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PERFORMANCE REPORT

Welcome to the Health and Social Care Board’'s AhiReport covering the financial year
2016/17.

About the Health and Social Care Board

The Health and Social Care Board (HSCB) is a narfitpmaking statutory body responsible
for the commissioning of health and social carevises for the population of Northern
Ireland. The role of the HSCB is broadly contaiaedoss 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; and

3. To effectively deploy and manage its annual fundiegn the Northern Ireland
Executive — currently around £4.5 billion — to emsthat this is targeted upon
need and reflects the aspirations of local comnesénd their representatives.

The HSCB is accountable to the Health Minister fomdranslating his / her vision for health
and social care into a range of services that éelingh quality and safe outcomes for users,
good value for the taxpayer and compliance wittugbay obligations.

The work of the HSCB has the potential to reachygvee at some point in their lives — its
expenditure amounts to around £10 million on ev@ngle day of the year — as it strives to
ensure that services provided daily to people girthomes, by their GP, or in hospital
deliver what is expected of them.

The HSCB is required by statute to prepare andigtulal Commissioning Plan in response to
the Department of Health issuing a CommissionirenHDirection, setting out the range of
services to be commissioned and the associatesl abdelivering these. The HSCB prepares
the annual Commissioning Plan in partnership with Public Health Agency (PHA) and
publishes this Commissioning Plan on the wehsitev.hscboard.hscni.net

The HSCB and PHA take forward the regional comroigsig agenda through a series of
integrated service teams. The HSCB’s commissiopingesses are currently underpinned by
the five Local Commissioning Groups which are Coftems of the Board, and are
responsible for ensuring that the health and samat needs of local populations across
Northern Ireland are addressed. The groups arergloigally coterminous with each of the
five Health and Social Care Trusts that directhoviie services to the community.
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The Local Commissioning Groups incorporate a raofgarofessional interests such as GPs,
nurses, dentists, pharmacists and social workess,wall as voluntary and elected

representatives, to ensure that the work of the BI8&s sensitivity and influence at a local
level.

All of the service teams responsible for commissigrservices are comprised of HSCB and
PHA staff, demonstrating the common agenda shayelokth organisations and the close
working with one another. The PHA is also represénbn each of the five Local
Commissioning Groups.

The HSCB also commissions services from voluntarg eommunity organisations. This
feeds directly into local economies and is respang local demands. These approaches are
underpinned by effective stakeholder engagemenPansbnal and Public Involvement.

The HSCB is committed to embedding Personal andicPlitvolvement into its culture and
practice. It is currently implementing a joint Ramal and Public Involvement strategy with
the PHA (available online awww.hscboard.hscni.net/publicatignsThis strategy aims to
ensure that service users, carers and the pulfliente the planning, commissioning and
delivery of health and social care services in whgs are meaningful to them.

Objectives for 2016/17

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

The five themes are:

Theme 1: Ensure high quality, safe, accessibleigtedrated health and social care
services, and performance manage delivery to aelgaality outcomes;

Theme 2: Improve the health and social wellbeinghaf population of NI with a
focus on prevention and health inequalities, pramgoequality, human rights and
diversity in all the HSCB'’s functions;

Theme 3: Provide value for money through the eiffectise of resources ensuring
robust financial management;

Theme 4: Effectively engage with key stakeholdersan open and transparent
manner, particularly service users and carers, flimge from their personal
experiences; and

Theme 5: Maintain and develop effective internabtespns and processes and
maximise the potential of our staff by ensuringtttieey are skilled, motivated and
valued.



HEALTH AND SOCIAL CARE BOARD

ANNUAL ACCOUNTS FOR THE YEAR ENDED 31 MARCH 2017

Overview from Chief Executive and Chair of Board

2016/17 was a year which signalled major changehieHealth and Social Care Board and
the wider system in terms of restructuring andmefo

Minister Hamilton announced in November 2015, ahts twas confirmed by Minister
O’Neill in 2016, that the HSCB would close.

We also had a major report from Professor Bengahtha Expert Panel ‘Systems Not
Structures’ and a Ministerial vision ‘Health and Mieing 2026 Delivering Together’ which
has set the direction for health and social cai@mefor the next ten years. These reforms
are vital in addressing the ever increasing demaomisthe system which are putting
significant pressures on the whole system andtappsng the budgets available.

Therefore, in the ever-changing world of health aodial care, it makes sense that the
structures, and enablers, also change to ensupaitygatient and service users at the heart of
what we do, that we can focus on prevention, orpsumg communities, reducing health
inequalities and on delivering the highest stanaéchre.

The work to ensure an effective and smooth traorsivf the HSCB's functions will continue
in 2017/18 and into 2018/19.

It will be important during this change processetwsure that our staff are appropriately
supported to make the transition into the new stines and to continue taking forward the
important work set out in the Minister’s vision.

The Voluntary Exit Scheme which operated during520& and 2016/17 has had an impact
on business continuity, and to address this, th€Bi8as continued to prioritise resources
towards areas of greatest impact and to be inn@vatithe way we deliver improvements to
support health and wellbeing.

Some of the highlights of the year include the apgrof the North-West Cancer Centre in
November 2016 which will provide comprehensive dogp and treatment services,
including radiotherapy to patients in the West,tR@oast and Donegal.

We continue to support projects which help reduteegcessary admissions to hospitals. For
example, the ‘Acute Care at Home’ service in th#d&¢ and Southern Trust areas resulted in
1,787 frail elderly people receiving enhanced, auta care at home services avoiding more
than 8,935 days in hospital. Our priority is to @esthat patient centred initiatives like this
continue right across our health and social caseesy.

The Department of Health approved a £17m fundingative to enable practice-based
pharmacy support for GP practices across Northetarld. Pharmacists in GP practices will
allow GPs more time to spend with patients and anpmpatient outcomes.
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It will also improve the safety of prescribing, ue@ the level of errors and waste through
managing prescribing systems, medical reviews aodmnciliation. It is anticipated that there
will be 351 pharmacists in post by June 2017.

The Northern Ireland Electronic Care Record (NIE@R) recognised by a UK-wide award
at the ‘Building Better Healthcare’ Awards in Novieen 2016. The quality and scope of
information on the NIECR has been growing sincdaitsxch in June 2013 and it is reducing
the need for tests and repeat appointments, impyothe quality and safety of care for
patients. During 2016/17, the number of care msit;mals using the NIECR reached over
18,500, supporting safer, faster care.

This year, we launched a Diabetes Network for NartHreland to design and deliver better
diabetes services. Over 88,000 people currenteywith diabetes and this rises annually by
more than 3,000 with an estimated 2,000 undiagngsted

Meanwhile, over 3,600 individuals currently bendfam Self Directed Support (SDS), an

initiative which represents a transformation in thay social care is delivered. SDS has
made a real difference to the lives of these imldials, providing them with greater

opportunities, choice and flexibility to live fulfng independent lives.

The Controlled Drugs Reconciliation Project (CDR#yeloped by our pharmacy team won
a Safety Forum award and is currently being used anodel for developing similar
processes in other parts of the UK.

The constrained financial environment has, howepeesented significant challenges to
improving or maintaining performance across a nunidfeservice areas. Elective waiting
times continue to rise in the face of increasingnded and uncertainty over budgets, and the
GP shortage is affecting small rural practicesdrtipular.

The following report aims to highlight the breadthour work across primary, community
and acute care, and also acknowledges the chadlemgeopportunities that lie ahead.
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Overview of Organisational Performance

Corporate Objectives

Our Corporate Objectives are grouped under five tkeynes set out within the overview.
The HSCB Corporate Plan for 2017/18 was approveth&®yHSCB Board at its meeting on 9
February 2017 and subsequently approved by theregat of Health.

Financial Management

In 2016/17, the Health and Social Care Board rexkifunding of £4.6bn from the
Department of Health to commission health and $a@ee services for the population of
Northern Ireland.

With careful financial management at the end of @071 the HSC achieved a breakeven
position of £143k surplus against its Revenue ResoLimit (RRL).

In addition to this, the HSCB also received £53nome from other sources which amounted
to £26m for the delivery of services such as Edars Children’s Services and £27m of
Family Health Service receipts for dental and oglmttic services.

Non-recurrent funding of £72m was secured through lune 2016 Monitoring Round, of
which £67m was used to address a range of froatdnessures across health and social care
and the remaining £5m for capital spend.

The £67m revenue funding was used for unschedwdesl anproving patient flow through
our hospitals, children’s services, mental healtid dearning disability services and
additional social care provision to help meet iasieg demand.

Developing Services

The HSCB working with the PHA, HSC (Health and @bdCare) Trusts and other key

partners have played a key role in developing geari new and innovative health and social
care services aimed at keeping people well; pragidiare closer to communities in the first
place and ensuring that when people need speciaist it is organised and available in a
way that leads to the best possible outcomes. Téréoriance Analysis report below

provides examples of these developments.
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Key Issues and Risks

During 2016/17, we have continued to drive forwargroved outcomes for patients and
service users in line with Departmental directioWe remain committed to creating a
modern ‘patient centred’ system that is able tpoes to increasing demand whilst ensuring
the best and most effective use of resources ®pdpulation. A number of risks have been
highlighted below. See Section 10B of the Goverea®imtement for full details of issues and
risks.

