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Chairman and Chief
Executive’s overview
We are pleased to present the Annual Report of the HSC
Board for the financial year 2011-12, when the organisation
once again performed well in the face of many service and
financial pressures. It was a year characterised by ever
growing demands upon the health and social services, the
prospect of reduced future funding, and the emergence of
new plans to help bridge the gap between these two realities.
At a general level, the Board, its Local Commissioning
Groups, and its staff, have sought to commission for
the community the widest and most accessible range
of services from Trusts and other providers. It has also
sought to maximise the performance of Trusts to ensure
that services are offered within acceptable waiting times to
patients, at optimal professional quality, and at value to the
public purse. This process of ‘commissioning’ – planning
for and ensuring that care provision meets the needs of the
population – remains a very challenging task. Nevertheless,
the publication during the year by a Ministerial review group
of the proposals set out in Transforming Your Care, are
welcomed by the Board for their potential to place future
services on a much more secure footing. Indeed, the Board
has now taken steps to facilitate the implementation of these
plans, which offer a genuine opportunity for real, lasting and
beneficial change.
The keynote events of the year are chronicled in this report
but one or two are worthy of specific reference here. These
include the temporary – but very necessary – changes to
hospital Accident & Emergency provision in central Belfast,
and the steps we have taken to review some specific
services in areas such as mental health provision, and the
further development of the services that people receive
from their GPs or in ‘primary care’. These highlight the
necessity for the revision and improvement of many care
services, a process that will be given fresh momentum as
the implementation of Transforming Your Care gathers pace.
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While the past year has been one of challenges and
progress, it has not been without setbacks. The health and
social services frequently makes the news for the small
number of events that go wrong – not for the vast majority
of events when we get it right. Our ability to continue to get
it right depends upon having a professional and motivated
workforce, which we possess. The Board again wishes
to acknowledge their much valued contribution to its
work, and to the input of staff from a wide array of partner
organisations and interests to whom it is similarly indebted.
So we extend our fullest thanks to everyone who has
assisted the work of the Board in the past year. It has
indeed been challenging – but with professionalism and
partnership we remain committed to delivering better health
and social care for all.

Who’s Who… Membership of the
Health and Social Care Board
The Health and Social Care Board is comprised of both
‘executive’ and ‘non-executive’ directors. ‘Executive’
directors are senior members of its full time staff who have
been appointed to lead each of its major professional and
corporate functions. ‘Non-executive’ directors are appointed
by the Minister for Health, Social Services and Public Safety
to reflect wider outside and community interests in the
decision-making of the Board.
The Board comprised the following directors during the
year, 1st April 2011 – 31st March 2012:
Non-Executive Directors

Dr Ian Clements
Chairman

Mr John Compton
Chief Executive

Dr Ian Clements
Chairman

Mr Robert
Gilmore

Mrs Elizabeth
Kerr

Mr Stephen
Leach

Dr Melissa
McCullough

Mr Brendan
McKeever

Mr John Mone

Dr Robert
Thompson
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What We Do… The role of the
Health and Social Care Board

Executive Directors

Mr John
Compton
Chief Executive

Mr Dean Sullivan
Director of
Commissioning

Mr Paul
Cummings
Director of
Finance

Mrs Fionnuala
McAndrew OBE
Director of Social Care
and Children

Ms Louise McMahon
Director of Performance
Management and Service
Improvement

A number of officers from the Board’s Senior Management
Team also attend its meetings, and these individuals are
as follows:
Mr Michael Bloomfield, Head of Corporate Services,
HSC Board
Dr Carolyn Harper, Medical Director, Public Health
Agency
Dr Sloan Harper, Director of Integrated Care, HSC Board
Mrs Mary Hinds, Director of Nursing and Allied Health
Professionals, Public Health Agency
In addition, meetings of the Board are also attended
by the Chairpersons of each of the Board’s five Local
Commissioning Groups, and by representatives of the
Patient and Client Council.

The role of the Health and Social Care Board is broadly
contained in three functions:
1. To arrange or ‘commission’ a comprehensive range of
modern and effective health and social services for the
1.8 million people who live in Northern Ireland.
2. To performance manage Health and Social Care Trusts
that directly provide services to people, to support
service improvements in pursuit of optimal quality and
value for money, in line with relevant government targets.
3. To effectively deploy and manage its annual funding
from the Northern Ireland Executive – currently around
£3.9 billion – to ensure that this is targeted upon need
and reflects the aspirations of local communities and
their representatives.
The work of the Board has the ability to reach everyone at
some point in their lives – its expenditure amounts to around
£10 million on every single day of the year – as it strives
to ensure that services provided daily to people in their
homes, by their GP, or in hospital deliver what is expected
of them.
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The Board is responsible for the commissioning of health
and social care services for the population of Northern
Ireland, and is required by statute to prepare and publish
each year a Commissioning Plan setting out the range of
services to be commissioned and the associated costs of
delivering these.
The Board prepares the annual Commissioning Plan in
partnership with the Public Health Agency. The Board
and Agency take forward the regional commissioning
agenda through a series of integrated service teams. The
Board’s commissioning processes are underpinned by
the five Local Commissioning Groups or LCGs which are
committees of the Board, and are responsible for ensuring
that the health and social care needs of local populations
across Northern Ireland are addressed. The groups are
geographically coterminous with each of the five Health
and Social Care Trusts that directly provide services to the
community. The LCGs incorporate a range of professional
interests such as GPs, nurses, dentists, pharmacists
and social workers, as well as voluntary and elected
representatives, to ensure that the work of the Board has
genuine sensitivity and influence at a local level.
All of the service teams responsible for commissioning
services are comprised of HSCB and PHA staff,
demonstrating the common agenda shared by both
organisations and the close working with one another.
The PHA is also represented on each of the five Local
Commissioning Groups or LCGs.

Performance Management
and Service Improvement
The Board’s Directorate of Performance Management and
Service Improvement is responsible for supporting Trusts
and other ‘provider’ organisations to:
•
•
•
•

Identify innovative ways of working
Introduce recognised good practice
Deliver improvements for service users and carers and
Achieve the targets and standards for the provision of all
health and social services, as established by the Minister.

The Directorate is also responsible for the development of a
wide range of Information and Communication Technology
or ICT projects to improve the effectiveness of services, and
for the provision of a high quality information management
service for the Board.
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Overview of service performance

Service Improvement in ‘Scheduled Care’

The Board continued to work very closely and to meet
regularly with all Trusts to monitor the progress of all work
necessary to deliver the objectives set by the Board’s
Commissioning Plan and by the Minister.

‘Scheduled Care’ is the term applied to describe
pre-arranged services for patients such as hospital
appointments for treatment, diagnostic tests or surgery.

Good progress has been made by Trusts across a range
of standards and targets, resulting in improved services
for users and carers, in areas such as:
• Reducing elective waiting times, including those for
Allied Health Professionals.
• Improving mental health services.
• Reducing the incidence of healthcare associated
infections, such as MRSA and C.Diff.
• Improving services for people with a disability and
• Improving children’s services.
However, performance in other areas of work has continued
to present a challenge, in particular waiting times faced
by patients at Accident & Emergency Departments that
are often continuing to exceed the 4-hour and 12-hour
standards – instances where patients have waited beyond
these lengths of time for treatment or discharge - have
continued this year. This issue remains a top priority for the
Board as it works with Trusts in pursuit of shorter and more
optimal waiting times for all patients. To this end, an Action
Team has recently been established to address this issue,
and to devise arrangements in these hospital services that
will provide all patients with treatment or discharge within
the timelines that are expected.
The temporary closure of Belfast City Hospital’s Emergency
Department (ED) in November 2011 presented a significant
risk to the ability of patients to access these services in a
timely manner. As a consequence, the Board invested in
additional ED services in the Belfast and South Eastern
Trusts to enhance their capacity to manage the expected
additional demand. The Directorate also worked closely
with other Trusts to improve waiting times at their respective
Emergency Departments.

