valleshd and Property Services (LPS) have
included this requirement within the latest valoati

Assets under Construction (AUC)

Properties in the course of construction for senac administration purposes are carried at
cost, less any impairment loss. Assets are revadneddepreciation commences when they
are brought into use. The HSCB had no AUC in eig@7/18 or 2016/17.
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Short Life Assets

Short life assets are not indexed. Short life isnée as a useful life of up to and including 5
years. Short life assets are carried at depreclatdric cost as this is not considered to be
materially different from fair value and are depaged over their useful life.

Where estimated life of fixtures and equipment exc® years, suitable indices will be
applied each year and depreciation will be baseidaexed amount.

Revaluation Reserve

An increase arising on revaluation is taken torthaluation reserve except when it reverses
an impairment for the same asset previously resegnin expenditure, in which case it is

credited to expenditure to the extent of the desrgaeviously charged there. A revaluation
decrease is recognised as an impairment chargee teevaluation reserve to the extent that
there is a balance on the reserve for the assettaréafter, to expenditure.

1.4 Depreciation

No depreciation is provided on freehold land sidaed has unlimited or a very long
established useful life. Items under constructioe @ot depreciated until they are
commissioned. Properties that are surplus to requénts and which meet the definition of
“non-current assets held for sale” are also notetsated.

Otherwise, depreciation is charged to write off tosts or valuation of property, plant and
equipment and similarly, amortisation is appliedintangible non-current assets, less any
residual value, over their estimated useful livess manner that reflects the consumption of
economic benefits or service potential of the ass&tsets held under finance leases are also
depreciated over the lower of their estimated uskfas and the terms of the lease. The
estimated useful life of an asset is the periodr ovhich the HSCB expects to obtain
economic benefits or service potential from theeisBstimated useful lives and residual
values are reviewed each year end, with the effieahy changes recognised on a prospective
basis.

The following asset lives have been used.

Asset Type Asset Life
Freehold Buildings 25 — 60 years
IT assets 3 — 10 years
Intangible asse 3-10year
Other Equipmet 3-15year

1.5 Impairment loss

If there has been an impairment loss due to a geebange in prices, the asset is written
down to its recoverable amount, with the loss cbdrim the revaluation reserve to the extent
that there is a balance on the reserve for the assk thereafter, to expenditure within the
Statement of Comprehensive Net Expenditure (SoCNEhe impairment is due to the
consumption of economic benefits the full amounttloé impairment is charged to the
SoCNE and an amount up to the value of the impaitnie the revaluation reserve is
transferred to the SOCNE Reserve. Where an impairioss subsequently reverses, the
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carrying amount of the asset is increased to thised estimate of the recoverable amount
but capped at the amount that would have been rdeted had there been no initial
impairment loss. The reversal of the impairmens lisscredited firstly to the SoCNE to the
extent of the decrease previously charged therdhardafter to the revaluation reserve.

1.6 Subsequent expenditure

Where subsequent expenditure enhances an assendbégooriginal specification, the

directly attributable cost is capitalised. Wherdosmguent expenditure which meets the
definition of capital restores the asset to itsgioal specification, the expenditure is
capitalised and any existing carrying value ofiteen replaced is written-out and charged to
operating expenses.

The overall useful life of the HSCB’s buildings &k account of the fact that different
components of those buildings have different usk¥els. This ensures that depreciation is
charged on those assets at the same rate as rhepamponents had been identified and
depreciated at different rates.

1.7 Intangible assets

Intangible assets includes any of the followingdhel software, licences, trademarks,
websites, development expenditure, Patents, Gobdanld intangible Assets under
Construction. Software that is integral to the agieg of hardware, for example an operating
system is capitalised as part of the relevant iémroperty, plant and equipment. Software
that is not integral to the operation of hardwali@, example application software, is
capitalised as an intangible asset. Expenditureesearch is not capitalised: it is recognised
as an operating expense in the period in which ibéurred. Internally-generated assets are
recognised if, and only if, all of the following V@been demonstrated:

» the technical feasibility of completing the intalolgi asset so that it will be available for
use;

* the intention to complete the intangible assetwzsdlit;

» the ability to sell or use the intangible asset;

* how the intangible asset will generate probablerieconomic benefits or service
potential,

» the availability of adequate technical, financiatlather resources to complete the
intangible asset and sell or use it; and

» the ability to measure reliably the expenditurelaatable to the intangible asset during
its development.

Recognition

Intangible assets are non-monetary assets withoggigal substance, which are capable of
sale separately from the rest of the HSCB'’s busimesvhich arise from contractual or other
legal rights. Intangible assets are consideredte la finite life.

They are recognised only when it is probable thairé economic benefits will flow to, or

service potential be provided to, the HSCB wheme ¢bst of the asset can be measured
reliably. All single items over £5,000 in value rdme capitalised while intangible assets
which fall within the grouped asset definition mhg capitalised if the group is at least
£5,000 in value. The amount recognised for intdyrgénerated intangible assets is the sum
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of the expenditure incurred from the date of comoeement of the intangible asset, until it is
complete and ready for use.