1) Financial Position

The current financial climate significantly limitedditional resources for health and social
care developments and requires HSC Trusts anditter ystem to deliver very challenging
financial savings targets. In addition, politiaahcertainties and the resulting impact on
budgetary certainty are adding further pressurtéopace of reform within the sector. We
remain concerned that this will impact on the gyadind safety of health and social care
services. Along with our HSC partners, we contit&y to mitigate the impact of this as set
out within the Governance Statement.

1.1) Waiting times

Waiting times across Northern Ireland for outpdtieiagnostic, inpatient and day cases
remain challengingvithout the certainty of a budget available fornplad recurrent and non-
recurrent funding. Continued pressures in unsdeedtare (unplanned hospital admissions)
also impact on waiting times and the HSC Trustdlitglio deliver the volumes required to
reduce these. Subject to the availability of fumggliwe plan to further invest in core service
and initiatives to manage demand consistent wighMlinister's Elective Care Reform Plan
published in February 2017. The Plan sets out ldmg term service redesign and
modernisation required to deliver substantial invpraent.

1.2) General Practice (GP)

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

Northern Ireland has the lowest number of GPs ppulation in the UK and data indicates
that this situation is compounded by the fact that GP workforce in NI is older in profile
than elsewhere in the UK. Although an investmeangias now been secured for additional
GP training places and a GP retainer scheme, ishbg term there remains a considerable
risk to the ongoing continuity of general medicaihgces provision to patients, particularly in
smaller practices in isolated locations and outafrs services.

Some GP Out of Hours (OOH) providers have not lz#e to meet their target triage times.
This is exacerbated by insufficient numbers of @P® are not contractually required to

work for OOH providers and has resulted in occadidiase closures when staff have not
been available.
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The HSCB provides additional funding to support ed&P practices which have experienced
staffing issues and introduced the GP Induction Redresher Scheme to support those
intending to return to a GP career. We also suppga®mote practices by encouraging them
to form mergers or partnerships ittcrease their capacity and ability to provide aduoler
range of services and cover. Further detail of tigk is provided within the Governance
Statement.

2) Business continuity

The proposed closure of the HSCB and the unceytawer the timing of the closure of the
HSCB means that the transition of its functionstteer organisations is, and will continue to
have, a significant impact on business continuitigh staff leaving the organisation due to
the Voluntary Exit Scheme or ongoing movement ahnanges in workforce. This has an
impact on business delivery and the ability to giesand implement longer term plans,
including recruitment to Local Commissioning Group®/e will continue to prioritise our
resources accordingly to ensure the core work &atdtery functions are delivered. Further
detail of this risk is provided within the GovermanStatement.
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Performance Analysis

The performance analysis has been carried out uhddive corporate objectives which are
in line with the 2016/17 Corporate Plan and the207 Commissioning Plan.

Theme 1 - Providing high quality, safe and accesdécare

The provision of high quality, safe and accessitdee through commissioned services
delivered by the HSC Trusts and other stakeholdargins a key priority for the HSCB.
The HSCB is responsible not just for the perforneantanagement of services delivered
through hospital-based care, but also care delivemethe community by GPs, dentists,
pharmacists, ophthalmology and social care servides performance of the six HSC Trusts,
including the NI Ambulance Service, is reported amonthly basis and these reports are
available on the HSCB website. A number of key suafavork are highlighted below.

1.1) Enhancing Unscheduled Care

Across Northern Ireland, emergency services areeupdessure. Rising demand from an
ageing population and pressure on general praatic®ntribute to increasing attendances at
emergency departments and ambulance service dall dust over 770,000 patients attended
Emergency Departments (ED) in 2016/17, an incre&ge5% on the level of attendances in
the previous year.

During 2016/17, performance against the 4-hour B2whour ED standards remained below
the level required (the standard being that 95%atients attending an ED are either treated
and discharged home, or admitted, within four hafrgheir arrival; and no patient should
wait longer than 12 hours).

Improving unscheduled care performance remainsoaityrfor the HSC. During 2016/17 the
HSCB and PHA, working through the regional unsclediicare structures, continued to
work with HSC Trusts to support the more effectdadivery of unscheduled care services
across Northern Ireland.

Considerable efforts were made across the HSCarofpr the winter period with preparatory
work commencing much earlier than in previous yedrBis was supported by a high profile
public information campaign, ‘Stay Well This Wintemwith a particular focus on the
Christmas and New Year period.

Despite significant efforts across the region teuza effective arrangements were in place to
manage winter pressures demand, all HSC Trustsriexped increased pressures over the
Christmas and New Year period with an average asgeof 8% in attendances across the
nine larger EDs and a 5% increase in ambulanceadsrcompared to the same period in
2015/16.

In 2016 /17, the HSCB Senior Nurse Review Teamiedmut delayed discharge audits to
identify the main reasons for delays in patienhpatys. The findings from this work led to
HSC Trusts participating in a ‘Champion Wards'iatitve, focusing effort on a small number
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of wards to support local interventions, improvegasses and working practices in relation
to inpatient stays. We expect to see improvedepatoutcomes and a better working
environment for staff as this continues to be bt and best practice shared.

We have also secured external support to introgwedictive analysis in all HSC Trusts.
This analysis provides a robust indicator of futdeznand and identifies peaks in activity to
enable HSC Trusts to put appropriate operatioradglin place to address pressures. HSC
Trusts receive data on a daily basis, based oworluat urgent and emergency care data,
combined with known pressure points to supporioagtive system of year round operational
resilience, based on the principles of intelligeata use.

1.2) Elective Care

The increase in elective waiting times over theé yasr is not unexpected and is primarily as
a result of patient demand continuing to exceedddrhealth service capacity in a number of
specialties and the impact of the wider financ@ipon.

In order to minimise the increase in waiting timesring 2016/17, the HSCB allocated the
limited amount of non-recurrent funding that waaitable for elective care to HSC Trusts to
undertake additional outpatient and inpatient/dagec activity, primarily in-house, in
specialties where there is a gap between fundeacag@and patient demand. Trusts used the
funding to target those areas where the additiefedtive activity would have the greatest
impact in addressing patient safety issues andwaitng times.

The HSCB also allocated significant non-recurramding to HSC Trusts to undertake
additional diagnostics activity during 2016/17 aagdostics are essential in diagnosing
patient conditions and enabling a treatment plavetput in place.

In order to maximise the delivery of funded corecéve capacity, the HSCB required HSC
Trusts to produce improvement plans for a numbespscialties where there had been a
continued under delivery of commissioned volumesaré capacity.

The HSCB monitored Trusts’ performance againstdlmans on an ongoing basis to ensure
that progress was being made to deliver the agratmbmes or, where this was not the case,
to agree what remedial actions the Trusts planmetbke. In the main, Trusts’ plans
delivered the agreed outcomes, however, in a smetiber of areas, the forecast position
was not delivered and the HSCB have raised this thié relevant Trusts to understand the
reasons and agree what further actions can be.taken

In relation to the longer term approach, the Maridbr Health launched a 10-year vision to
transform the current health and social care sygtégalth and Wellbeing 2026: Delivering
Together) in October 2016. As part of that visitre Minister also published an Elective
Care Plan in February 2017 to address waiting timEse Plan has six commitments which
encompass a humber of actions designed to refaratied care services to meet current and
future demand. A key commitment is to reduce theklng of patients waiting for elective
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care, subject to the availability of funding, whié®ntinuing the longer term process to
transform secondary, primary and community careices.

1.3) Cancer Services
The main challenges relate to the 14-day breastetaand 62-day cancer waiting time
standards.

In relation to the 14-day breast cancer standaelyegional position is largely as a result of
performance in the Southern Trust due to a shortdgadiologists to support the breast
assessment clinics. Given the seriousness ofsi®, the HSCB facilitated a collaborative
approach across the HSC whereby Southern Trustrpsitivere transferred to other Trusts
for assessment. This approach is continuing, stlde capacity being available in other
Trusts, pending the implementation of a fourth breainic in the Southern Trust on a
sustainable basis.

In response to the ongoing challenges with susitgité-day breast performance in October
2016, the HSCB and PHA organised a regional wonkgbaliscuss the future configuration
of the breast assessment service, to include bseas¢éning. There was a clear consensus
among workshop attendees that the current configaraf provision across five sites was
not sustainable and that consideration needed tgismn to providing the service across
fewer sites. The HSCB and PHA have establishedjeg team with representation from all
the relevant disciplines, Trust management andic®erusers to look at the future
configuration of the service. The project team | wiéport to the Transformation
Implementation Group through the Chief Medical Cdfis workstream on service
reconfiguration. It is anticipated that the recoemuiations arising from this work will be
subject to public consultation during 2017/18.

Given the lack of progress towards achievementhef 62-day cancer access standard
regionally, the HSCB introduced Director-level cangerformance meetings with each
Trust. The focus of these meetings is on the Ishgaits and to seek assurances from Trusts
that the longest waiting patients are treated asyrpss is made towards improving
performance to the required standard.