The Board continued to support Trusts this year in work to
improve the ‘elective patient pathway’ – the arrangements
that are made to try and provide pre-planned services to
patients as smoothly as possible. Important and specific
examples of this work have included:
• New arrangements to streamline the admission to hospital
and the management there of patients who need treatment
for heart problems.
• Improved access to wheelchair services for patients.
Service Improvements in ‘Unscheduled Care’
‘Unscheduled Care’, by way of contrast, is the term
generally applied to describe those services that patients
use unexpectedly or in times of emergency.
A team of Board staff dedicated to making improvements to
these services has in the past year:
• Continued to undertake a programme of support and audit
across all Trusts to identify and introduce improvements.
• Focused much of this effort upon improving aspects
such as the timely management of patients at hospital
emergency departments, the processes used to manage
their care, and to support their follow-up and care
arrangements after their return home.
Service Improvements in Mental Health, Disability,
Children’s and Community Services
Adult mental health services this year underwent further
reform in line with the recommendations of the Bamford
Review – a major study undertaken by the late Professor
David Bamford of the University of Ulster. This work was
aimed at developing and improving these vital services over
future years, and among the keynote achievements of the
past year were:
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• A Community Integration Project was established to lead
the ongoing resettlement in the community of people with
learning disabilities who are presently living in long-stay
hospitals.
• New quality standards governing the care provided to
people who have suffered a brain injury were developed
and introduced.
• A special project entitled Releasing Time to Care was
extended across all mental health hospitals to deliver a
wide range of improvements for patients.
• Further and significant improvements to services for both
adults and children with autism.
• Significant reductions were made to the number of
unallocated cases in children’s social services.
Management Information and Information and
Communication Technology (ICT)
In addition to its wide-ranging work to aid the improvement
and development of services to the community, the
Directorate also provides the management information
and strategic ICT functions for Health and Social Care NI.
Among the many ICT projects commissioned to extend the
electronic capability of the health and social care system,
were ones that assisted hospital pharmacies and GP out
of hours services, the development of a Business Case
for an HSC Electronic Care Record, and the introduction
of an electronic referrals system to support GPs in making
referrals to hospital consultants.

Planning regional and local
services: The Directorate of
Commissioning
The role of the Board’s Directorate of Commissioning is
to consider the entire population of Northern Ireland and
to plan and arrange for the health and social care that
everyone needs. This important task is progressed at two
levels – by regional arrangements that plan some relevant
services for everyone – and by working with the Board’s Local
Commissioning Groups to develop services more locally.
Regional Strategic Planning
The role of the regional planning service is to ensure that
a range of specialist medical and social care services, for
example, brain surgery, kidney transplantation or secure
mental health facilities are adequately provided for the
entire population. The specialist nature of these services
and the skills required to support them mean they are
normally provided at only one location. It is services such as
these that are commissioned through the strategic planning
process. This area of work also spans the arrangements
under which requests are made to the Board for funding
to support very exceptional cases of care, and to meet the
need for high cost drugs.
During the past year, the regional planning service has
worked with doctors, nurses, social workers, service users,
members of the public and other ‘stakeholders’ as part
of the commissioning process. This continues to play an
important part in the development of regional services.
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Regional Commissioning Arrangements

Belfast LCG

The directorate this year finalised new working
arrangements that further improve the commissioning
of services. This has involved the creation of a series of
service teams that include staff from both the Board and
the Public Health Agency. These now offer guidance on
both local and specialist commissioning issues. Work in
this area has also established new policies and governance
arrangements that relate to the commissioning of services,
and to the preparation of standardised documentation for a
range of service contracts.

This year, successful work by the Belfast LCG has included:

More widely, the commissioning directorate has also this year:
• Further improved arrangements under which wheelchairs
and other aids for disabled people are provided for them.
• Continued to work closely with the Prison Health Partnership
Board to ensure that prisoners in Northern Ireland receive
the same level of health-care as everyone else.
• Developed and updated its systems for the contracting of
some services from voluntary and community organisations.

Local Commissioning Groups (LCGs)
The five Local Commissioning Groups or LCGs of the Board
cover the same geographical areas as those served by the
five Health and Social Care Trust organisations. Their role,
as committees of the Board, is to ensure that services are
commissioned at a local level, are sensitive to the needs of
communities, and are influenced by the involvement of both
professional practitioners and local representatives. The five
LCGs have all worked this year to further develop the health
and social services in their respective areas. A summary of
this programme and its outcome is as follows.

• The setting up of four Primary Care Partnerships (PCPs)
covering all parts of the city. These alliances of GPs,
Community Pharmacists, the Belfast Trust and other
partners have taken a user’s-eye view of the services
many people are getting. They have sought to make
these better for service users, to bring them closer to
home, and to give people more influence and control
over the care provided to them.
• The focus of much effort upon health improvement
schemes in areas where social deprivation – and poorer
health – is more commonplace.
• The development of schemes such as the Healthy Hearts
programme in west Belfast in which health-care and
community workers devise and manage arrangements
to help patients with heart-related illness.
• The provision of previously hospital-based ear, nose
and throat (ENT) clinics at local health centres. This
arrangement enables patients to be assessed and
treated more quickly, and closer to home. Similar
arrangements are also being introduced for patients with
conditions such as persistent headaches and those with
orthopaedic (joint and bone) problems.
• The setting up of a project group – comprised of GPs,
pharmacists and community representatives – to look
at new and more cost effective ways of prescribing
medicines. They are specifically tasked with finding ways
of reducing drug wastage, encouraging better nutritional
standards in nursing homes, and lowering the misuse of
benzodiazepines or sedatives among patients who may
be over-dependent upon these medicines.
The Belfast LCG has
focused much health
improvement work on
areas of the city that
suffer high levels of
social and economic
deprivation.
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Northern LCG

Southern LCG

The Northern LCG has this year:

During the past year, the Southern LCG has:

• S
 uccessfully established four Primary Care Partnerships
in its area – alliances of health professionals such as GPs
and pharmacists – to plan and develop new and more
locally available services for patients.
• Listened to and engaged with a wide range of interest
groups or ‘stakeholders’ to ensure that services being
commissioned are sensitive to the needs of users. These
interests have included the Patient and Client Council, the
Alzheimer’s Society and the Northern Ireland Cancer
Network. This programme of work has ensured that the
local commissioning process is built upon knowledge
drawn from across the spectrum of health and social
care interests.
• Approved and introduced new pilot schemes to aid
patients and to bring care closer to them at home.
These initiatives have included the development of a
‘tele-neurology’ service that enables GPs to obtain rapid
advice from a hospital consultant, and the introduction
of a programme that allows staff in nursing homes to
improve arrangements for managing the medication
needed by their residents.
• Continued to work closely with the Northern Trust and
other partner agencies to extend the future capacity of
the health and services to care for people closer to home,
and to take forward the recommendations set out in the
Minister’s important policy review, Transforming Your Care.

• Successfully established three Primary Care Partnerships,
with each of these alliances being led by a GP. The
partnerships are now actively developing new clinical
care pathways – arrangements that will enhance the
quality, accessibility and timeliness of many services
provided to patients.
• Extended the availability of domiciliary or home-based
care for many people, particularly those with complex
disability or mental health problems.
• Provided funding for a hospital oncologist or cancer
specialist to support the care and treatment of cancer
patients living in the Southern LCG area.
• Held monthly public meetings during the year at locations
across the Southern LCG area to ensure that its work
and decision-making – like those of all five LCGs - is fully
open to local scrutiny, and that people can influence
its future efforts to deliver the recommendations set out
under Transforming Your Care.

Northern LCG visits
Barn Halt Cottages,
Carrickfergus. From
left, are: Angela
Williams, Manager,
Barn Halt Cottages;
Lorraine Gibson; Area
Manager, Northern
Trust; Dr Brian Hunter,
Chair, Northern LCG
with resident Mary
Pinkerton.

Sheelin Mckeagney, Southern LCG Chair (4th from right) pictured with key speakers at the
launch of the southern area primary care partnerships.
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South Eastern LCG

Western LCG:

The South Eastern LCG has this year:

During the past year, the Western LCG has:

• W
 orked closely and successfully with the South Eastern
Trust to maintain services and to manage changing demands
arising from the temporary closure of the Accident and
Emergency Department at Belfast City Hospital.
• Successfully established four Primary Care Partnerships
to identify and develop future improvements to many
services, and to bring these closer to the needs
of patients living at home.
• Devised, in association with GPs who are leading the
Primary Care Partnerships, new arrangements to extend
the availability of diagnostic and treatment services to
patients. These have included the preparation of new
arrangements for the treatment of older patients, those
with conditions such as deep vein thrombosis, and a
range of other complex illnesses. All of these initiatives
will in future also be provided at locations such as local
hospitals or community health centres.
• Worked with the South Eastern Trust to address changing
population patterns or demographics in its area and,
arising from this, to direct funds to meet growing demand
for acute, maternity, and child health services, those for
older people, and those with disabilities.