Intangible assets acquired separately are initi@tognised at fair value. Following initial
recognition, intangible assets are carried atvialiue by reference to an active market, and as
no active market currently exists depreciated @ptzent cost has been used as fair value.

1.8 Non-current assets held for sale

The HSCB had no non-current assets held for ssdgher 2017/18 or 2016/17.
1.9 Inventories

The HSCB had no inventories as at 31 March 201BlLdvlarch 2017.

1.10 Income

Operating Income relates directly to the operatingvities of the HSCB and is recognised
when, and to the extent that, performance occumd,i® measured at the fair value of the
consideration receivable.

Grant in aid

Funding received from other entities, including teH is accounted for as grant in aid and
is reflected through the Statement of ComprehensateExpenditure Reserve.

1.11 Investments
The HSCB did not hold any investments in either720& or 2016/17.
1.12 Other expenses

Other operating expenses for goods or serviceseamgnised when, and to the extent that,
they have been received. They are measured aitheafue of the consideration payable.

1.13 Cash and cash equivalents

Cash is cash in hand and deposits with any finhimgétution repayable without penalty on
notice of not more than 24 hours. Cash equivalarésnvestments that mature in 3 months
or less from the date of acquisition and that asslily convertible to known amounts of cash
with insignificant risk of change in value.

1.14 Leases

Leases are classified as finance leases when stibfifa all the risks and rewards of
ownership are transferred to the lessee. All direses are classified as operating leases.

The HSCB as lessee

The HSCB held no finance or operating leases duiiig//18 or 2016/17.
The HSCB as lessor

The HSCB did not have any lessor agreements iere®17/18 or 2016/17.
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1.15 Private Finance Initiative (PFI) transactions

The HSCB had no PFI transactions during 2017/13046/17.
1.16 Financial instruments

* Financial assets

Financial assets are recognised on the Statemefinahcial Position (SoFP) when the
HSCB becomes party to the financial instrument i@attor, in the case of trade receivables,
when the goods or services have been deliverednEial assets are derecognised when the
contractual rights have expired or the asset has transferred.

During 2015/16 the HSCB introduced one type ofririal instrument, the GP Infrastructure
Loans Scheme. These assets have been initiallgmeszal at fair value in the Statement of
Financial Position.

* Financial liabilities
The HSCB had no financial liabilities in 2017/182016/17.
* Financial risk management

IFRS 7 requires disclosure of the role that finahitistruments have had during the period in
creating or changing the risks a body faces in tadmg its activities. Because of the

relationships with the DoH, and the manner in whioby are funded, financial instruments
play a more limited role within HSC bodies in ciegtrisk than would apply to a non-public

sector body of a similar size, therefore the HSEBiat exposed to the degree of financial
risk faced by business entities.

The HSCB has limited powers to borrow or investphis funds and financial assets and
liabilities are generated by day to day operati@uivities rather than being held to change
the risks facing the HSCB in undertaking activiti€éherefore the HSCB is exposed to little
credit, liquidity or market risk.

» Currency risk

The HSCB is principally a domestic organisationhwibhe great majority of transactions,
assets and liabilities being in the UK and Sterlimgsed. The HSCB has no overseas
operations. The HSCB therefore has low exposuceit@ncy rate fluctuations.

* |Interest rate risk

The HSCB has limited powers to borrow or invest Hratefore has low exposure to interest
rate fluctuations.

* Credit and liquidity risk

Since the HSCB receives the majority of its fundirgm the DoH, it has low exposure to
credit risk and is not exposed to significant Idijtyi risks.

The credit risk associated with the financial instents (GP Loan Scheme) has been
assessed as minimal during the application praedsvill be reviewed on an annual basis.
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1.17 Provisions

In accordance with IAS 37, provisions are recoghisen the HSCB has a present legal or
constructive obligation as a result of a past evénis probable that the HSCB will be
required to settle the obligation, and a relialdgéneate can be made of the amount of the
obligation. The amount recognised as a provisiothé best estimate of the expenditure
required to settle the obligation at the end ofreq@orting year, taking into account the risks
and uncertainties.

Where a provision is measured using the cash flestsnated to settle the obligation, its
carrying amount is the present value of those flasfs using Department of Finance issued
discount rates of -2.42% (1-5 years), -1.85% (5¢/48rs), -1.56% (>10 years), or 1.37% in
the case of injury benefit cases, in real terms.

The HSCB has also disclosed the carrying amounhetbeginning and end of the year,
additional provisions made, amounts used duringydes, unused amounts reversed during
the year and increases in the discounted amousin@rirom the passage of time and the
effect of any change in the discount rate.