In particular, the regional position was impactgdabmarked deterioration in performance in
the South Eastern Trust during 2016/17, primardyaaresult of delays in providing flexible
cystoscopies for patients on the urological carmqahway. To address this, the HSCB
allocated non-recurrent funding to the Trust toaemntake additional flexible cystoscopies in
guarter four of 2016/17. This additional activisy expected to bring about a significant
improvement in the Trust's 62-day urology performaum 2017/18.

The Cancer Forum, established in 2015/16 has agedino meet during 2016/17 and focuses
on addressing the longer term strategic issuaspoave cancer pathways.

In addition, over the last year, staff across tt&CHhave worked with suppliers to build an
electronic record and prescribing system to suppartcer care. This new system will be
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implemented during 2017/18 and will support impmve@rescribing and medicine
administration to further improve the safety andlgy of cancer care.

1.4) Reducing Hospital Admission and Providing Pemn Centred Care

One of the major priorities for the HSCB and itstpars, in line with ‘Delivering Together’
is to provide care closer to people’s homes, wrdpgp®und the needs of the patient and
service user, and avoiding the need for a hosadalission.

Examples of this include:

Acute care at home
Hospital at home services, which are now availadeoss a number of Trust areas,
provide people aged 75 years and over with expedical and social care in their own
home. For example, in the Southern area, in 2016HE7 service provided care for 705
older people in their homes, saving 3,928l days in hospitals.

Reablement Services
The reablement service is a planned short ternmcselasting six weeks or less, providing
support to a person in their own home. It is anupetional therapy led service and
assessments are carried out to identify the indalicheeds of the user. Visits by trained
support workers take place throughout the day tampte independence and enable
people to regain their confidence, ability, and essary skills to remain independent,
after having experienced a health or social casés¢isuch as an illness or injury.

For the period April to November 2016, 3,856 peopkre offered reablement services,
an increase of 14% over the same period the ydarebe

Social Care Response Services
The Rapid Access Personal Support (RAPS) serviae demiciliary, resettlement at

home service, for patients who have no supporéavd a hospital ward or ED and who
require practical assistance with social care gearents to settle them back in their own
home. The RAPS service is currently being pilotetbss the Northern, South Eastern
and Belfast HSC Trusts.

Intermediate Care Services (implemented across aiiSC Trusts)
To maximise a patient’s potential for recovery daling a health crisis such as fracture,
stroke or general ill-health/frailty, the HSCB hasrked with the five HSC Trusts to
embed community multi-professional rehabilitatiearns to rehabilitate patients residing
in step-down bed facilities or in their own homes.

Nursing Home in Reach (Northern area)
The focus of this initiative is on very frail, oldpeople, living in nursing homes, who
commonly experience a high level of attendancenagigency Departments.
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Under this initiative, staff in nursing homes inetlAntrim/Ballymena area receive
specialist education, training and development anognes to enable them to provide
more care for their residents in the home.

This initiative has led to a 48% reduction in themiber of calls to the hospital diversion
team relating to feeding tube issues and a 25%ctexiuin the number of visits from
Marie Curie out of hours staff.

By enhancing the skills of nursing home staff, pheject has also reduced by one third,
the numbers of older people attending EmergencyaB@es@nts from nursing homes,
avoiding 1,519 hospital bed days.

1.5) Local Commissioning Groups

The HSCB’s commissioning processes are underpifoyethe five Local Commissioning
Groups (LCGs). LCGs are responsible for ensurirgg the health and social care needs of
local populations across Northern Ireland are asigr@. A number of examples of their work
during 2016/17 are detailed below:

Belfast LCG

In 2016/17, the Belfast LCG and ICPs agreed a nelw ihitiative to benefit 4,000 of the

most vulnerable people in the city. These incltidgse at risk of or already living with

conditions such as heart disease, diabetes, rempiraonditions, cancer, dementia and
stroke, as well as older people who are isolatedely or require practical support.
Wellbeing coordinators will support each individual manage their condition, drawing on
the resources of local community and voluntary geolA key feature will be a programme
of health improvement led by the Belfast HSC Trtis¢, Public Health Agency and Belfast
City Council who will work closely with the Hub ttarget those who are most at risk of
developing long term conditions.

Northern LCG

In the last year, the Northern LCG has progressed itiving Well Moyle’ initiative in
Ballycastle and surrounding area. Further detaibakhis initiative is available under Section
2.2 (Integrated Care Partnerships).

South Eastern LCG

During 2016/17, the South Eastern LCG provided fugdor the South Eastern Trust's

Enhanced Care at Home service, which provides myisire and medical support to people
at home, reducing unscheduled admissions. An ation130 admissions were avoided,
saving 1,300 hospital bed days over six monthse érvice, already available in Ards and
North Down, will be roll out to the Down and Lisluareas.

Southern LCG

To address increasing demand for mental healthicgsrvthe Southern LCG commissioned
the Wellmind Hub, launched by the Minister for Healin October 2016. The Hub offers

support options for people with common mental leatinditions such as anxiety, stress or
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low mood at an early stage, to reduce the needeferrals to secondary health and social
care services.

The Southern LCG also commissioned a nurse-ledicgeffor new entrants to Northern
Ireland, offering support to new migrants, asylwelers and refugees, not already registered
with a GP and a holistic health assessment anérsaig for both adults and children.

Western LCG

In 2016/17, the Western LCG'’s funding for sevenajgcts resulted in care provided closer
to or at home for a number of patients. The AcuteeCat Home service provided an
alternative to acute hospital care for 237 patieatsd the ground-breaking Community
Respiratory Team avoided 1,157 acute admissionssamdd 6,938 hospital bed days for
respiratory patients in the year to March 2017 548 bed days per month on average.

Primary care talking therapies, already successfirl place in Derry, Limavady and
Strabane, is due to be rolled out in the Fermarsagh Omagh area. The service received
3,040 referrals from April 2016 — March 2017.

1.6) Primary Care

Despite challenging issues with GP recruitment eetdntion, the HSCB has managed to
secure additional investment in GP training. Wevighed evidence in support of the largest
Ministerial investment in GP training for more thtam years, resulting in an investment of
£1.2m per year to fund an additional 20 GP traimglages, in 2016/17.

To further support GP practices, we have recruitdd (86 whole time equivalent)
pharmacists by March 2017 to service all GP prastic These practice-based pharmacists
will help improve capacity in GP practices as wasl improve safety, quality and the cost
effectiveness of prescribing. We expect to seedghkimpact of this work in 2017/18.

To enhance access to GP services, the HSCB invesge&P online service for patients to
make appointments or order prescriptions onlin¢ha&n majority of GP practices and have
piloted the ‘AskMyGP’ system for online and telepledriage.

We continue to ensure that all residents in Northeeland have access to a GP and we
worked this year to support GP practices in Banmyi@lenarm and parts of Fermanagh with
recruitment challenges and encouraged more pahipevgorking with other neighbouring
practices.

The primary care infrastructure programme aims uppsrt service integration and care
closer to home through the co-location of GP sewiwith Trust, community and outpatient
services, via a hub and spoke model.

Health and Care Centres (Hubs) in Newry and Lisbama currently in procurement (at
preferred bidder stage). New developments in Bdgerand Ballymena are now operational
and improving accessibility to services for locapplations.
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The programme has also delivered improvements t@lemGP (spoke) facilities through
both conventional investment and innovative funditrgams.

We continue to work with primary care providers dahd public to reduce medicine waste
and to ensure more cost effective prescribing thinaihe use of generic drugs. Although we
did not meet the 2016/17 efficiency target, thimipart due to the success of the programme
over the past five years and the efficiencies gerdrto date. Further detail is provided
within the Governance Statement.

1.7) Social Care

Instability in the Residential Care and Domiciliary Care Market (Independent Sector)

The majority of care in both the residential anandmliary care sectors is now provided by
the independent sector. The non-statutory markaaesbf domiciliary care services varies by
Trust but is typically in the region of 50% to 70%his creates a possible risk to users and
carers in the event of provider failure due to besg related issues. Further detail is
provided in the Governance Statement.

The HSCB has allocated additional funding for a @8kft to the hourly rate for domiciliary
care to address the implications of the introductbthe National Living Wage (April 2016).
Further detail is provided within the Governancat&nent.

Children’s Services (Unallocated Cases)

Unallocated cases are defined as child protectanily support and disability services cases
that are not allocated to a social worker withia thgionally agreed time frames. The issue
of unallocated cases has been a consistent challand although additional funding was

provided in 2012 to reduce this, it has not beestasned over time.

A project approach has been developed to undersit@ndelationship between demand,
complexity, funding and to test the robustnessefthreshold criteria for unallocated cases.

A project report will set out a number of recommatinmhs and service improvement areas to
reform and modernise the approach.

Child and Adolescent Mental Health Service (CAMHS)

At the end of March 2017, there were 1,056 childrad young people waiting for a mental
health assessment. 17% were waiting longer thamitiee week target, with the majority in
the Belfast and Western Trusts. This is due tonapteary loss in service capacity. It is
anticipated that, subject to demand remaining stattle number of children and young
people waiting greater than nine weeks should redwer the course of the next year.