• Successfully developed many ‘primary care’ services that
patients receive from their GP. These initiatives have
included the provision of more minor surgery by GPs,
and extended their ability to access special diagnostic
services such as MRI and ultrasound scanning for patients.
• Established two Primary Care Partnerships – alliances of
GPs, Pharmacists and others – to lead much of this work.
• Been successful in reducing expenditure by local GPs
on drug prescribing - as delivered under an efficiency
plan. This was able to maintain the range and quality of
medication available to patients, and achieved savings
for investment in other key services.
• Continued to work collaboratively with the Western Trust
on aspects of future service development – initiatives that
include the expected opening in June, 2012, of the new
South West Hospital at Enniskillen, and the Local Hospital
at Omagh, scheduled for completion in 2016.
• Pursued a future work programme aimed at commissioning
services with a capacity to prevent illnesses, to treat them
earlier, and to give people more influence and control
over their care – all principles underpinned by the
Minister’s Transforming Your Care programme.

Members of the Western LCG.
Members of the South Eastern LCG pictured with John Compton, Chief Executive, HSCB.
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Business and organisational
support: Board Corporate Services
The Board’s Corporate Services department offers business
and organisational support across a range of functions that
play an important part in sustaining its role. These provide
for the monitoring and maintenance of internal governance,
the management and protection of business information,
the provision of a human resources facility, and support in
responding to major incidents and emergencies. Work to
discharge these range of functions has included the following:
Human Resources
The Human Resources or HR service is provided to the
Board by staff in the Business Services Organisation. It
manages a wide portfolio of policy and procedural matters
that relate to staff management, workforce planning, training
and development, and liaison with staff-side and trade
union organisations.
An important part of its function is to ensure that Board
staff continue to work within their agreed contracts of
employment and can expand and develop their professional
capacity and competence. Among the key features of the
year were:
• The introduction of a staff appraisal scheme to help both
managers and staff measure and develop their skills
• The introduction of e-learning to aid staff awareness
and enhance skill in areas such as IT security and fraud
prevention.

• The application of a customer survey among
management and staff to identify ways of further
enhancing the HR function.
• The development and introduction of a number of new
human resources policies to aid the organisational
effectiveness of management and staff.
Sickness Absence
The percentage figure for sickness absence during the
financial year was 3.31%.
Equality and Human Rights
The Board remains very mindful of its responsibilities under
the equality legislation, and has actively pursued an agenda
to establish good working practices and to promote staff
awareness and participation in this important area of work.
The Board’s Equality Scheme was formally approved by
the Equality Commission in October 2011. The ongoing
work in this area has included an active staff training
programme, events to promote multi-cultural understanding,
and the development of initiatives and policies to embrace
the needs of special interest groups.
Business Services
Board business services continued to successfully
manage a wide portfolio of official Board meetings, those
of its internal Committees, and the meetings of the five
Local Commissioning Groups. Staff also assisted with
the management of the Board’s buildings and estate,
a particularly important function this year in the light of
a necessary headquarters office renovation and repair
programme. Work also commenced this year on a policy
to promote future best practice in, and compliance with,
recommended environmental standards that relate to the
Board’s business.
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Complaints Management

Board Communications

The Board this year continued to monitor and review
complaints and cases of litigation taken against the health
and social care services. An evaluation of the complaints
process was undertaken this year and included an on-line
survey among service users.

The role of the Board’s communications department is
to share information relating to its role with a very wide
range of internal and external ‘stakeholder’ interests –
ranging from the press and media to its own staff. It again
dispensed this function this year through a varied work
programme involving the provision of information to the
press and media, the preparation of publications such as
the annual report, and extensive communications support
to partner organisations and specialist projects that
required this assistance.

Business Continuity and Emergency Preparedness
The Board again pursued an important programme of work
in pursuit of an enhanced capacity to manage emergency
incidents. It achieved accreditation of its emergency
plan to highest national standards. This plan was also
formally activated and tested during an incident involving
pseudomonas infection at a number of hospital infant
intensive care units.
Governance and Information Management
The maintenance of effective internal governance
arrangements remained a priority task for the Board this
year, and was taken forward alongside work to further
develop information management systems. Much of this
effort focussed upon maintaining a robust risk register,
the effective monitoring and follow-up of Serious Adverse
Incidents, and the further development of controls
assurance standards. Extensive work in the field of
information governance continued to enhance the Board’s
capacity to manage and protect records, and to comply
with data protection and Freedom of Information legislation.
Personal Data Related Incident
There was one personal data related incident during
the year. An investigation into this incident is currently
concluding and the Board will carefully consider any
recommendations from this process to ensure any
necessary steps are taken to enhance the security of
information held.
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Partnership with Practitioners:
The Directorate of Integrated Care

and is providing for better integration between those
based in the community, and those working in hospitals
or other settings.
Development of Dental Services

The Board’s Directorate of Integrated Care manages and
seeks to develop the services that people receive from:

Work by the Board to further develop dental services to
patients across Northern Ireland has this year resulted in:

•
•
•
•

• Improved arrangements to provide for increased patient
access to emergency or out-of-hours dental treatment at
centres across Northern Ireland.
• A revision to arrangements for the admission of
dentists to the ‘dental list’ for treating patients – this has
introduced a more rigorous process to verify the ability
of all new dentists to practice within the NHS in Northern
Ireland.
• The increased registration of patients with a dentist –
some 1.1 million people are now listed – the highest
figure on record in Northern Ireland.
• The participation of twenty dental practices in Northern
Ireland in the biggest dental research trial project in
the UK. This initiative is aimed at investigating the
effectiveness of the application by dentists of a fluoride
varnish - combined with the use at home of fluoride
toothpaste – in preventing tooth decay among children.

Their GP
Dentists
Community Pharmacists or Chemists and
Opticians

The concept of integrated care is about promoting
‘joined-up’ or partnership working among these important
health-care practitioners to identify and deliver improved
services to patients. During the past year, a very significant
programme of work was undertaken, and progress was
manifest in the following areas:
Primary Care Partnerships
A smoother and more efficient ‘patient journey’ in health
care is achieved when all practitioners work closely and
cohesively on behalf of patients. To increase scope for
this, the Board has been actively developing Primary Care
Partnerships – arrangements that enable GPs, dentists,
pharmacists and opticians to work more closely in pursuit
of better and more cost-effective services.
The pivotal role and value of Primary Care Partnerships has
also been stressed in the Minister’s proposals for shaping
the future of the health and social services as set out in
Transforming Your Care. This is enabling these practitioners
to play an increasing role in the development of all services,