When some or all of the economic benefits requitedettle a provision are expected to be
recovered from a third party, the receivable iogeised as an asset if it is virtually certain
that reimbursements will be received and the amaidnthe receivable can be measured
reliably.

Present obligations arising under onerous contracts recognised and measured as a
provision. An onerous contract is considered testewinere the HSCB has a contract under
which the unavoidable costs of meeting the oblayeti under the contract exceed the
economic benefits expected to be received under it.

A restructuring provision is recognised when theOBSdevelops a detailed formal plan for
the restructuring and has raised a valid expectatidghose affected that it will carry out the
restructuring by starting to implement the planammouncing its main features to those
affected by it.

The measurement of a restructuring provision inetudnly the direct expenditures arising
from the restructuring, which are those amounts #ra both necessarily entailed by the
restructuring and not associated with on-goingvéies of the HSCB.

1.18 Contingencies

Where the time value of money is material, contirigebilities which are required to be

disclosed under IAS 37 are stated at discounteduateacand the amount reported to the
Assembly separately noted. Contingent liabilitiest tare not required to be disclosed by IAS
37 are stated at the amounts reported to the Adgetdbder IAS 37, the HSCB discloses

contingent liabilities where there is a possibldigattion that arises from past events and
whose existence will be confirmed only by the ocence or non-occurrence of one or more
uncertain future events not wholly within the cohtof the HSCB, or a present obligation
that is not recognised because it is not probdidea payment will be required to settle the
obligation or the amount of the obligation cannet mmeasured sufficiently reliably. A

contingent liability is disclosed unless the potisjbof a payment is remote.
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A contingent asset is a possible asset that ansespast events and whose existence will be
confirmed by the occurrence or non-occurrence @& onmore uncertain future events not
wholly within the control of the HSCB. A contingeasset is disclosed where an inflow of
economic benefits is probable.

Where the time value of money is material, contirages are disclosed at their present value.
1.19 Employee benefits
Short-term employee benefits

Under the requirements of IAS 19: Employee Bengefitaff costs must be recorded as an
expense as soon as the organisation is obligatpdydhem. This includes the cost of any
untaken leave that has been earned at the yeaT kisdcost has been calculated based on the
balance remaining in the computerised leave sydtwmall staff as at 31 March 2018.
Untaken flexi leave is estimated to be immatenahe HSCB and has not been included.

Retirement benefit costs

Past and present employees are covered by thesmowiof the HSC Pension Scheme.
Under this multi-employer defined benefit schemahbthe HSCB and employees pay
specified percentages of pay into the scheme antiability to pay benefit falls to the DoH.
The HSCB is unable to identify its share of theanhdng assets and liabilities in the scheme
on a consistent and reliable basis. Further inftionaregarding the HSC Pension Scheme
can be found in the HSC Pension Scheme Stateméhé iDepartmental Resource Account
for the Department of Health.

The costs of early retirements, except those fdreidlth retirements, are met by the HSCB
and charged to the Statement of Comprehensive Mperiiture at the time the HSCB
commits itself to the retirement.

As per the requirements of IAS 19, full actuarialuations by a professionally qualified

actuary are required at intervals not exceeding famars. The actuary reviews the most
recent actuarial valuation at the Statement of riired Position date and updates it to reflect
current conditions. The 2016 valuation for the HBEnsion Scheme updated to reflect
current financial conditions (and a change in fsiahassumption methodology) will be used
in 2017/18 HSC Pension Scheme accounts.

1.20 Reserves
Statement of Comprehensive Net Expenditure Reserve

Accumulated surpluses are accounted for in theefmt of Comprehensive Net
Expenditure Reserve.

Revaluation Reserve

The Revaluation Reserve reflects the unrealisednial of cumulative indexation and
revaluation adjustments to assets.
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1.21 Value Added Tax (VAT)

Where output VAT is charged or input VAT is recadele, the amounts are stated net of
VAT. Irrecoverable VAT is charged to the relevarpenditure category or included in the
capitalised purchase cost of fixed assets.

1.22 Third party assets

The HSCB had no third party assets in 2017/18 a620Y.
1.23 Government Grants

The HSCB had no government grants in 2017/18 06/201
1.24 Losses and Special Payments

Losses and special payments are items that thenddgevould not have contemplated when
it agreed funds for the health service or passgidliion. By their nature they are items that
ideally should not arise. They are therefore subjecspecial control procedures compared
with the generality of payments. They are dividei idifferent categories, which govern the
way that individual cases are handled.

Losses and special payments are charged to theargéleunctional headings in expenditure
on an accruals basis, including losses which wbalkke been made good through insurance
cover had the HSCB not been bearing its own rigkgh(insurance premiums then being
included as normal revenue expenditure). Howewer note on losses and special payments
is compiled directly from the losses register whieports amounts on an accruals basis with
the exception of provisions for future losses.

1.25 Accounting standards that have been issued bioéve not yet been adopted
Under IAS 8 there is a requirement to disclosedrstandards issued but not yet adopted.