Work is continuing on the development of an IntéggleCare Pathway for CAMHS involving
all HSC Trusts with representation from both pagearid children. This work is expected to
conclude in 2017/18. In response to the recommandaif the Independent Review of
Acute CAMHS, a Managed Care for High Intensity Netkvhas been established. This
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brings together Inpatient CAMHS, Crisis Resolutaord Home Treatment, Forensic CAMHS
and Secure Care services into a single systemref cA bid has been submitted to the
Department of Health for funding to appoint a Glali Director and an Operations Manager
which are necessary for the support network.

A review of autism services around remodelling mefle assessment, diagnostics and
intervention services is nearing completion. Ast jd this process, a sense-maker survey
was used to capture service user experiences. AMHS data set has also been revised and
agreed by all HSC Trusts. This was published in6204 capturing demand, activity,
outcome and experience across all services. Thealbwbemes and messages from the
ongoing work will be used to inform the Regionafdr ‘Framework for Children and Young
People’s Developmental and Emotional Wellbeing Bes/(2016)'.

Adult Mental Health

At the end of March 2017, there were 5,243 peomédimg for a mental health assessment.
21% are waiting longer than the target nine weekty the majority in the Belfast and
Southern Trusts, as a result of rising demand.

It is unlikely that without additional investment a reduction in demand that the position
will improve. Work is underway to improve the exigeice of people who require crisis
intervention and high intensity support through deeelopment of a new acute mental health
care pathway.

The recent Sense Maker survey ‘Your Experience éfisitiemonstrated that there has been
significant improvement in the experience of peapang mental health services. Significant
progress has also been made in establishing ‘Recdvelleges’ which employ over 200
people with mental health experience in peer supgeer education and peer advocacy
roles.

HSC Trusts have continued to develop primary cdralking Therapy Hubs’ and to
implement the regional mental health “You in Miradire pathway. These Hubs have helped
increased the capacity for the care of people wgthmon mental health problems. Since the
Hubs were developed, over 7,000 people have bededind subject to additional funding, it
is planned to further develop the role and functibthese Hubs.

Psychological Therapies

At the end of March 2017, there were 3,705 peogéimg for a psychological assessment,
35% of which were waiting longer than 13 weeks, #remajority waiting in Adult Mental
Health and Adult Health Psychology services.

However, without additional investment, it is umii that the standard of 13 weeks will be
achieved in 2017. In recognition of the gap in fiagd a five year investment plan of
£18million has been proposed as part of the méetalkh reform.
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An additional 50 staff are being trained in a camalion of cognitive behavioural therapy,
psychotherapy and family therapy, in response ©ENguidance and the need to develop the
psychological therapy capacity of the existing wimice.

A further 14 staff are being trained in Specialistuma Care in response to the ministerial
announcement to establish a world class mentatthegalima network. An additional 15 staff

and people with mental health experience are beaiged in Advanced Mental Health and

Wellbeing Coaching in partnership with Mind-Wisehel purpose of this training is to

improve care outcomes and to support timely regover

Dementia Services

In 2016/17, the Delivering Social Change (DSC) Detiae Initiative promoted public
awareness of the condition by running a multi-megligolic information campaign. To
support this awareness, the DSC Dementia programithérain 300 Dementia Champions
from across all sectors of HSC by June 2017. Tamitrg will help HSC staff respond in
more effective ways to the needs of people with elgra and their families. The first cohort
of 59 students graduated on 1st February 2017mpoave support for people with dementia
and their carers, the HSCB recruited 10 Dementidédors during 2015-16 (two per Trust).
Navigators are qualified nurses or social workens wrovide information, support and sign-
posting services to people with dementia and tloairers. They have worked across
disciplines and departments to ensure better aae®ffective interventionIhese posts
will be evaluated in the next 15 months to secweumrent funding after the Dementia
programme concludes in March 2018.

Customised training programmes for informal caddrthose living with dementia are being
provided across all five Trust areas. The targébdrigt20 carers per Trust to receive training
(during 2016/17) and a further 300 per Trust betbeend of December 2017. We are also
evaluating five pilot projects for short breaks sogt for carers which were implemented this
year.

Building on this partnership, during 2016, a furthending package of approximately £8m as
part of the Delivering Social Change programme sexured, funded jointly by ‘Atlantic
Philanthropies’, the Executive Office of the Asséynand the Department of Health. This
investment programme will support the delivery efwnservices in 2017/18 that will include
a ‘patient portal’ for those affected by demerdiad a range of other eHealth support to those
affected by dementia.

Self Directed Support

The Self Directed Support (SDS) initiative reprdasea key change in how social care is
delivered and reflects the shifting expectationpebple today. It gives service users and
carers greater control, choice and flexibility.

The process of bedding in SDS and establishingabioeial focus across the five HSC Trusts
is well underway, with many key tasks identifiecheduled and accomplished.
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HSCB currently have over 3,600 individuals benefitirom Self Directed Support, across
the region. The plan is, by March 2019, that anyeligible will be assessed under the Self-
Directed Support approach.

1.8) Participation in National Pandemic Influenza Exercise (Exercise Cygnus)

During October 2016, the HSCB led on the co-ordamatand participation in Exercise

Cygnus which was designed to test health and sceia readiness for responding to an
influenza pandemic across the UK. The exerciseided on responses during the early
phases of a moderate to severe pandemic, as welheasvider government response,
including Ministerial decision making processese tto-ordination of messaging to the
public, strategic decision making processes andwamication between stakeholders.

The exercise was held over three days in Octob&6,28nd enabled HSC organisations to
consider and test their business continuity arrareggs and priorities, while learning and
improving their strategic responses.

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 Northaiand and reducing inequalities in these
outcomes for people living in more deprived comntigeiand circumstances.

Northern Ireland has a population of approximafe8 million people and this is projected to
rise by a further 5.3% by 2024 (Office for Natiorf8atistics). Deprivation has a large
impact on health and wellbeing in many ways resglin the lack of social support, low self-
esteem, unhealthy lifestyle choices, risk takinghaw@our and poor access to health
information and quality services. Improving headtid reducing health inequalities requires
us to coordinate action across health and socral gg@vernment departments and a range of
delivery organisations in the statutory, communigluntary and private sectors.

Major health challenges are consistent acrossiweitdcalities. They include:

* A growing ageing population with escalating healtteds. 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 represeBfclof 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;ezaand respiratory problems. We
have increasing numbers of people living with |laiegm conditions or multiple
conditions such as COPD, diabetes, stroke, astmeh&ypertension;

« An over-reliance on hospital care; and

» Health inequalities across the province.
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Despite these challenges, in 2016/17 the HSCB vdonkigh other agencies across health and
social care to deliver some innovative and life rgiag work to improve the health and
wellbeing of the population, which is highlightedtiwn the section below.

2.1) Opening of the North-West Cancer Centre

The North-West Cancer Centre opened in November6 2@1 provide comprehensive
oncology and treatment services, including radi@thg to patients in the West, North Coast
and Donegal.

This service will increase capacity in Northerrdrel for radiotherapy services and cater for
over half a million people living on both sidestbé border. It will make a real difference to
people being treated for cancer and their famili@s) now have cancer care and treatment
closer to home.

2.2) Integrated Care Partnerships

Integrated Care Partnerships (ICPs) are collaheraietworks of care providers, bringing
together healthcare professionals (including dectourses, pharmacists, social workers, and
hospital specialists); the voluntary and commuségtors; local council representatives; and
service users and carers; to design and coordmzdéehealth and social care services.

ICPs implement the service changes commissionedfamdied by Local Commissioning

Groups, with a focus on diabetes, respiratory d@rokes services for frail older people. Over
the past three years, nearly £13 million has beerested in services designed and
implemented by ICPs, focusing on preventing ilinesgre possible, delivering more care in
the community, reducing demand on hospital serviged improving patient and carer
experience.

The ICP-led Enhanced Foot Care Pathway (NortheustTarea) is one such example which
has reduced the risk of amputation, the numbemgfwaations, and emergency admissions
for diabetes related foot conditions. The projectuced the number of minor amputations
carried out on patients in the Causeway and MidadI$CP areas by 90%, with 5% of
patients treated by hospital diversion teams, $p8#% hospital bed days.

The team, including a specialist podiatrist, diabatonsultant and a diabetes nurse specialist,
provide a more integrated foot care service, suppprpatients to better manage their
condition and their cardiovascular risk. The tealso awvorks effectively with vascular
consultants across Northern Ireland.

2.3) Living Well Moyle

Living Well Moyle is a new approach to supportingople with chronic conditions to
improve their health and wellbeing by reconnectimigh social networks and the local
community in the rural areas around Ballycastle.

It refocuses the system on what is most importanthe patient by cutting through the
complexity of the system to improve people’s exgrece of care.
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Launched in 2016, Living Well Moyle has improveditience amongst older people with
multiple long-term conditions by providing low-ldveupport for daily living to improve
wellbeing.