Pharmacy and medicines management
In Northern Ireland, some 35 million prescriptions are issued
each year, and community pharmacists play a key part in
managing this substantial aspect of heath care and its
interface with patients. These prescriptions must also be
dispensed in line with guidance from the Board that encourages
and promotes the prescribing of generic brand medicines
– arrangements that provide for better value for money and
release funds for investment in many important services.
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The keynote achievements and developments in pharmacy
and medicines management this year included:
• The further growth in the rate of generic prescribing
and dispensing, making these comparable with rates
established in other parts of the UK.
• The development and introduction of the Northern Ireland
Formulary – a facility that guides pharmacists on the
range and suitability of medicines.
• The introduction and promotion of new arrangements to
report upon any incidents or failures to prescribe the right
medicines. This is aimed at reducing risks and promoting
better practice through emergent learning points.
• A Judicial Review process taken by pharmacists in
Northern Ireland that related to the Board’s negotiation
of a new service contract with them. The Board remains
committed to working with pharmacists and their
representatives to resolve all the issues of concern.
Optometry Services
The past year witnessed further demand from patients for
the services of opticians. The Board sought to address this
through its clinical advisers who have worked with partner
organisations and opticians. This overall effort resulted in a
number of initiatives to develop services, which included:
• The further development of services available through
opticians, optometrists and hospital eye specialists, to
help patients with glaucoma.
• The improvement of arrangements for referring patients
by opticians in community practice to practitioners in
hospital. This work has involved innovative pilot projects
in areas such as telemedicine and electronic data
transfer. These are all contributing new and improved
systems of benefit to both patients and practitioners.
General Medical Services
General Medical Services is the term used to describe the
very wide range of services and support that all patients
receive from their GP. These are set out in the national
contract agreed between GPs and the NHS, and part of
the Board’s role here in Northern Ireland is to manage the

arrangements which relate to this. Within this function, much
work during the past year has centred upon improving and
developing the services that patients who have a chronic
disease – such as diabetes or major heart problems –
receive from their GP. This has been undertaken through
arrangements known as the Quality and Outcomes
Framework or QOF, a process that continues to identify
and introduce service improvements.
More widely, significant effort was also made this year to
enhance a range of services to patients that included:
• Providing new assistance for adult patients with severe
learning difficulties, and for those who have suffered a
stroke or who suffer from depression.
• Improving access to GPs for people who have difficulty
with speaking in English.
• Work to improve the quality of data on GP computer
systems as an aid to the further development and
planning of health and social care.
The Board remains committed to working in partnership
with the Public Health Agency, with its Local Commissioning
Groups and with GPs, to further develop the range and
effectiveness of all general medical services provided to
patients. This remains an important cornerstone of future
work and has been identified as such under the Minister’s
proposals as set out in Transforming Your Care.
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Safeguarding Vulnerable Adults
and Children: The Directorate
of Social Care and Children
The role of the Board’s Directorate of Social Care and
Children is to commission social work and social care
services for people in Northern Ireland with a very wide
ranging need for support, and to protect the interests of
vulnerable children and adults. Throughout this work,
it has sought during the past year to:
• Further improve the quality of all social care services.
• ‘Empower’ or assist service users to make their own
decisions about the kind of care they need – and to
develop their personal capacity to obtain this.
• Give people a bigger say and more influence over
the care they are provided with.
Among a range of service initiatives introduced this year
that reflect these objectives were:
Services for Adults
• Special arrangements to monitor all sudden deaths and
to offer bereavement support to families as an aid to
identify and respond to suicide. This important work was
achieved in partnership with the Public Health Agency,
Trusts, and the Police Service of Northern Ireland.
• Increased uptake of the Direct Payments Scheme
that enables people to purchase their own social
care and support.

• Redesigning social care for older people to promote
rehabilitation and re-ablement to help people to remain
at home for longer.
• Enhanced assessment of individual needs with the
roll out of the Northern Ireland Single Assessment Tool.
• The development of commissioning guidance for
advocacy services to improve access to and standards
for consistent, effective and high quality advocacy services.
Services for Children and Families
• N
 ew arrangements to provide children with autism
more rapid diagnosis, treatment and support. This was
achieved through the preparation of a ‘pathway of care’
– a scheme offering an agreed, evidence-based and
consistent approach for all practitioners. Importantly, this
initiative was developed in partnership with the parents of
children with autism. The next stage of this work involves
the preparation of a similar care pathway for adults, and
work on this aspect continues.
• Further work to ensure that all children considered as
being in need of care and protection from the social
services receive this as quickly as possible.
• Consultation and engagement with young people who are
receiving child protection services on how their services
can be improved for them.
• Joint work with the Northern Ireland Judiciary on how
to improve arrangements for managing court cases
involving children and
• The application of new schemes aimed at helping
children in care to maximise their potential through
education and personal development.
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These initiatives have been taken forward in partnership
with a range of stakeholders. The role of the voluntary and
community sectors is significant in achieving our objectives
for safer and more flexible responses to individual needs.
Likewise service users, carers and children and families are
increasingly involved in partnerships with the Social Care
Directorate to inform our work.

Transforming Your Care
In June 2011, the Minister for Health, Social Services and
Public Safety, Mr Edwin Poots MLA, announced that a
Review of the Provision of Health and Social Care Services
in NI would be undertaken. The review was led by the HSC
Board’s Chief Executive, Mr John Compton, in an ex officio
capacity. The Minister also appointed five independent
panel members to provide a strong overview to the
process, providing challenge to the proposals. The Review
team submitted its proposals to the Minister in December
2011. These proposals were set out in a report entitled
Transforming Your Care. The Minister gave a Statement to
the Assembly on 13 December, outlining the proposed
major changes to the health and social services in Northern
Ireland over the next five years.
The Review team undertook an extensive programme
of engagement, speaking to over 3,000 members of the
public, clinicians, providers and interest groups, as well as
working closely with the press and media to promote wider
community interest in the development of its proposals.

Young people living in Larne have their say on local services.

In overall terms, proposals for a future model of care
emerged from the Review which would mean that:
• More care should be delivered to people as close to
home as practical
• A changing role for general practice, working in
17 Integrated Care Partnerships across NI
• Pharmacists can play new roles in the provision of care
and in the management of people’s medicines.
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• Over time, there are likely to be 5-7 major
hospital networks
• Greater personalisation of care and more direct
control, including financial control, over care for
patients and carers

Reports from the Board’s
Committees

An extensive programme of work has now started towards
implementing the recommendations set out in Transforming
Your Care. This involves the DHSSPS, HSC Board, HSC
Trusts, the Public Health Agency, and a wide range of
partner organisations. One of the first milestones is the
development of Population Plans, for each Health Economy,
that will set out how the recommendations will shape the
future provision of services in each of the geographic areas.
While the entire programme of implementation with be
across a timeline of up to five years, many important and
necessary changes to services are expected to be in place
well within this period.

The Board has a number of Committees to scrutinise
important aspects of its work. These cover the following:
•
•
•
•
•

Reference
Governance
Audit
Pharmacy Practices
Remuneration

A report now follows from each of these Committees on their
work during the past year.
Report of the Board’s Reference Committee
The role of the Board’s Reference Committee is to
monitor the professional standards of family care
practitioners – GPs, dentists, pharmacists and opticians
– to consider complaints about any related matters, and to
refer any such cases for further investigation. Depending on
the nature of any deficiency, subsequent investigation can
involve the Board, other agencies or relevant professional
bodies such as the General Dental Council or the General
Medical Council.
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The Reference Committee meets every three months and
has established processes to ensure that any cases coming
before it are considered in a fair and confidential manner.
Cases that can require consideration by the Reference
Committee can relate to:
• Failings in professional standards
• Serious Adverse incidents involving a practitioner
• Matters referred by the police, the Coroner, or other
legal entities
The Committee wishes to point out that, in overall terms,
the quality of care and clinical standards provided by
family practitioners across Northern Ireland remains of
a very high standard. Any such failings remain as rare
events, and the Committee acknowledges that much work
continues to maintain and develop standards. This process
is being actively pursued with the input and assistance of
practitioners and their representative organisations.
Mr Brendan Mc Keever
Chair
HSC Board Reference Committee
Membership of the Reference Committee
Mr Brendan McKeever
- Committee Chair
Dr Melissa McCullough
- Non Executive Director
Mrs Fionnuala McAndrew OBE - 	Executive Director/
Director of Social Care
& Children’s Services
In attendance:
Dr Sloan Harper
Mrs Carol Mooney

-	Director of Integrated
Care, HSCB professional advice
- 	Corporate Secretariat
Manager, HSCB

Report of the Governance Committee
In order to ensure that appropriate weight is given to all
aspects of corporate, clinical and social care governance,
in particular to safety, quality and risk, the Board at its
meeting on 2 June 2011 approved the division of the
Board’s Governance and Audit Committee into two separate
bodies. To ensure an integrated understanding of risks
across the organisation, the Non-Executive membership
of both Committees is broadly the same. However, the
Governance Committee includes a Non-Executive member
with a professional nursing background.
The first meeting of the newly reconstituted Governance
Committee took place on 1 September 2011. Subsequent
meetings have been held on 1 December 2011 and on
1 March 2012.
The Governance Committee provides assurance to the
Board across a broad area, including:
•
•
•
•
•
•
•
•

Management of corporate risk;
Quality, safety and standards in health and social care;
Social Care Delegated Statutory Functions;
Controls assurance and internal control;
Serious adverse incident management;
Complaints management;
Litigation management;
Maintenance of the reputation, image and integrity of the
Health and Social Care Board;
• Professional regulation;
• Research and education governance;
• Information governance;
The Governance Committee meets four times each year.
Since its first meeting, the newly reconstituted Governance
Committee has considered and approved Governance
and Assurance Frameworks for the Board and a range
of policies and programmes designed to strengthen the
HSCB’s governance arrangements.