Management consider that any other new accountfigigs issued but not yet adopted are
unlikely to have a significant impact on the acdsun the period of the initial application.

1.26 Changes in accounting policies/Prior year restement

There were no changes in accounting policies duhiegyear ended 31 March 2018. Due to
changes in the template, there have been amendrwetiie layout and display of some
figures.
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NOTE 2 - ANALYSIS of NET EXPENDITURE by SEGMENT

The HSCE has identifiec 3 segment: Commissionin¢ Family Healtt Service (FHS' anc Administration

including the Dementia Project. Net expenditureorted by segment as detailed below:

Summary

Commissioning

FHS

Board Administration

Total Commissioner Resources utilise

2.1 Commissioning

Expenditure

Belfast Health & Social Care Trust

South Eastern Health & Social Care Trust
Southern Health & Social Care Trust
Northern Health & Social Care Trust
Western Health & Social Care Trust
NIAS Health & Social Care Trust

NI Medical & Dental Training Agency
Patient and Client Council

Other Providers

Income
Income from activities

Commissioning Net Expenditure

NOTE
2.1
2.2

2.3

NOTE

3.1

4.1

104

2018 2017
£000 £000
3,860,234 3,660,935
884,334 864,802
55,451 48,828
4,800,01! 4,574,56
2018 2017
£000 £000
1,278,726 1,225,599
586,620 g,
593,818 561,431
669,550 628,827
591,259 560,107
69,904 65,891
1,646 1,531
5 5
95,150 88,254
3,886,678 3,686,544
26,444 25,609
3,860,23 3,660,93'
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NOTE 2 - ANALYSIS of NET EXPENDITURE by SEGMENT

2.2 FHS

Expenditure

General Medical Services
General Dental Services

General Pharmaceutical Services
General Ophthalmic Services

Income
FHS receipts & recovery of charges

FHS Net Expenditure

2.3 Board Administration

Expenditure

Salaries and wages
Operating expenditure
Non-cash costs
Depreciation

Income

Staff secondment recoveries
Operating income

FTC interest

Dementia Project (Capital Grant)
Expenditure

Salaries and wages
Operating expenditure

Board Administration Net Expenditure

NOTE
3.1
3.1
3.1
3.1

4.1

NOTE
3.2
3.2
3.3
3.3

4.2
4.2
4.2

3.2
3.2

105

2018 2017
£000 £000
265,356 256,653
131,269 131,033
491,331 480,286
23,818 23,451
911,774 891,423
27,440 26,621
884,33« 864,80:.
2018 2017
£000 £000
25,717 27,057
20,228 19,928
8,065 543
2,381 2,516
56,391 50,044
412 418
777 791
17 7
1,206 1,216
201 0
65 0
266 0
55,45 48,82¢
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NOTE 3 - EXPENDITURE
3.1 Commissioning:

General Medical Services

General Dental Services

General Pharmaceutical Services

General Ophthalmic Services

NHS Trusts

Other providers of healthcare and personal soeiaice:
Capital grants (Brightstart)

Total Commissioning

3.2 Operating expenses are as follows:
Staff cost™:
Wages and salari
Social security costs
Other pension costs
Supplies and services - general
Establishment
Transport
Premises
Bad debts
Total Operating Expenses

3.3 Non cash items:

Depreciation

Amortisation

Impairments/reversal of impairments relating to FTC

(Profit) on disposal of property, plant & equipméecluding profit on

land

Loss on disposal of property, plant & equipmentl(iding land

Increase / Decrease in provisions (provision preditbr in year less any

release

Cost of borrowing of provisions (unwinding of disecd on provisions)

Auditors remuneration
Total non cash items

Total

2018 2017
£000 £000
265,356 256,653
131,269 131,033
491,331 480,286
23,818 23,451
37,917 27,432
57,23 60,34¢
0 474
1,006,924 979,677
20,561 21,55¢
2,225 2,292
3,126 3,207
173 208
18,729 18,171
11 11
1,380 1,538
0 0
46,211 46,985
1,976 2,110
405 406
(36) 121
0 0
14 10
8,740 737
(705, (377,
52 52
10,446 3,059
1,063,581 1,029,721

! Further detailed analysis of staff costs is locatettie Staff Report on page 74 within the Accobiiiiy Report
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NOTE 4 - INCOME

4.1 Income from Activities 2018 2017
£000 £000
Income from Department of Education 25,296 24,735
Co-operation & Working Together (CAWT) 252 294
Family Health Services Receipts 27,440 26,621
Other income 896 580
Total 53,884 52,230
4.2 Other Operating Income 2018 2017
£000 £000
Accommodation 603 604
Canteen 174 187
Seconded Staff 412 418
FTC interest receivable 17 7
Total 1,206 1,216
4.3 Deferred income 2018 2017
£000 £000
Income released from conditional grants 0 0
Total 0 0
TOTAL INCOME 55,09( 53,44¢
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NOTE 5.1 - Property, plant & equipment - year ended31 March 2018