An evaluation of the initiative shows substantialprovement in a patient's own sense of
health and wellbeing and more cohesive and progrietiorking between local HSC teams.
This has in turn led to a significant reductiorumscheduled care attendances and admissions
and reduced reliance on other health and social ganwvices. Living Well Moyle was taken
forward under the banner of the Dalriada PathfirRBetnership led by the Northern LCG and
included NHSCT, PHA, local community representagjvége NI, Causeway Coast and
Glens Council and ICP.

2.4) NI Stroke Network

The NI Stroke Network, which is overseen and cowtiid by the HSCB and the PHA,
brings together a collaborative network of profesais, patients and third sector partners to
drive quality improvement in the delivery of strogervices across Northern Ireland.

In 2016/17, the network improved stroke survivaésaby increasing the numbers of patients
admitted to a stroke ward as their first ward af&sbion, from 50% in 2013/14 to 63% in
2016/17.

Following an audit of 150 mini stroke cases, théwoek recommended eight service
improvements to help prevent stroke. These recordatems are currently with the five
HSC Trusts to progress.

80 patients across Northern Ireland benefited feorrew innovative procedure, Mechanical
Thrombectomy to remove clots at the Royal Victdiiaspital after the network developed a
regional referral and patient transfer protocol.

The Stroke Network will play a leading role in shapthe modernisation and reform of
stroke services in line with the Minister's visi6Health and Wellbeing 2026: Delivering
Together”. Whilst there has been a 50% reductiodeath rates from strokes in the last 20
years, there are clear opportunities to furthemanh services.

2.5) Launch of the ‘Palliative Care in Partnership’ Programme

In 2016/17, the new Palliative Care in Partnerghipgramme was launched to improve the
quality of care for the 1% to 2% of individuals ware at the end of life. This is a regionally
managed programme with a strong local approacmenyg local palliative care providers,
patients and carers.

2.6) Primary Care

The majority of the public’s first interaction withe health service is through primary care
providers such as GPs, dentists, pharmacists onwgitists and the HSCB is responsible for
commissioning and managing these services.
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As GPs are the main contact for patients livingwiiing term health conditions, in 2016/17,
we supported GPs to develop over 23,000 individuadical care-plan reviews. These
reviews improve care and avoid unplanned hospdalissions for patients with long term
conditions and those in residential and nursingésmm

In Northern Ireland, 64.1% of the population isistgred with a dentist, representing the
highest ever levels of access to dental serviceslathched the ‘Happy Smiles’ programme
this year to maintain and improve child oral healtid to prevent dental decay in young
children.

The HSCB also successfully delivered more than Q@D,HSC funded eye examinations
through contracting arrangements with over 270 logdhtic practices in 2016/17.

2.7) Social Care

A key priority for the Social Care Directorate wie safeguarding of both children and
adults. The HSCB are continuing to address thenmneaendations and learning from the 2014
DoH initiated Inquiry into Child Sexual Exploitatioand the Safeguarding Board NI's
Thematic Review of Operation Owl.

This year, the HSCB published new regional procesifior dealing with adults at risk and in
need of protection and issued a new protocol fort jmvestigation of adult safeguarding
cases. Working with partner organisations, the H@B to raise awareness of the abuse,
exploitation or neglect of adults at risk and teyant and reduce the incidence of such abuse.

As the numbers of children in care continue toease the HSCB have provided additional
financial support this year to enhance Looked Afdildren Therapeutic Services. The
HSCB are collaborating with the HSC Trusts, the &&pent of Education and the Education
Authority on a three year Early Intervention Tramsfiation Programme to improve

educational outcomes for looked after childrenrimpry years.

Building on the 2015/16 initiative, the HSCB alsecsred additional funding to promote
inclusion and integration for looked after children sports, leisure and arts activities in
collaboration with the Department for Communiti€&epartment of Health and various
voluntary sector agencies.

The recruitment of stranger foster carers remaiokadlenging area of work across all HSC
Trusts but the number of kinship placements coesrto increase.

In collaboration with the Northern Ireland HousiBgecutive (NIHE) and the Supporting
People Programme, the HSCB have worked with the H&Gts to deliver on a plan for the
development of accommodation and support servicegdung people leaving care and for
the young homeless. The HSCB secured additiomalifig during 2016/17 to support the
‘Going the Extra Mile’ (Gem) Scheme which offersntaued support and accommodation
for young people as they leave foster care.
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2.8) eHealth and Care

During the year to March 2017, further progressiieen made in extending the use of the NI
Electronic Care Record (NIECR). This removes r&e&mn paper to manage referrals in
hospital and to book appointments. It complememskvwdone to support GPs to generate
electronic referrals to hospital consultants. Enmefrom implementations shows that, taken
together, these developments can reduce delayséetveferrals and booking by several
days, as well as eliminating the potential for ecaused by paper-based transactions.

2.9) Community Planning

Throughout the year, the HSCB has continued itpeudor community planning, working
in partnership with the wider health and sociakdamily, local Councils and other statutory
partners to help design Community Plans. The plhaills provide a shared, long term
vision to improving social, health, education, emmic and environmental wellbeing and will
help to reduce duplication of services and create and innovative ways of working.

Theme 3 - Providing value for money through the eéfctive use of resources ensuring
robust financial management.

The HSCB is responsible for balancing the challerafecommissioning safe and sustainable
services which meet the emerging and changing nefeldsal populations with the financial
resource constraints and the aim of ensuring resslavailable are maximised.

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

3.1) Financial Planning

The HSCB worked closely with DoH and Trusts to jmepa Financial Plan for 2016/17,
taking into account the significant budgetary caaists and varied and mounting pressures
across the HSC sector. This plan was supportetidogevelopment of Trust Delivery Plans
(TDPs) which were scrutinised by the HSCB and DAMbut one was supported by HSCB
and subsequently approved by the Minister.

Looking forward into 2017/18, the current finanaiaintext significantly limits the additional
resources available for health and social care Idpeeents and requires HSC Trusts to
deliver very challenging financial savings targefhere continues to be a risk that this will
impact on the quality and safety of health andaazare services which HSCB along with
the sector continue to try to mitigate. In addititime Political uncertainties and the resultant
impact on budgetary uncertainty adds more pressute HSC sector.

3.2) HSC Financial Stability

The HSCB along with the DoH has operational residitg to ensure the overall financial
stability of the Health and Social Care system wvitdorthern Ireland including the Trusts,
HSCB and the PHA. The significant and on-going fficial constraints required rigorous
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planning, monitoring, management and decision ngakiith respect to the budget by the
HSCB and DoH during 2016/17.

Throughout the year, the HSCB worked closely amdautively with all HSC Trusts and the
DoH in order to address the on-going severe firdraiallenges faced by the HSC system.
The financial position was formally monitored omenthly basis and appropriate actions
taken.

By this careful management at the end of 2016/¥7 wider HSC shows a breakeven
position.

3.3) HSCB Breakeven Duty

During 2016/17, the HSCB received a budget of £2c@pital resource and £4,575m revenue
resource from the DoH, along with income from otBeurces of £53.4m, of which the
HSCB has a statutory duty to breakeven within 268 of these resources. The financial
statements presented in this Annual Report and daschighlight a small surplus of £143k.
This was achieved by significant effort on the prthe Finance Directorate and all budget
holders managing the wide range of pressures antanlds and delivery of significant
efficiencies in both the FHS and Management and iAitnation budgets.

The following charts highlight how the HSCB’s revenfunds have been utilised during
2016/17.

a. HSCB Net Revenue Expenditure 2016/17

HSCB Expenditure 2016/17 (Em)
£49M

@mCommissioning
@ Family Health Services

mBoard Administration
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b. Commissioning Expenditure Analysis by Provider 20¥6

Commissioning Net Expenditure 2016/17

mBelfast HSC Trust
B South Eastern HSC Trust
£1,226M @ Southern HSC Trust

ONorthern HSC Trust

£629M BWestern HSC Trust
ONIAS
£561M BRegional

c. Family Health Services Expenditure 2016/17

FHS Expenditure 2016/17

£23M

B General Medical Services
B General Dental Services
B General Pharmaceutical

Services
OGeneral Ophthalmic Service

(7]

During the 2016/17 financial year, the HSCB congithwvith the difficult task of managing to
successfully deliver its many and complex functionsth a significantly reduced
Management and Administration budget (reductiorE®flm since 2015/16). Delivery of
these savings, set in the backdrop of significaigawisational uncertainty regarding the
closure of the HSCB, has created a significant@rgbing challenge for the HSCB to ensure
that core functions continue to be delivered todamdard that its stakeholders expect.

At the end of 2016/17, the HSCB has been successfudelivering a wide range of
efficiencies to deliver the £8.1m savings on a nesu basis. The outlook for 2017/18 is
increasingly constrained — please refer to the iQu&uantity and Financial Controls section
in the Governance Statement for further detail.
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d. HSCB Management Costs 2016/17

HSCB Management costs 2016/17

O Corporate Services

4% 3% B Integrated Care

OCommissioning

BFinance

m Performance Management and
Service Improvement

O Social Services

O Transforming Your Care

Be-Health & External Collaboration

B Chief Executive & Board Members

3.4) Prompt Payment Policy

The DoH requires that the HSCB pay their Non Healtld Social Care trade creditors in
accordance with the Better Payments Practice Codé€Gavernment Accounting Rules. The
HSCB'’s payment policy is consistent with these giptes and its measure of compliance can
be found within Note 14 of the Annual Accounts witthis combined document.