34

35
The Committee also receives briefings on Case
Management Reviews at each meeting as well as
reports from professional leads.
Once approved by the Committee, minutes of Governance
Committee meetings are brought to the attention of the full
Board at the subsequent public Board meeting.
Membership of the Governance committee:
Mr Stephen Leach (Chair)
Dr Melissa McCullough
Dr Robert Thompson
Mr John Mone.

• Anti-fraud policies, whistle-blowing processes
and arrangements for special investigations.
Membership of the Audit committee:
Mr Stephen Leach (Chair)
Dr Robert Thompson
Mr Robert Gilmore
Mrs Elizabeth Kerr.
In addition, the Board’s Director of Finance attends all
meetings, and the Internal and External Auditors also
attend. Once approved by the Committee, minutes of the
Audit Committee meetings are brought to the attention of
the full Board at the subsequent public Board meeting.

In addition, the Senior Management Team of the HSCB
is in attendance at all meetings of the Governance
Committee.

Report of the Pharmacy Practices Committee

Report of the Board’s Audit Committee

The HSC Board is required under The Pharmaceutical
Services (Northern Ireland) Regulations 1997 to maintain
the list of pharmaceutical and appliance contractors.

The first meeting of the newly reconstituted Audit Committee
took place on 1 September 2011 with four subsequent
meetings held through the 2011/12 year.
During 2011/12 the Audit Committee advised the Board
and Accounting Officer on the following:
• The strategic processes for risk, control and governance
and the Statement on Internal Control.
• The accounting policies, the accounts, and the annual
report of the Board, including the process for the
preparation and review of the accounts prior to submission
for audit, levels of error identified and management’s letter
of representation to the external auditors.
• The planned activity and results of both internal and
external audit.
• The scope and effectiveness of internal control.
• Adequacy of management response to issues identified by
audit activity, including external audit’s management letter.
• Assurances relating to the corporate governance
requirements for the organisation.

It exercises this duty through the Pharmacy Practices
Committee (PPC) which deals with applications to:
• Join the pharmaceutical list (to open a community
pharmacy)
• Provide domiciliary oxygen services
• Non-minor relocations (where the proposed relocation
of the pharmacy is in a different neighbourhood).
In the autumn the Board delegated responsibility to decide
on applications for changes to opening hours.
In order to facilitate those making applications, the PPC
decided to introduce, for a six month pilot period, the
provision for applicants and objectors to use audio-visual
materials in their presentations.
The HSC Board decides upon minor relocations.
As the Committee needs to assess the needs of the
population on a local level and define the neighbourhood
which a proposed pharmacy would serve, the HSC Board
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has constituted the Committee under the Chair and
Vice-Chair into four panels.
The service provided by the members of the committee
is greatly appreciated.
For the period 2011/12 the Pharmacy Practices Committee
dealt with the following applications:

Full applications:

5 (4 refused)

Oxygen applications:

5 (all 5 approved)

Change of hours:

19 (16 approved,
1 pending,2 refused)

Mr John Mone,
Chair of the Pharmacy Practices Committee
Membership of the Pharmacy Practices Committee:
Mr Mone is supported on the Committee by a number
of pharmaceutical contractor, non-contractor and
non-pharmacist representatives who are drawn from
across each of the localities covered by the five Local
Commissioning Groups of the Board.

Remuneration Report
• A committee of non-executive board members exists to
advise the full Board on the remuneration and terms and
conditions of service for Senior Executives employed by
the HSCB.
While the salary structure and the terms and conditions
of service for senior executives is determined by the
Department of Health Social Services and Public Safety
(DHSSPS), the Remuneration Committee has a key role in
assessing the performance of Senior Executives and where
permitted by DHSSPS agreeing the discretionary level of
performance related pay.
The salary, pension entitlement and the value of any
taxable benefits in kinds paid to both Executive and
Non-Executive Directors is set out overleaf. It should
be noted that Non-Executive Directors do not receive
pensionable remuneration and therefore there will be no
entries in respect of pensions for Non-Executive members.
Early Retirement and Other Compensation Schemes
There were no early retirements or payments of
compensation for other departures relating to senior
executives during 2011/12.
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Senior Employee’s Remuneration (Table Audited)
The salary, pension entitlements and the value of any taxable benefits in kind of
the most senior members of the HSCB were as follows:
2011-12
Name

Salary
£000s

Pensions (Table Audited)
The assessed capital value of the pension scheme benefit of the most senior
members of the HSCB are as follows:
2011-12

2010-11

Bonus /
Benefits
Performance in Kind
pay £000
(Rounded

Salary
£000s

Bonus /
Benefits
Performance in Kind
pay £000
(Rounded

to nearest
£100)

Name

Real increase
in pension and
related lump
sum at age 60
£000s

Total accrued
CETV at
pension at age 31/03/11
60 and related £000s
lump sum
£000s

CETV at
31/03/12
£000s

Real increase
in CETV
£000s

J Compton*

0

65-70 pension
200-205 lump
sum

0

0

0

P Cummings

0-2.5 pension
35-40 pension
0-2.5 lump sum 110-115 lump
sum

558

656

98

F E McAndrew

0-2.5 pension
15-20 pension
0-2.5 lump sum 50-55 lump
sum

321

357

36

S Harper

0-2.5 pension
40-45 pension
5-7.5 lump sum 120-125 lump
sum

645

770

125

M Bloomfield**
(Appointed
01/04/11)

0-2.5 pension
20-25 pension
0-2.5 lump sum 65-70 lump
sum

293

355

62

D Sullivan
(Appointed
01/06/10)

0-2.5 pension

0-5 pension

13

34

21

L McMahon
(Appointed
01/09/10)

0-2.5 pension

10-15 pension
20-25 lump
sum

125

165

40

B Mitchell
(retired 26/03/11)

0

0

0

0

0

H Mullen
(Left 02/05/10)

0

0

0

0

0

to nearest
£100)

Non-Executive Members

Executive Members

I Clements

30-35

0

200

30-35

0

500

S J Leach

5-10

0

100

5-10

0

100

M McCullough

5-10

0

100

5-10

0

200

R Gilmore

5-10

0

200

5-10

0

200

B McKeever

5-10

0

100

5-10

0

100

J Mone

5-10

0

300

5-10

0

200

E Kerr

5-10

0

100

5-10

0

0

W R Thompson

5-10

0

0

5-10

0

0

Executive Members
J Compton

140-145

0

1,800

140-145

0

300

P Cummings

105-110

0

1,600

105-110

0

200

H Mullen
(left 02/05/10)

0

0

0

15-20

0

0

M Bloomfield**
(start 01/04/11)

75-80

0

300

30-35

0

500

L McMahon
(commenced 01/09/10)

105-110

0

300

60-65

0

500

F E McAndrew

80-85

0

300

80-85

0

200

S Harper

115-120

0

700

120-125

0

900

Bernard Mitchell
(retired 26/03/11)

0

0

0

75-80

0

0

D Sullivan
(commenced 01/06/10)