Cost or Valuation
At 1 April 2017
Indexatior
Additions
Transfers
Disposals

At 31 March 201

Depreciation

At 1 April 2017
Indexatior

Disposals

Provided during the ye

At 31 March 201

Carrying Amount
At 31 March 201

At 31 March 2017

Asset financing
Owned

Carrying Amount
At 31 March 201

Buildings Plant and Information | Furniture
(excluding Machinery Technology and
Land| dwellings) (Equipment) (Im) Fittings Total
£000 £00 £00 £0q0 £000 £000
3,25 7,121 17,0719 1p4 27,620
162 65 0 18 0 24¢
0 30€ 0 1,79¢ 0 2,10¢
D D D 0 0
D (1,714) 0 (1,714)
3,41 7,49 6 17,18: 164 28,25¢
a 664 { 12,123 164 12,961
0 15 0 6 0 21
D (1,700) 0 (1,790)
0 271 0 1,70¢ 0 1,97¢
0 954 6 12,13¢ 164 13,25¢
3,418 6,53¢ 0 5,041 0 14,99¢
3,250 6,45 4,956 0 14,6p9
3,413 6,538 5,047 0 14,998
3,418 6,53¢ 0 5,041 0 14,99¢

Any fall in value through negative indexation ovakiation is shown as an impairment.

The total amount of depreciation charged in théeBtant of Comprehensive Net Expenditure Accounegpect of assets held
under finance leases and hire purchase contragtsli€2017 - £nil).

The fair value of assets funded from donationsegawent grants or lottery funding during the yeas\&nil (2017 - £nil).
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NOTE 5.2 - Property, plant & equipment - year ended31 March 2017

Cost or Valuation
At 1 April 2016
Indexation
Additions
Transfers
Disposals

At 31 March 201

Depreciation

At 1 April 2016
Indexation

Disposals

Provided during the year

At 31 March 201

Carrying Amount
At 31 March 201

At 1 April 2016
Asset financing
Owned

Carrying Amount
At 31 March 201

Asset financing
Owned

Carrying Amount
At 1 April 201€

Buildings Plant and| Information
(excluding| Machinery| Technology Furniture
Land| dwellings)] (Equipment) (IT)| and Fittings Total
£000 £00 £00p £0Q0 £0p0 £000
3,097 6,934 b 16,530 164 26,7131
153 16 q 3 20p
0 171 a 1,514 D 1,645
0 0] 0 qg d q
0 0] 0 (1,002 (1,002)
3,25( 7,12] 6 17,07¢ 164 27,62(
0 354 6 11,31p 164 11,884
0 3] 0 7 d 1
0 0] 0 (993 (993)
0 311 a 1,799 D 2,110
0 66¢ 6 12,120 164 12,96:
3,25( 6,45¢ 0 4,95¢ 0 14,65¢
3,097 6,580 D 5,220 0 14,8p7
3,250 6,453 q 4,95 0 14,659
3,25( 6,45¢ 0 4,95¢ 0 14,65¢
3,097 6,580 q 5,22 0 14,897
3,097 6,58( 0 5,22( 0 14,89°
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NOTE 6.1 - Intangible assets - year ended 31 March 2018

Software Information
Licenseq Technology Total
£000 £000 £00D

Cost or Valuation
At 1 April 2017 1,584 4,93p 6,516
Indexation 0 11 11
Additions 642 379 1,021
At 31 March 201 2,22¢€ 5,32 7,54¢
Amortisation
At 1 April 2017 1,334 3,827 5161
Indexation 0 3 3
Provided during the year D3 312 405
At 31 March 201 1,427 4,147 5,56¢
Carrying Amount
At 31 March 201 79¢ 1,18( 1,97¢
At 31 March 2017 250 1,101 1,35p
Asset financing
Owned 799 1,18( 1,97P
Carrying Amount
At 31 March 2018 79¢ 1,18( 1,97¢

Any fall in value through negative indexation or revaluai®shown as an impairment.

The fair value of assets funded from donations, governmeattg or lottery funding during
the year was £nil (2017 - £nil).
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NOTE 6.2 - Intangible assets - year ended 31 Mar&017

Cost or Valuation
At 1 April 2016
Indexation
Additions

At 31 March 201

Amortisation

At 1 April 2016
Indexation

Provided during the year

At 31 March 201

Carrying Amount
At 31 March 201

At 1 April 2016

Asset financing
Owned

Carrying Amount
At 31 March 201

Asset financing
Owned

Carrying Amount
At 1 April 201€

Software Information

Licenses Technology Total
£000 £00( £00
1,428 4,89 6,32

0 23 23
156 14 172
1,58¢ 4,93 6,51¢
1,233 3,51 4,75

0 3 3
101 304 406
1,33¢ 3,821 5,161
25C 1,10¢ 1,35¢

195 1,374 1,56

250 1,104 1,35

25C 1,10¢ 1,35¢

195 1,374 1,56

19t 1,37¢ 1,56¢
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NOTE 7 - FINANCIAL INSTRUMENTS

As the cash requirements of HSCB are met through Grantthphdvided by the Department of Health,
financial instruments play a more limited role in creatinglananaging risk than would apply to a non-
public sector body. The majority of financial instrumengtate to contracts to buy non-financial items in
line with the HSCB's expected purchase and usage requiteraed the HSCB is therefore exposed to
little credit, liquidity or market risk.