Theme 4 - Engaging with key stakeholders, particuldy service users and carers, in an
open and transparent manner

The HSCB is committed to involving patients, carargl the public in the designing and
delivery of health and social care services. Téwign below covers the initiatives we are
undertaking to listen to, and engage with, patiemg their families, as well as identifying
learning opportunities and improving outcomes fr8arious Adverse Incidents (SAls) and
complaints for which we have overall responsibiliypng with the PHA for all the HSC

family.

4.1) 10,000 Voices

The 10,000 Voices initiative is commissioned anaded by the HSCB and PHA to

introduce a more person centred approach to shapmgvay services are delivered and
commissionedit is based on the principles of Experience LedB&sign, which have been

adapted into a robust and systematic model, thrawgbh patients, clients, family members,
carers and staff describe their experience of veggiand delivering health and social care in
Northern Ireland.
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10,000 Voices has been instrumental in ensuringceess deliver better outcomes for patients,
their families and carerdn 2016/17,the patients’ experiences are helping to shape and
enhance unscheduled care in Emergency Departmahisdult safeguarding.

4.2) Regional Learnings from Serious Adverse Incides (SAIS)

In November 2016, the HSCB and the PHA issued eeVviSAI procedures, following a
review of the regional procedure, in consultatioithwDoH, Regulation and Quality
Improvement Authority (RQIA), Trust professionatsdaGovernance leads.

The revised procedure provides a system-wide petigpeon serious incidents occurring in
health and social care and the independent sed¢tmhwprovides services on behalf of the
HSC.

The review produces clearer, consistent governanmamgements for reporting and learning
from the most serious incidents, supporting preatird measures and reducing the risk of
serious harm to patients.

The aim of investigating and learning from inciders to improve patient safety and reduce
the risk of recurrence, not only within the repagtiorganisation, but across the HSC as a
whole.

The HSCB and PHA are jointly responsible for idmtg and disseminating regional
learning from SAls, and during 2016/17 issued a loemof learning letters and published
articles in the “Learning Matters” bulletin.

In addition, two thematic reviews were carried imu2016/17 for SAls linked to choking and
insulin. In October 2016, the HSCB held a regiomatkshop on SAls relating to financial
abuse.

The 3 Annual Regional SAI Learning Workshop on 23 Mayl 2(rovided an opportunity
to share learning across the wider HSC family.

When an adverse outcome occurs, it is importartt e patient, family or carer receive
timely information and are fully aware of the rewviprocess.

The HSCB are responsible for monitoring the levelengagement for each SAIl that is
notified. The level of engagement is focused om tain issues:

. The patient, family or carer has been informée incident was being
reviewed as a SAl; and
. The review report has been shared with the piati@mily or carer.

4.3) Annual Learning Event — Complaints

The HSCB has oversight of all Health and SocialeCemmplaints, including complaints

regarding Family Practitioner Services. The HSCBnitow these complaints to establish
patterns, trends or areas of concern. In 2018E6number of complaints reduced by almost
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1,000 from a high of 7,000 in 2014/15. Early indicas of 2016/17 figures are that this
number has further dropped to approximately 5,d@0Oytear.

Issues of privacy, dignity and respect were thentre at this year's Annual Learning event.
One of the learning outcomes was the introductfosnmall pouches and Moses baskets in the
Emergency Obstetric Unit (EOU) for women who havisaarried or had a stillbirth. This
ensured their babies were treated with dignity eegpect, while staff received additional
training in bereavement care.

The event was attended by staff from HSC orgamisatiincluding Family Practitioner
Services, RQIA, the Patient and Client Council amtlimber of service users.

4.4) Communications, Engagement and Digital Channels

Communications and engagement is vital in ensuttiag) the HSCB staff, stakeholders and
wider public are informed about key health and alocare developments and changes to
services.

In 2016, the HSCB launched a new, more user-friendtbsite in an effort to provide

patients, the general public, staff and other g$takkers with accessible, up-to-date
information about the HSCB’s work.

The HSCB in partnership with the DoH, PHA, Pati@ient Council, patients and service
users and other key partners, are taking forwapdogramme of work, ‘HSC Online’, to
establish an easily accessible, high quality, édishealth and care information source,
accredited by the HSC. During 2016/17, informatoionover 100 conditions was published
through ‘nidirect’. The HSC continues to work witldirect to extend the range of health and
care information for citizens, linking the informa to public health campaigns to support
citizens to easily access the information they rteeslipport the best choices for their health
and wellbeing.

Digital technologies and social media are increglgirbeing used for campaigns and
engaging with stakeholders. An example of howH8CB have used this successfully to
engage with the public was the use of Facebookilbdiggse Pain Management clinics across
Northern Ireland. All spaces for these workshoperenfilled within three days of the
Facebook posting, demonstrating both the effecéigsrof social media as a tool for reaching
stakeholders and the demand for such clinics.

Social media has proved particularly cost effectasea campaign tool and is now fully
embedded in our communications planning proces3é® ability to robustly monitor and
evaluate social media campaigns for projects siciDa@mentia, Stay Well This Winter,
Wasted Medicines, Living Well Moyle, Social Work r&egy and Integrated Care
Partnerships has helped increase buy-in from ataffproject partners.

The HSCB’s Medicine Waste and prescriptions costpzagns help raise awareness about
the cost of wasting medicines or prescription castover-the- counter medicines. These
have resonated well with audiences in Northerrairé] with a Facebook post about the types
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of health services that spending on prescriptioragetamol would fund being shared over
5,000 times and reaching over almost 400,000 pedpie success of this campaign has
helped influence policy decisions to reduce presioms for treating minor and self-limiting
illnesses.

The HSCB also ran the ‘Stay Well This Winter’, amn&inter campaign in conjunction with
the PHA, to encourage people to make choices tp will over the winter. An early
evaluation of the campaign suggests that it wasesstul in raising awareness and in
encouraging behavioural trends.

4.5)Freedom of Information and Subject Access Requests
During the year, the HSCB received and respondedriamber of Freedom of Information
(FOI) requests as follows:

. 115 Freedom of Information requests were receivegthd 2016/17;
. 87% of these requests were responded to withitatiget of 20 working days;
and

. 6 Subject Access Requests were also submittedespdmded to by the HSCB
during this period. 67% of these requests were omdgpd to within 40
calendar days.

There were no serious personal data related intsakming 2016/17.

Theme 5 - Valuing Staff

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

In light of the Minister's announcement in NovemBed.5 regarding the future closure of the
HSCB and the re-structuring of HSCB functions, @tgef Executive, the Chair and Senior
Management Team have led on a series of engagemwtargtaff and Trade Unions to ensure
they are fully informed and involved in the charmgecess. These have included sessions
attended by the former Health Minister, and als® Brermanent Secretary. In March 2017,
two workshops, for both HSCB and PHA staff weredheiving staff the opportunity to put
forward their views to help shape the future strrest. This work will progress in 2017/18,
and will include continued input from Human Resas¢HR), provided by the Business
Support Organisation (BSO), to ensure staff argpesupd through this time of change and
that any impact is minimised.

In 2016/17 HR colleagues at BSO led on a numbewofk areas including pay and
conditions, employee relations (both improvemenamd resolution of individual cases) and
retained recruitment (i.e. quality assurance roleraspect of posts advertised and job
evaluations). This involved working with managessff and Trade Union organisations. A
suite of reviewed, new and amended policies andeatares will be rolled-out within HSCB
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in 2017/18, following Senior Management Team applhowith subsequent appropriate
training for managers and staff.

The Recruitment Scrutiny Group involving senior mgement and HR continues to meet
weekly to manage the recruitment process taking actount the need for organisational re-
shaping, Voluntary Exit Scheme and the provisiobuginess continuity, whilst awaiting the
development and implementation of future modelsavé.

As an Equal Opportunities employer, training andedigoment opportunities are available
and offered to all staff throughout the year.

HR staff support and work with HSCB colleaguesrpiliove the health and wellbeing of
staff through a number of initiatives. This is ideted via the Organisational Workforce
Development Group, Attendance Management PolicycuPational Health Service and
external support organisations, as and when retjul880 HR also assists in the provision of
short information sessions to address targetedthhésdues identified through attendance
monitoring.

During 2016/17, HSCB staff have had the opportutatparticipate in the Global Corporate
Challenge to improve their health, wellbeing andqrenance by walking 10,000 steps daily.
The HSCB have also invested in new gym equipmerthatoffices in Belfast to support
efforts to improve staff health and wellbeing.

HSCB staff also have access to workplace wellbsgrgices such as mental health support,
counselling and other therapeutic intervention®ubh partnership working with Inspire
(formerly Carecall). The HSCB are also working wittspire to develop a number of
programmes for managers and staff to provide additisupport during this time of change.