100-105

0

800

85-90

0

500

* Mr Compton’s contribution ceased in 2010/11 therefore there is no Real
Increase in Pension of CETV after 31/03/11
**Mr Bloomfield held a temporary Executive Directors post from
01/04/10-31/05/10.
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Notes:
Cash equivalent Transfer Value (CETV) is the actuarially
assessed capital value of the pension scheme benefits
accrued by a member at a particular point in time. The
benefits valued as a member accrued benefits in any
contingent spouse’s pension payable from the scheme.
CETV is a payment made by a pension scheme, or
arrangement to secure pension benefits in another pension
scheme or arrangement when a member leaves the scheme
or chooses to transfer their benefits accrued in their former
scheme. The Pension figures showing relate to the benefits
that the individual has accrued as a consequence of their
total membership of the pension scheme, not just their
service in a senior capacity to which disclosure applies.
The CETV figures, and from 2004-05 the other pension
details, include the value of any pension benefits in
another scheme or arrangement which the individual
has transferred to the HSS Pension Scheme. They also
include any additional pension benefits accrued to the
member as a result of them purchasing additional years of
pension service in the scheme at their own cost. CETVs are
calculated within the guidelines of framework prescribed
by the Institute and Faculty of Actuaries. Real increase
in CETV – this reflects the increase in CETV effectively
funded by the employer. It takes account of the increase of
accrued pension due to inflation, contributions paid by the
employees (including the value of any benefits transfer from
another pension scheme or arrangement) and uses column
market valuation factors for the start and end of the period.
Median Salary (Table Audited)
Following the Hutton Fair Pay Review which recommended
that, from 2011/12, all public service organisations publish
their top to median pay multiples each year, the Department
of Health Social Services and Public Safety issued Circular
HSC (F) 23/2012 setting out a requirement to disclose
the relationship between the remuneration of the most
highly paid director in the organisation and the median
remuneration of the organisation’s workforce. Following
the application of the guidance contained in circular
HSC (F) 23/2012 the following can be reported.
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2011/12

2010/11

£

£

Band of Highest paid Director
Total Remuneration

142,500

142,500

Median Salary

31,787

30,580

Median Total Remuneration Ratio

4.5

4.7

There has been no significant change to the ratio
mainly due to the continuing public sector pay freeze.
Membership of the Remuneration Committee:
Dr Ian Clements, Chairman of the Board
Mrs Elizabeth Kerr, Non Executive Board member
Dr Melissa McCullough, Non Executive Board member
Signed:		 			

Chief Executive
Date: 11/06/12
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Statement on Internal Control

Summary Financial Statement

Scope of Responsibility

These accounts have been prepared in a form determined
by the DHSSPS based on guidance by the Department
of Finance and Personnel’s Financial Reporting Manual
(FReM) and in accordance with the requirements of the
Health and Social Care (Reform) Act (Northern Ireland) 2009.

The Board of the Health and Social Care Board (HSCB)
is accountable for internal control. As Accounting
Officer the Chief Executive of the HSCB is responsible
for maintaining a sound system of internal control that
supports the achievement of the organisation’s policies,
aims and objectives, whilst safeguarding the public funds
and assets for which he is responsible in accordance with
the responsibilities assigned to him by the Department of
Health, Social Services and Public Safety (DHSSPS).

This summary financial statement does not contain sufficient
information for a full understanding of the activities and
performance of the HSCB. For further information, the
full accounts (including the statement of internal control),
Annual Report and Auditor’s Report for the year ended
31st March 2012 should be consulted.

The purpose of the system of internal control
The system of internal control is designed to manage risk to
a reasonable level rather than to eliminate all risk of failure
to achieve policies, aims and objectives; it can therefore
only provide reasonable and not absolute assurance of
effectiveness. The system of internal control is based on
an ongoing process designed to:
• identify and prioritise the risks to the achievement
of organisational policies, aims and objectives;
• evaluate the likelihood of those risks being realised and
the impact should they be realised, and to manage them
efficiently, effectively and economically.
The system of internal control has been in place in the
HSCB for the year ended 31 March 2012, and up to the
date of the approval of the Annual Report and Annual
Accounts and accords with Department of Finance and
Personnel guidance.
Access to the full statement on internal control
The full statement on internal control is included
in the HSCB annual accounts for the year ended
31st March 2012.

Copies of the full accounts are available from:
Director of Finance
Health and Social Care Board
12-12 Linenhall Street
Belfast
BT2 8BS
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Statement of Comprehensive Net Expenditure for the year ended
31 March 2012
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Analysis of Net Expenditure by Segment
The HSCB has identified 3 segments: Commissioning, Family Health Services
(FHS) and Administration. Net expenditure is reported by segment as
detailed below:

2012
2011
£000s
£000s
Expenditure		
		
2012
2011
Staff costs
(21,411)
(23,316)
£000s
£000s
Depreciation
(2,738)
(2,672)
Summary		
Other Expenditure
(944,782)
(935,415)
Commissioning
3,058,203
2,961,947
(968,931)
(961,403)
FHS
818,723
821,578
Income		
Board Administration
68,441
68,309
		
Total Commissioner Resources utilised
3,945,367
3,851,834
Income from activities
45,076
42,747
		
Other Income
1,363
794
		
Deferred income
0
0
Commissioning		
46,439
43,541
		
		
Expenditure		
Net Expenditure
(922,492)
(917,862)
Belfast HSC Trust
1,041,743
1,015,202
		
South Eastern HSC Trust
466,913
445,459
Revenue Resource Limits (RRLs) issued (to)		
Southern HSC Trust
464,946
456,651
Belfast HSC Trust
(1,041,743)
(1,015,202)
Northern HSC Trust
536,190
527,894
South Eastern HSC Trust
(466,913)
(445,459)
Western HSC Trust
454,481
438,484
Southern HSC Trust
(464,946)
(456,651)
NIAS HSC Trust
57,445
49,038
Northern HSC Trust
(536,190)
(527,894)
NIMDTA
1,135
1,070
Western HSC Trust
(454,481)
(438,484)
NIGALA
0
51
NIAS HSC Trust
(57,445)
(49,038)
RQIA
22
122
NIMDTA
(1,135)
(1,070)
Other providers
61,372
53,443
NIGALA
0
(51)
3,084,247
2,987,414
RQIA
(22)
(122)

Total RRL issued
(3,022,875)
(2,933,971)
Income		
		
Income from activities
26,044
25,467
Total Commissioner resources utilised
(3,945,367)
(3,851,833)
Reimbursement in respect of provisions
0
0
		
26,044
25,467
Revenue Resource Limit (RRL) received from DHSSPS
3,945,475
3,851,968
		
		
Commissioning Net Expenditure
3,058,203
2,961,947
Surplus / (Deficit) against RRL
108
135
		
OTHER COMPREHENSIVE EXPENDITURE		
2012
2011
£000s
£000s
		
Net (loss) on revaluation of Property, Plant and Equipment
(3,637)
(1,398)
Net gain on revaluation of Intangibles
0
130
Net gain/(loss) on revaluation of available for sales financial assets
0
0
		
TOTAL COMPREHENSIVE EXPENDITURE for the year ended
31 March 2012
(926,129)
(919,130)
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Analysis of Net Expenditure by Segment

Revenue Resource Limit

Resulting from the introduction of the Non Departmental Public Body (NDPB)
FHS
2012
2011
format of accounts, the Revenue Resource Limit (RRL) has been introduced
£000s
£000s
as a means of setting a cash limit of the amount of funding to be drawn
Expenditure		
directly from the DHSSPS by the HSCB and Trusts in relation to the costs of
General Medical Services
221,502
219,958
providing services to Board residents. This RRL mechanism replaced the
General Dental Services
113,613
106,954
Service and Budget Agreement process previously in place.
General Pharmaceutical Services
General Opthalmic Services

482,025
20,615

492,282
19,664

The memorandum below expresses the HSCB ‘Net Expenditure Account’ in a

837,755
838,858
traditional income and expenditure format.
		