During 2015/16 the HSCB introduced one type of financiatrimment, the GP Infrastructure Loans

Scheme. This scheme utilises Financial Transactions &4pit C) in the form of loans to GPs to enable

then to undertake premises developments and improvemamiteélth and social care purposes. The first
two loans were issued in 2015/16, with a 3rd loan issued i"ZD&6 shown in the note below.

These assets have been initially recognised at fair vathe iBtatement of Financial Position.

2018 2017
Assets Assets
£000 £000
Balance at 1 April 975 389
Additions 0 750
Settlement (113) (43)
Impairments (181) (121)
Reversal of impairments 217 0
Balance at 31 Marct 89¢ 97t
Analysis of expected timing of discounted flows
2018 2017
Assets Assets
£000 £000
Not later than one year 111 109
Later than one year and not later than
five years 421 415
Later than five years 366 451
89¢ 97t
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NOTE 8 - IMPAIRMENTS

Total value of impairment/reversal of impairment floe period
Impairments which revaluation reserve covers (shiomdther Comprehensive

Expenditure Statement)

Impairments charged / (credited) to Statement of Cmprehensive Net

Expenditure

2018 2017

Financial Financial
Assets Assets
£000 £000
(36) 121

0 0

(36) 121

The HSCB had no other impairments in 2017/18 iatreh to Property, Plant & Equipment or intangibsets.

NOTE 9 - ASSETS CLASSIFIED AS HELD FOR SALE

The HSCB did not hold any assets classified as foeldale in 2017/18 or 2016/17.

NOTE 10 - INVENTORIES

The HSCB did not hold any inventories as at 31 M&@18 or 31 March 2017.

NOTE 11 - CASH AND CASH EQUIVALENTS

Balance at 1st Api
Net change in cash and cash equiva

Balance at 31st Marc!

The following balances at 31 March were held at
Commercial banks and cash in h

Balance at 31st Marc!

2018 2017
£000 £000
1,041 10,095
4,438 (9,054)
5.47¢ 1,041
2018 2017
£000 £000
5,479 1,041
5.47¢ 1,041
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NOTE 12 - TRADE RECEIVABLES, FINANCIAL AND OTHER AS SETS

2018 2017
£000 £000
Amounts falling due within one yea
Trade receivabl 4,028 3,628
VAT receivable 763 646
Other receivables - not relating to fixed as 202 180
Trade and other receivable 4,993 4,454
Prepaymen 49 3
Accrued Incom 0 0
Other current asset: 49 3
Amounts falling due after more than one year
Trade and other receivable 0 0
Prepayments and accrued inct
Other current assets falling due after more than oa yeal 0 0
TOTAL TRADE AND OTHER RECEIVABLES 4,99: 4,45¢
TOTAL OTHER CURRENT ASSETS 49 3
TOTAL INTANGIBLE CURRENT ASSETS 0 0
TOTAL RECEIVABLES AND OTHER CURRENT ASSETS 5,042 4,457

114



HEALTH and SOCIAL CARE BOARD

NOTES TO THE ACCOUNTS FOR THE YEAR ENDED 31 MARCH 2018

NOTE 13 - TRADE PAYABLES, FINANCIAL AND OTHER LIABI

Amounts falling due within one yea
Trade capital payables - property, plant and eqaigm
Trade capital payables - intangibles
Trade revenue payables

Payroll payables

Clinical negligence payables

BSO payables

Other payables

Accruals

Deferred income

Trade and other payables

Total payables falling due within one year

Total non current other payables

TOTAL TRADE PAYABLES AND OTHER CURRENT
LIABILITIES
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2018 2017
£000 £000
671 412

18 120
44,507 41,167
1,202 629
670 228
7,962 9,379
3,116 2,289
97,822 91,049

159 113
156,127 145,386

156,127 B386

0 0

156,127 145,386




HEALTH and SOCIAL CARE BOARD

NOTES TO THE ACCOUNTS FOR THE YEAR ENDED 31 MARCH 2018

NOTE 14 - PROMPT PAYMENT POLICY

14.1 Public Sector Payment Policy - Measure of Cortipnce

The Department requires that HSCB pay their non HSC tradditors in accordance with applicable terms and

appropriate Government Accounting guidance. The HSCBysnpat policy is consistent with applicable terms and
appropriate Government Accounting guidance anché@asure of compliance is:

2018 2018 2017 2017
Number Value Number Value
£000 £000
Total bills paid 20,776 92,501 19,701 126,401
Total bills paid within 30 day target or under aagt
payment terms 19,234 88,048 17,796 119,193
% of bills paid within 30 day target or under agh
payment terms 92.6% 95.2% 90.3% 94.3%
Total bills paid within 10 day target 15,359 76,018 4140 107,055
% of bills paid within 10 day targ 73.9% 82.2% 73.1% 84.7%

14.2 The Late Payment of Commercial Debts Regulatis 2002

The HSCB did not pay any compensation or intei@spdyments made late to date in 2017/18 (2016Ally. £
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NOTES TO THE ACCOUNTS FOR THE YEAR ENDED 31 MARCH 2018

NOTE 15 - PROVISIONS FOR LIABILITIES AND CHARGES 20 18

Clinical
negligence Other 2018

£000 £000 £000
Balance at 1 April 2017 26,451 11,311 37,762
Provided in year 8,947 342 9,289
(Provisions not required written back) (323) (226) (549)
(Provisions utilised in the year) (1,604) (748) (2,352)
Cost of borrowing (unwinding of discount) (714) 9 (705
At 31 March 201 32,757 10,68t¢ 43,44¢
Comprehensive Net Expenditure Account charges 201¢ 2017

£000 £000
Arising during the year 9,289 4,833
Reversed unused (549) (4,096)
Cost of borrowing (unwinding of discount) (705) (377)
Total charge within Operating expense 8,03¢ 36(
Analysis of expected timing of discounted flows

Clinical
negligence Other 2018

£000 £000 £000
Not later than one year 4,435 1,198 5,633
Later than one year and not later than five years 294, 2,683 6,974
Later than five years 24,031 6,807 30,838
At 31 March 2018 32,757 10,688 43,445

Provisions have been made for 3 types of potential liabiltinical Negligence, Employer's and Occupier's Liabjliand
Injury Benefit. The provision for Injury Benefit relates tioe future liabilities for the HSCB based on informationyaded by

the HSC Superannuation Branch. For Clinical NegligenceplByer's and Occupier's claims the HSCB has estimated an
appropriate level of provision based on profesditagal advice.
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NOTES TO THE ACCOUNTS FOR THE YEAR ENDED 31 MARCH 2018

NOTE 15 - PROVISIONS FOR LIABILITIES AND CHARGES 20 17

Balance at 1 April 2016

Provided in year

(Provisions not required written back)
(Provisions utilised in the year)

Cost of borrowing (unwinding of discount)

At 31 March 201

Analysis of expected timing of discounted flows

Not later than one year
Later than one year and not later than five years
Later than five years

At 31 March 2017

Clinical negligence Other 2017
£000 £000 £000
32,117 10,125 42,242
3,211 1,622 4,833
(4,032) (64) 4,006)
(4,347) (493) (4,840)
(498) 121 0
26,45! 11,31: 37,76
Clinical negligence Other 2017
£000 £000 £000
4,335 942 5,277
8063, 1,797 5,603
18,310 8,572 26,882
26,451 11,311 37,762
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HEALTH and SOCIAL CARE BOARD

NOTES TO THE ACCOUNTS FOR THE YEAR ENDED 31 MARCH 2018

NOTE 16 - CAPITAL COMMITMENTS

The HSCB did not have any capital commitments & dflarch 2018 or 31 March 2017.
NOTE 17 - COMMITMENTS UNDER LEASES

17.1 Finance Leases

The HSCB had no finance leases in 2017/18 or 20716/

17.2 Operating Leases
Total future minimum lease payments under operdéages are given in the table below for each of
the following periods.

201¢ 2017
£00( £00(

Obligations under operating leases comprise - Buildgs
Not later than 1 year 101 62
Later than 1 year and not later than 5 years 152 0
Later than 5 year 0 0
253 62

17.3 Commitments under Lessor Agreements
The HSCB had no lessor obligations in either 208 ol 2016/17.

NOTE 18 - COMMITMENTS UNDER PFI CONTRACTS AND OTHER SERVICE
CONCESSION ARRANGEMENTS

The HSCB had no commitments under PFI or servioe&ssion arrangements in either 2017/18 or
2016/17.

NOTE 19 - OTHER FINANCIAL COMMITMENTS

The HSCB did not have any other financial committeext either 31 March 2018 or 31 March 2017.

NOTE 20 - FINANCIAL GUARANTEES, INDEMNITIES AND LET TERS OF COMFORT

Because of the relationships with HSC Commissioners, amdémner in which the HSCB is funded,
financial instruments play a more limited role within the €% in creating risk than would apply to a
non public sector body of a similar size, therefore the HSEBat exposed to the degree of financial
risk faced by business entities. The HSCB has limited powel®rrow or invest surplus funds and
financial assets and liabilities are generated by day toogeyational activities rather than being held
to change the risks facing the HSCB in undertaking actwitieherefore the HSCB is exposed to little
credit, liquidity or market risk.