5.1) Equality, Human Rights and Diversity

During 2016/17, the HSCB conducted five equalityesaings and continued to develop staff
capacity through training. Diversity training, inding disability awareness training is
available for all our staff through the HSC Discorg Diversity e-learning platform. The

HSCB supported and contributed to the developména oegional Equality Awareness

Module on the eLearning platform.

Equality Impact Assessment (EQIA) training is aablé to staff, delivered by colleagues in
the BSO Equality Unit. Five staff members alsoipgrated in Equality Screening Training.

The HSCB are sponsors of the HSC Disability Stadfwork, Tapestry, which is open to all
staff working in the regional HSC agencies thatehan interest in disability. The staff
network provides peer support to members and uskiEstan ambitious range of initiatives
each year.

The HSCB also continue to support and participatehe Disability Placement Scheme,
taking in two new members of staff within the Scleem 2016/17. The Scheme which
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commenced in December provides six month employrapportunities for individuals with
disabilities, with the opportunity, after four mbston the scheme, for participants to apply
for internal posts.

The HSCB are committed to making important inforioratas accessible as possible and
have committed to translating a range of informatiato alternative formats upfront. This
year, examples of documents published in acces$ibieats included, the Self Directed
Support Easy Read User Guide, Carers Guide toDsedtted Support and various materials
for the Regional Communication Support Servicesi®@e\Consultation.
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The HSCB are committed to sustainability, environtag social and community issues and
to support this, a number of key policies and prol® are in place. The principles are also
embedded within the business principles.

The HSCB have continued to implement a number efggnsaving initiatives which support
the policies on Environmental Management and Wadsnagement. Display Energy
Certification is undertaken annually and the 20@érgy performance in each HSCB office
has improved on the operational rating for 2015s Tiformation is made clearly visible to
staff and visitors to increase awareness of engsgge.

Energy Performance
Eastern Office decreased year on year
Southern Office decreased year on year
Northern Office decreased year on year
Western Office — no DEC required as it isa@ublic building

The Multi-Functional device fleet continued to pucé significant savings of up to 40% on
printing costs through a reduction in paper requeets and more efficient use of fewer
machines.

In an effort to lower the carbon footprint, the HBGse environmentally suitable toners/inks;
ensure printers automatically switch to standby engmfomoted the use of tele-conferencing
and video-conferencing facilities to reduce the ammf staff travel to meetings.

In 2016/17, eight staff availed of the Cycle to W@cheme and the HSCB continue to
support the Sustrans workplace initiative ‘Leadifige Way With Active Travel’ which
encourages more sustainable travel by staff wiBéifast. The Business Rail Translink
Scheme also encouraged staff to make use of pubhsport to help reduce environmental
pollution.

Mandatory Sustainability and Environmental requieets are also included in our tender
processes for all prospective contractors and densd in the award of contracts.

/
A, KrHS

Mrs Valerie Watts
Chief Executive

Date 8 June 2017
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ACCOUNTABILITY REPORT - GOVERNANCE REPORT
Directors’ Report

The Board of the Health and Social Care Board islanap of four Executive Directors,
including the Chief Executive, a Non-Executive Claid seven Non-Executive Directors.

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

Executive Directors are senior members of itstfole staff who have been appointed to lead
each of the Board’s major professional and corgdiatctions.

The Non-Executive Chair is responsible for leadthg Board and for ensuring that it
successfully discharges its overall responsibititythe organisation as a whole. The Chair is
accountable to the Health Minister.

Non-Executive Directors are appointed by the HeMlthister in accordance with the Code
of Practice issued by the Commissioner for Publppdintments for Northern Ireland. All
appointments are made following open competitiamvyegned by the overriding principle of
selection based solely on merit. The Non-Execubwectors are independent and reflect
wider outside and community interests in the denisnaking of the Board.

The Board comprised the following Directors durthg year 1 April 2016 — 31 March 2017:

Non-Executive Directors

Dr Melissa McCullough

Dr lan Clements Mr Robert Gilmore
Chairman

o

<)
S
f"'

Mr Brendan McKeever Mr John Mone Dr Robert Thompson Mrs Stephanie Lowry
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Executive Directors

Mrs Valerie Watts Mr Michfael Bfloomfield q Mrs Fionnuala McAndrew
Chief Executive Director of Performance and Director of Social Care and
Corporate Services / Deputy Chief Children
Executive

Mr Dean Sullivan

. A Mr Paul Cummings
Director of Commissioning g

Director of Finance

A number of officers from the Board’s Senior Managst Team also attend its meetings,
and 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

In addition, meetings of the Board are also attdndg the Chairpersons of each of the
Board’s five Local Commissioning Groups, and byresgntatives of the Patient and Client
Council.
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Board of Directors

Dr lan Clements, Chairman

Dr Clements has been Chair of the Health and SdC#k Board since its formation in

2009. Dr Clements lives in Newtownards, where bd practised as a GP for 27 years.
Throughout his GP career, Dr Clements has contingalught to improve health and care
services for patients through his involvement i tbommissioning process. He also
contributed his expertise as a doctor over manysygaa wide array of leading health and
care organisations.

Mrs Valerie Watts, Chief Executive

Mrs Watts took up post as Chief Executive of thalileand Social Care Board in July 2014.
Mrs Watts has over 30 years' public sector expeegbeginning her career at the Royal
Victoria Hospital where she oversaw competitivedering for ancillary support services.

Most recently, Mrs Watts was Chief Executive of Adeen City Council (2011- 2014) and

formerly Town Clerk and Chief Executive of DerrytCouncil (2009-2011) where she was
instrumental in securing the UK City of Culture f@8013 and developing a strategic
economic master plan for the North West. Since Bat@016, Mrs Watts also holds the post
of Interim Chief Executive of the Public Health Agyy.

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

Mr Gilmore lives in Co. Down and is a Public Secfaivisor and former Local Authority
Chief Executive. He has been a Non-Executive Darect the Health and Social Care Board
since April 2009 and was previously a lay membethaf Southern Local Commissioning
Group (Health and Social Services). He is an Inddpet Member of the Audit and Risk
Assurance Committee in the Department for Infrastme. He was formerly a Director in a
Local Enterprise Agency, a Governor in a Furthed &figher Education Institute and a
Commissioner in the Local Government Staff Comroissi

Mr Stephen Leach CB, Non-Executive Director

Mr Leach lives in North Down and has beefMNan-Executive Director of the Health and
Social Care Board since 2009. He is a former seriydl servant and was Chair of the
Northern Ireland Criminal Justice Board from 200@®009. He is currently a Commissioner
with the Criminal Cases Review Commission.

Mrs Stephanie Lowry, Non-Executive Director

Mrs Lowry has 30 years’ experience working in bibté private and public sector throughout
her career. She has held several public appoinsmenta variety of areas, including
Independent Board Member with the former DepartmaintCulture, Arts and Leisure;

Deputy Chair of the Health and Safety Executivel aas a member of the former Office of
the First Minister and Deputy First Minister (OFMBIF Audit Committee and an
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Independent Assessor for Public Appointments. Siee lieen @&on-Executive Director of
the Health and Social Care Board since 2013.

Dr Melissa McCullough PhD, MSc Clinical/Bioethics,LLB, Non-Executive Director

Dr McCullough lives in Belfast and is a Senior Leetr in Clinical Ethics and Law at
Brighton and Sussex Medical School, University as&x. She has been a Non-Executive
Director of the Health and Social Care Board si2d@89. Dr McCullough has been a visiting
lecturer at the Royal College of Surgeons of Irdlaimmce 2006 and her interests are primarily
in human rights and healthcare, equality and jasiic priority setting in health care and
policy, commissioning and public health ethics. &ls® has an interest in public engagement
including performing arts and ethics, and workshwdcal voluntary bodies in Belfast and
Brighton.

Mr Brendan McKeever MSc, PGCE, Non-Executive Direcbr

Mr McKeever is a User Consultant at Queen’s Uniterand the Ulster University and has

undertaken work to support projects to improve ¢aee of people with disabilities. He has

written widely on these matters and continues sisasrganisations that provide and develop
services for users and carers. He has bdéonaExecutive Director of the Health and Social
Care Board since 2009.

Mr John Mone MSc, BA, Non-Executive Director

Mr Mone lives in Co Armagh. Until his retirement 2007, Mr Mone had been Executive
Director of Nursing at the former Craigavon AreasHital Health and Social Services Trust
and former Director of Healthcare and Nursing arddative Director on the Trust Board of
the former Armagh and Dungannon HSS Trust. He Has served on the Board of
Governors of St John’s Primary School; is a mendighe NI Research Ethics Committee
and also Middletown and District Community DevelapmAssociation. He has beeilNan-
Executive Director of the Health and Social CaraBicsince 2009.

Dr Robert Thompson MB, BCh, FRCGP, Non-Executive Diector

Dr Thompson lives near Craigavon and has beldoraExecutive Director of the Health and
Social Care Board since 2009. After qualifying ieditine at Queen’s University Belfast, he
worked for some 20 years as a GP in Lurgan, Co ghmé&le later served the former
Southern Health and Social Services Board in aosar@pacity where he assisted with the
development of many services provided to patientS&Bs.