Income		
FHS Receipts & Recovery of Charges
19,032
17,280
		
Summary Financial Information for Year Ended 31st March 2012
FHS Net Expenditure
818,723
821,578
		
2012
2011
Board administration		
£’000
£’000
		
		
Expenditure		
Revenue Resource Limit (RRL) received from DHSSPS
3,945,475
3,851,968
Salaries and Wages
21,411
23,316
Other Income
46,439
43,541
Operating Expenditure
35,856
35,383
Non Cash Costs
Depreciation

9,289
3,248

7,165
3,238

Operating Income

1,078
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68,441

68,309

3,991,914
3,895,509
		
Expenditure (including RRL’s issued to Trusts)		
69,804
69,102
Staff Costs
(21,411)
(23,316)
Depreciation
(2,738)
(2,672)
Income		
Expenditure
(3,967,657)
(3,869,386)
Staff Secondment Recoveries
285
690

(3,991,806)
(3,895,374)
		
1,363
793
Surplus/(Defecit)
108
135
		
Board Administration Net Expenditure
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Finance Directorate

STATEMENT of FINANCIAL POSITION as at 31 March 2012

		
Restated
Restated
2012
2011
2010
£000s
£000s
£000s
Non Current Assets			
Property, plant and equipment
Intangible assets
Financial assets
Trade and other receivables
Other current assets

17,409
1,369
0
0
0

21,425
1,560
0
0
0

25,288
1,531
0
0
0

Total Non Current Assets

18,778

22,985

26,819

Current Assets
Assets classified as held for sale
Inventories
Trade and other receivables
Other current assets
Financial assets
Cash and cash equivalents

HSCB Funding 2011/12
The Board received a Revenue Spending Limit from
the DHSSPS in 2011/12 of £3,932,938k (ex non-cash
of £12,537k). In addition to this the Board also receives
income from other sources.
The total income for 2011/12 was calculated as
£3,979,377k, of which £46,439k is related to other income.
HSCB Expenditure 2011/12

0
7
5,519
2,232
0
3,302

0
8
3,902
1,493
0
102

0
2
6,750
944
0
1,562

Total Current Assets

11,060

5,505

9,258

Total Assets

29,838

28,490

36,077

Trade and other payables
Other liabilities
Provisions
Total Current Liabilities

(217,146)
0
(20,294)
(237,440)

(201,637)
0
(28,791)
(230,428)

(209,726)
0
(24,986)
(234,712)

Non Current Assets plus/less
Net Current Assets / Liabilities

(207,602)

(201,938)

(198,635)

The HSCB expenditure falls into three main areas
as seen below.
HSCB Expenditure 2011/12
£838m

£57m

Current Liabilities

Commissioning
Family Health Service
Board Administration

Non Current Liabilities
Provisions
Other payables > 1 yr
Financial liabilities
Total Non Current Liabilities

£3,084m
(27,369)
0
0
(27,369)

(17,169)
0
0
(17,169)

(25,584)
0
0
(25,584)

Assets less Liabilities

(234,971)

(219,107)

(224,219)

Taxpayers’ Equity
Revaluation reserve
SoCNE Reserve

7,839
(242,810)

11,476
(230,583)

12,744
(236,963)

(234,971)

(219,107)

(224,219)

£57m

£63m
£1,042m
Belfast HSC Trust

£454m

South Eastern HSC Trust
Southern HSC Trust

Signed:

Chairperson

Northern HSC Trust

Date: 11-06-12

Western HSC Trust
NIAS HSC Trust

£536m
Signed:

Chief Executive

Other Providers & Agencies

Date: 11-06-12

£467m
£465m

8%
Mental Health

Commissioning
Commissioning
Family
Family Health
Health Service
Service
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Learning Disability

Board
Board Administration
Administration

3% 4%

43%

21%
7% Health Services
Family

Commissioning
The HSCB Commissions
most of its services from local
£3,084m
£3,084m
Trusts with a small amount being delivered by other
providers, as seen below.

Physical
& Sensory
Acute Services
Disability
Maternity & Child Health
Health Promotion
Family & Child Care
Primary Health & Adult
Elderly Care
Community
£837,755k
on
Mental Health

4%

8%

6%

4%

The Health and Social Care Board spent
Learning
Disability
Family Health Services (FHS) in 2011/12 to meet
the
health
Physical
&
Sensory
and social care needs of local populations. The breakdown
Disability
by service area is shown below.
Health Promotion

21%

Commissioning Net Expenditure 2011/12
£57m
£57m

6%

£21m
£1,042m
£1,042m

Primary Health & Adult
Community

FHS Expenditure 2011/124%

£63m
£63m

£454m
£454m

£221m

Belfast
Belfast HSC
HSC Trust
Trust
South
Eastern
South Eastern HSC
HSC Trust
Trust

General Medical Services
General Dental Services

Southern
Southern HSC
HSC Trust
Trust
Northern
HSC
Trust
Northern HSC Trust

General Pharmaceutical Services

Western
Western HSC
HSC Trust
Trust
NIAS
HSC
Trust
NIAS HSC Trust

£536m
£536m

General Ophthalmic Services

£21m

£221m
£114m

Other
Other Providers
Providers &
& Agencies
Agencies

£482m

£467m
£467m

£465m
£465m
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General Medical Services
General Dental Services
General Pharmaceutical Services
General Ophthalmic Services

HSCB Management Costs
Commissioning resources are deployed across nine
Programmes of Care and Family Health Services as follows:

Programmes of Care

7%
7%

4%
3%
3% 4%

4%
4%

43%
43%

8%
8%

Acute
Acute Services
Services
Maternity
Maternity &
& Child
Child Health
Health

Physical
Physical &
& Sensory
Sensory
Disability
Disability

6%
6%

4%
4%

19%
11%

HSCB Management Costs 2011/12

15%
16%
11%

Health
Health Promotion
Promotion
Primary
Primary Health
Health &
& Adult
Adult
Community
Community

19%
26%

Commissioning

Social Services
Corporate Services
Intergrated Care
Commissioning
Finance
Preformance Management
and Service Improvement
Social Services

26%

£221m

Intergrated Care

Preformance Management
and Service Improvement

13%

16%

£21m
£21m

Corporate Services

Finance

Family
Family &
& Child
Child Care
Care
Elderly
Care
Elderly Care
Mental
Mental Health
Health
Learning
Learning Disability
Disability

21%
21%

£114m

At the
centre of the Health and Social Care Board are
£482m
the staff who manage the delivery of these high quality
services. The percentage breakdown by Directorate of the
Health and
Social Care Boards
staff costs including goods
15%
13%
and services is shown below.
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Public Sector Payment Policy - Measure of Compliance

Charitable Donations

The Department requires that the HSCB pays their non-HSC
trade creditors in accordance with the CBI Prompt Payment
Policy and Government Accounting Rules. The HSCB’s
payment policy is consistent with the CBI prompt payment
codes and Government Accounting Rules and its measure
of compliance is:

The HSCB did not make any charitable donations during the financial year.

2012
Number

2012
Value
£’000

2011
Number

2011
Value
£’000

Total bills paid

16,896

42,065

17,975

69,430

Total bills paid within
30 day target

15,486

37,411

16,956

61,568

% of bills paid within
30 day target

91.7%

88.9%

94.3%

88.7%

Post Balance Sheet Events
There are no post balance sheet events which have a material impact on
the accounts.
Audit Services
The HSCB’s statutory audit was performed by PricewaterhouseCoopers
on behalf of the Northern Ireland Audit Office and the notional charge for
the year ended 31 March 2012 was £56,592. This is reflected in Non-cash
expenditure within note 4 of the Annual Accounts. There were no additional
payments made for non-audit work in 2011/12.
Audit Disclosure

Related Party Transactions
The HSC body is an arms length body of the Department of
Health, Social Services and Public Safety and as such the
Department is a related Party with which the HSC body has
had various material transactions during the year.
Ms Fionnuala McAndrew OBE (Director of Social Care &
Children HSCB) is a member of the Board of Directors of the
registered charity, Children in Northern Ireland (CiNI), which
may be likely to do business with the HSC in the future.
During the year, none of the board members, members
of the key management staff or other related parties has
undertaken any material transactions with the HSCB.
Director’s Interests
Details of company directorships or other significant
interests held by Directors, where those Directors are likely
to do business, or are possibly seeking to do business with
the HSCB where this may conflict with their managerial
responsibilities, are held on a central register. A copy is
available on the HSCB website www.hscboard.hscni.net

The directors are not aware of any relevant audit information of which the
auditor is unaware.
HSCB Management Costs
HSCB management costs as a percentage of total income is detailed in the
table below:
2012
£’000
28,635

2011
£’000
30,628

Income:
RRL from DHSSPS
Less Non cash RRL
Other Income

3,945,475
(12,537)
46,439

3,851,968
(10,405)
43,541

Total Income

3,979,377

3,885,104

0.72%

0.79%

HSCB Management Costs

% of total income
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Staff Numbers

HEALTH AND SOCIAL CARE BOARD

The average number of whole time equivalent persons employed during the
year was:

STATEMENT OF THE COMPTROLLER AND AUDITOR GENERAL TO THE
NORTHERN IRELAND ASSEMBLY

2012 Total

2012
Permanently
Employed
Staff

2012 Other
Staff

2011 Total

I have examined the summary financial statements for the year ended 31 March 2012
set out on pages 44 to 48.
Respective responsibilities of the Accounting Officer and Auditor
The Health and Social Care Board is responsible for preparing the summary
financial statements.