For disclosures relating to HSCB financial instrumentsyistence at 31 March 2018, please refer to
Note 7.
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NOTES TO THE ACCOUNTS FOR THE YEAR ENDED 31 MARCH 2018
NOTE 21 - CONTINGENT LIABILITIES

Clinical negligence

The HSCB has contingent liabilities of £159k.

201¢ 2017

£000 £000
Total estimate of contingent clinical negligenabllities 139 348
Amount recoverable through non cash RRL (139) (348)
Net Contingent Liabilit 0 0

In addition to the above contingent liability, provisiorr fdinical negligence is given in Note
15. Other clinical litigation claims could arise in the fteudue to incidents which have already
occurred. The expenditure which may arise from siaims cannot be determined as yet.

Contingencies not relating to clinical negligence as follows: 201¢ 2017
£000 £000
Employers' liability 20 9
Amount recoverable through non cash RRL (20) 9)
Total 0 0

A new discount rate which courts must consider wésarding compensation for future
financial losses in the form of a lump sum in paeddnjury cases came into effect in England
and Wales in March 2017. The Department of Justasepower to prescribe the discount rate
for Northern Ireland (in consultation with the Gowment Actuary and Department of Finance).
The discount rate has been under active considarhi the Department but any change
requires secondary legislation and has not beemtidcward in the absence of a Minister. As
such, it has not been possible at this time to tifyahe potential impact on the Health and
Social Care Board of any change in the discoust rat

NOTE 22 - RELATED PARTY TRANSACTIONS

The HSCB is an arms length body of the Department of Healthaasnglich the Department is a
related party with which the HSCB has had various materaidactions during the year. In
addition, the HSCB has material transactions with the BassrServices Organisation for which
the DoH is regarded as the parent, and also witG HiSIsts.

Mrs Fionnuala McAndrew (Director of Social Care and Chilgrés a member of the Board of
Directors of the registered charity Children in Northeraldnd (CiNI), which may be likely to
do business with the HSCB in future.

Mr Danny Power (Interim Chair of Belfast Local Commissiagi@Group) is a member of the
Board of Directors of Clan Mor Surestart and the West BelResttnership Board , which may

be likely to do business with the HSCB in future.

During the year, none of the board members, members of therleagement staff or other
related parties has undertaken any material tréiosaovith the HSCB.

NOTE 23 - THIRD PARTY ASSETS

The HSCB had no third party assets in 2017/18 a62(Y.
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NOTES TO THE ACCOUNTS FOR THE YEAR ENDED 31 MARCH 2018
NOTE 24 - FINANCIAL PERFORMANCE TARGETS

24.1 Revenue Resource Limit

The HSCB is given a Revenue Resource Limit whids fitot permitted to overspend.

The Revenue Resource Limit (RRL) for HSCB is calted as follows:

2018 2017

Total Total

£00( £00(
DoH (excludes non cas 4,789,64. 4,571,17!
Non cash RRL (from DoH) 10,446 3,059
Adjustment for CRL grants received 278 474
Total Revenue Resource Limit to Statement of Complensive
Net Expenditure 4,800,366 4,574,708
24.2 Capital Resource Limit
The HSCB is given a Capital Resource Limit (CRL)akhit is not permitted to overspend.

2018 2017

Total Total

£000 £000
Gross capital expenditure by HSCB 3,125 1,858
FTC issued to third parties 0 750
(FTC received from third parties) (113) (43)
Net capital expenditure 3,012 2,565
Capital Resource Limit 3,013 2,565
Overspend/(Underspend) against CR (1) 0

24.3 Financial Performance Targets

The HSCB is required to ensure that it breaks even on an abaséd by containing its net expenditure to

within 0.25% of RRL limits.

2017/18 2016/17
£000 £000
Net Expenditure (4,800,019) (4,574,565)
RRL 4,800,366 4,574,708
Surplus / (Deficit) against RRL 347 143
Break Even cumulative position(opening) 8,528 8,385
Break Even cumulative position (closing 8,87t 8,52¢
Materiality Test: 2017/18 2016/17
% %
Break Even in year position as % of RRL 0.01% 0.00%
Break Even cumulative position as % of RRL 0.18% 919

The HSCB has met its requirements to contain Net Resourcu@uio within +/- 0.25% of its agreed

Revenue Resource Limit (RRL), as per DoH circul&QfF) 21/2012.
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HEALTH and SOCIAL CARE BOARD
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NOTE 25 - EVENTS AFTER THE REPORTING PERIOD

There are no events after the reporting period having aialatect on the accounts.

DATE OF AUTHORISATION FOR ISSUE

The Accounting Officer authorised these financial stategfor issue on 19 June 2018.
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