Commissioning of Health and
Social Care

463

415

48

435

Less staff on outward
secondments (ave)

5

5

0

8

Total net (ave) persons employed

458

410

48

427

Signed:

Chief Executive
Date: 11/06/12

My responsibility is to report to you my opinion on the consistency of the summary
financial statements within the Annual Report with the full annual financial statements,
and its compliance with the relevant requirements of the Health and Social Care
(Reform) Act 2009 and Department of Health, Social Services and Public Safety
directions made thereunder.
In addition I read all the financial and non-financial information in the Annual Report
to identify material inconsistencies with the audited summary financial statements.
If I become aware of any apparent material misstatements or inconsistencies I consider
the implications for my certificate.
Basis of audit opinions
I conducted my work in accordance with Bulletin 2008/03 ‘The auditors’ statement on
the summary financial statement in the United Kingdom’ issued by the Auditing Practices
Board. My report on the Health and Social Care Board full annual financial statements
describes the basis of my audit opinions on those financial statements and the part of the
Remuneration Report to be audited.
Opinion
In my opinion, the summary financial statements are consistent with the full annual
financial statements of the Health and Social Care Board for the year ended 31
March 2012 and complies with the applicable requirements of the Health and Social
Care(Reform) Act 2009 and Department of Health, Social Services and Public Safety
directions made thereunder.

KJ Donnelly
Comptroller and Auditor General
Northern Ireland Audit Office
106 University Street
Belfast
BT7 1EU
25 June 2012

56

57

Board of Directors
The Board of Directors is made up of a non-executive
Chairman, seven non-executive directors, the chief
executive and four executive directors.

Mr Stephen Leach CB, Non Executive Director
Mr Leach lives in North Down. He is a retired senior civil
servant, and was Chair of the Northern Ireland Criminal
Justice Board from 2000 to 2009. He was appointed as
a Parole Commissioner in November 2009.

Executive directors are employees of the Health and Social
Care Board. Non Executive Directors are those appointed to
their roles by the Minister.

Dr Melissa McCullough, Non Executive Director
Dr McCullough lives in Belfast and is a Lecturer in the
School of Medicine, Centre for Medical Education in
Medical Ethics and Law, at Queen’s University, Belfast.

Chairman, Dr Ian Clements
Dr Clements lives in Newtownards, where he had
practised as a GP for 27 years. Throughout his GP
career, Dr Clements has continually sought to improve
healthcare services for patients through his involvement in
the commissioning process. He has also contributed his
expertise as a doctor over many years, to a wide array of
leading health-care organisations.

Mr Brendan McKeever, Non Executive Director
Mr McKeever is a teacher who lives in Derry and has
undertaken work to support projects led by Queen’s
University and the University of Ulster to improve the care
of people with disabilities. He has written widely on these
matters and continues to assist organisations that provide
and develop services for users and carers.

Chief Executive, Mr John Compton
Mr Compton was appointed Chief Executive Designate
of the Health and Social Care Board in January 2009,
before taking on the full and substantive role in April of that
year. He trained as a Social Worker, and was educated
at Queens University Belfast and the University of Ulster,
before going on to lead a number of health and care social
bodies in Northern Ireland at the highest managerial level.

Mr John Mone, Non Executive Director
Mr Mone lives in Co Armagh. Until his retirement in 2007,
Mr Mone had been Executive Director of Nursing at the
former Craigavon Area Hospital HSS Trust and former
Director of Healthcare and Nursing and Executive Director
on the Trust Board of the former Armagh and Dungannon
HSS Trust. He has also served the Board of Governors of St
John’s Primary School, and is a member of the NI Research
Ethics Committee.

Mr Robert Gilmore OBE, Non Executive Director
Mr Gilmore lives in Banbridge and is a self employed Public
Sector Management Consultant and former Chief Executive
of Banbridge District Council. He serves a number of local
business, voluntary bodies and schools in the Banbridge
area.
Mrs Elizabeth (Lily) Kerr MBE, Non Executive Director
Mrs Kerr lives in Belfast and is a retired Trade Union Official.
She is appointed Chair of the Northern Ireland Social
Care Council.

Dr Robert Thompson, Non Executive Director
Dr Thompson lives near Craigavon. After qualifying in
medicine at Queen’s University Belfast, he worked for some
20 years as a GP in Lurgan, Co Armagh. He later served
the former Southern Health and Social Services Board in a
senior capacity where he assisted with the development of
many services provided to patients by GPs.
Director of Finance, Mr Paul Cummings
Mr Cummings trained as an accountant with Northern
Ireland Electricity before joining the the health and
social services. This role has taken him to a range of
senior financial management posts across a number
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of organisations. In 2003, Paul served as the National
Chairman of the Healthcare Financial Management
Association (HFMA), the first person outside the NHS
in England to receive such an honour.
Director of Social Care and Children,
Mrs Fionnuala McAndrew OBE
Mrs McAndrew was appointed to her post when the
HSCB was established in April 2009, and previously trained
and practised as a social worker. She afterwards led the
management and development of many aspects of social
care in Northern Ireland. This extensive contribution earned
Mrs McAndrew an OBE in the Queen’s Birthday Honours
List in 2011.
Director of Performance Management and Service
Improvement, Ms Louise McMahon
Ms McMahon joined the Health and Social Care Board in
September 2010. Louise initially joined the health service
as management trainee and has gone on to hold a number
of senior posts with health and social care bodies in both
Northern Ireland and the Republic of Ireland. A graduate
of Queen’s University, Louise has also studied at the
Kennedy School of Government at Harvard University,
Boston, Massachusetts.
Director of Commissioning, Mr Dean Sullivan
Mr Sullivan trained as an accountant with the National
Audit Office in London. He later worked as a management
consultant with two leading firms, PriceWaterhouse and
PA Consulting Group. In 2003 he joined the Department of
Health in Northern Ireland initially as Director of Secondary
Care, and then Director of Performance and Planning.
He joined the Health and Social Care Board in 2010.

Glossary of Terms:
HSC Board – the organisation that plans services and
provides funding for health and social services Trusts
and others who deliver these to patients and clients.
Trusts – organisations that directly provide care to patients
and clients through such facilities as hospitals and social
services centres.
Health Inequalities – the differences in health and the rates
of illness across different sections of the population and
different areas where people live. For instance, we know
that in areas of social and economic deprivation, more
people tend to suffer from illnesses such as heart disease.
Quality Outcomes Framework – a system under which the
effectiveness of schemes and measures to improve health
is measured against a set of agreed targets.
Primary Care – the care services that people receive while
living at home in the community from people such as their
GP, district nurse, physiotherapist or social worker.
Chronic conditions – illnesses such as diabetes or heart
disease that can affect people over long periods of their
lives and need regular treatment and medication.
Palliative Care – services for people who are terminally ill
and who suffer from conditions such as advanced cancer.
National Institute for Clinical Excellence – an expert
organisation based in London that guides health care
organisations across the UK on the effectiveness of new
treatments, new drugs and other innovations.
Locum doctors – doctors whose work is based upon short
term or temporary contracts.
Local Commissioning Groups – committees of the
regional Health and Social Care Board that are comprised
of GPs, professional health and social care staff such such
as dentists and social workers and community and elected
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representatives. Their role is to help the Board arrange or
commission health and social care services at a local level.
The Bamford Report – a major study commissioned by
The Department of Health in Northern Ireland to provide
a long term strategic plan for the development of mental
health services. It takes its name from its former Chairman,
the late Professor David Bamford of the University of Ulster.
Public and stakeholder engagement – the process
of meeting, discussing and consulting with people and
communities who use the health and social services.
Evidence Based Commissioning – the provision of health
and social care services based upon proven evidence of
their value.
Managed Clinical Networks – the provision of clinical
services to patients through expert, closely linked and
effective teams of staff.
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