Paul Cummings, Director of Finance

Paul Cummings is Director of Finance, HS@RBying taken up the position when the Board
was established in 2009. He has previously beeirector of Finance in the South Eastern,
Mater and Ulster Community and Hospitals Trustshvaver 25 years’ experience in health
and social care and was the national chair of tleltHcare Financial Management
Association in 2002/03, continuing to be an acth@mber.
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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 trainet goractised as a social worker. She
afterwards led the management and development o mspects of social care in Northern
Ireland. She is a Board Member of the charity Gkitddin Northern Ireland (CiNI) and
Northern Ireland Trustee for the Social Care Ingifor Excellence (SCIE).

Mr Dean Sullivan, Director of Commissioning

Mr Sullivan trained as an accountant with the NadloAudit Office in London. He later
worked as a management consultant with Ram@ PA Consulting Group. In 2003 he joined
the former Department of Health, Social Serviced Bablic Safety, initially as Director of
Secondary Care and then Director of PerformanceRdadning. He joined the Health and
Social Care Board in 2010.

Mr Michael Bloomfield, Director of Performance and Corporate Services/Deputy Chief
Executive

Mr Bloomfield joined the Health and Social Care Bbavhen it was established in April
2009 as Assistant Director of Performance Managénfellowing over 20 years in the
Northern Ireland Civil Service. From 1998 to 2008 held a number of posts in the
Department of Health, Social Services and Publiietgalatterly as Head of Performance
Management in the Service Delivery Unit. Mr Blooeidi was appointed Head of Corporate
Services in the Board in March 2011 and in Noven#fHdr2, also took on the role of Acting
Director of Performance Management and Service dngment. In November 2016, he was
appointed HSCB Deputy Chief Executive.
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Related Parties Transactions

The HSCB is an arm’s length body of the DoH andwash the Department is a related party
with which the HSCB has had various material tratisas during the year.

Mrs Fionnuala McAndrew (Director of Social Care akildren) is a member of the Board
of Directors of the registered charity ChildrenNworthern Ireland (CiNI), which may be
likely to do business with the HSCB in future.

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

During the year, none of the board members, mentfetiee key management staff or other
related parties has undertaken any material tréinsaowith 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 are pogs#igleking to do business with the HSCB
where this may conflict with their managerial resgibilities, 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 auwdis performed by ASM Chartered
Accountants on behalf of the Northern Ireland Auditice and the notional charge for the
year ended 31 March 2017 was £52,000. An additianaunt of £1,201 was paid to the
Audit Office for the National Fraud Initiative.

Audit Disclosure

All Directors can confirm that they are not awafeany relevant audit information of which
the external auditors are unaware. The Accountiffgcé has taken all necessary steps to
ensure that all relevant audit information whichke sk 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 Department of
Health has directed the Health and Social Care Btamrepare for each financial year a
statement of accounts in the form and on the bsetioout in the Accounts Direction. The
financial statements are prepared on an accruals bad must provide a true and fair view
of the state of affairs of the Health and SociateCBoard, of its income and expenditure,
changes in taxpayers’ equity and cash flows foffittencial year.

In preparing the financial statements the Accountdfficer is required to comply with the
requirements of Government Financial Reporting MéuEReM) and in particular to:

observe the Accounts Direction issued by the Depamt of Health including relevant
accounting and disclosure requirements, and apptglde accounting policies on a
consistent basis.

make judgements and estimates on a reasonable basis

state whether applicable accounting standardstasisén FReM have been followed,
and disclose and explain any material departuréseiinancial statements.

prepare the financial statements on the going econgasis, unless it is inappropriate
to presume that the Health and Social Care Bodidantinue in operation.*

keep proper accounting records which disclose wagsonable accuracy at any time
the financial position of the Health and Social€Bpard.

pursue and demonstrate value for money in the cesvihe Health and Social Care
Board provides and in its use of public assetsthadesources it controls.

The Permanent Secretary of the Department of HeatRrincipal Accounting Officer for
Health and Social Care Resources in Northern Icekas designated Ms Valerie Watts of the
Health and Social Care Board as the Accountingc@ififor the Health and Social Care
Board. The responsibilities of an Accounting Officencluding responsibility for the
propriety and regularity of the public finances fahich the Accounting Officer is
answerable, for keeping proper records and forgsafeling the Health and Social Care
Board’'s assets, are set out in the Accountablec@&ffiMemorandum, issued by the
Department of Health.

*|t should be noted that then Minister for Healtinaunced in November 2015, confirmed by

the subsequent Minister, the intention to closeHBB and realign its activities across the
wider HSC system. However, no formal timeframediasure has been advised and HSCB is
expected to continue as constituted for the 201fiflshcial year. The financial statements,

therefore, have been prepared on a going conceis. ba
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Governance Statement

1. Introduction / Scope of Responsibility

The Board of the HSCB is accounting for internattcol. As Accounting Officer and Chief
Executive of the HSCB, | have responsibility forinmaining a sound system of internal
governance that supports the achievement of tren@ation’s policies, aims and objectives,
whilst safeguarding the public funds and assetsvfoch | am responsible in accordance with
the responsibilities assigned to me by the DepartrokeHealth (DoH).

Processes in place by which the HSCB works withtpar organisations
Public Health Agency (PHA)

Under Section 8 of the Health and Social Care (RefoAct (Northern Ireland) 2009, the
HSCB is required to produce an annual Commissiorittgn in accordance with the
Commissioning Direction as issued by the DoH, antlil consultation and agreement with
the PHA. In practice the employees of the HSCB ahd PHA work in fully
integrated/multi-disciplinary teams to support t@mmissioning process at both local and
regional levels.

Business Services Organisation (BSO)

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

Health and Social Care (HSC) Trusts

HSC Trusts provide services in response to the Gsesioming Plan and must meet the
standards and targets set by the Health Ministarorder that these obligations are met,
service and budget agreements (SBAs) between H86&tsTand the HSCB are established
setting out the range, quantity and quality of ®m&w to be provided, linking volumes and
outcomes to cost.

Working in close collaboration with the PHA, the €S has in place a robust performance
management framework. The framework provides thechanism for managing and
monitoring the achievement by HSC Trusts of agr@gdctives and targets and also provides
a process whereby the HSCB and PHA can work closelgupporting HSC Trusts to
improve performance and achieve desired outcomes.
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Inter-relationship with DoH and HSCB

The HSCB engages in a collaborative relationshifh wihe DoH to ensure that progress
towards the achievement of all objectives is fallynmunicated.

The HSCB provides the DoH with prescriptive montHipancial monitoring returns
highlighting financial performance and reportingpgmess towards the achievement of the
statutory duty to break-even.

The HSCB provides the DoH with quarterly (or asuieed) assessments of the progress
being made in the delivery of DoH strategic objexdi and relevant targets in the current
Programme for Government, Public Service AgreemgRfSAs) and Commissioning
Directions, demonstrating how resources are besegl to achieve these objectives.

Senior HSCB officers attend bi-annual accountapitieviews, with senior departmental
officials, to discuss the HSCB's operational américial performance; 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 governancengaments. The HSCB does this by
undertaking continuous assessment of its complianite Corporate Governance best
practice by having in place the following:

Standing Orders

The Standing Orders, reserved and delegated poavetsStanding Financial Instructions
provide a comprehensive business framework foHBEEB and enables the organisation to
discharge its functions. They reflect the followifgamework Document (September 2011);
Management Statement/Financial Memorandum; Code Cainduct 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 Financiatuosons are reviewed on an annual
basis, considered by the HSCB Audit Committee appr@/ed at the subsequent public
Board Meeting. Section 6 of the Standing Ordelstes to the Conduct of Board Business
and includes, amongst others, potential confli€terest. This section also applies to the
conduct of public meetings of the Local Commisaignroups (LCGS).

During the period there were no conflicts of instsedeclared at Board meetings. There were
abstentions or dissentions from voting on a nunab@ccasions and these are recorded in the
public Board minutes.
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Register of Interests

The HSCB has in place Registers of Interests fa fibllowing groups — Directors,

Committee members, staff and non-HSCB officers lve in Board Committees. The
Registers are reviewed annually and are availabkhe® HSCB’s website (with the exception
of staff and the non-HSCB officers involved in Bod&ommittees).

Gifts and Hospitality Policy

The HSCB Gifts and Hospitality Policy was publishadApril 2012 and is compliant with
HSS (F) 49/2009, HSS (F) 35/2009 and FD (DFP) 19%08ominated Officer in each HSCB
Directorate maintains a log with a periodic repestiewed by the Governance Committee.

Performance Appraisal System

The DoH carried out its annual appraisal with teGB 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 3 years.
Further training was provided during the period emdeview, and consideration is being
given to organising further training.

Self-Assessment

The Audit Committee completed the National Audifi€¥ self-assessment checklist
and assurance is provided within the Mid-Year Assae Statement.

A Board Governance Self-Assessment Tool covering geriod 2016/17 was
approved by the Board at its meeting on 11 May 2¢t@m 2015/16, ALBs are
required to provide assurance, through their makyassurance statement, that the
tool is being completed, actions are being addceasd that any exception issues will
be raised with the Department.

The intention of the Board Governance Self-Assessmealuation is to improve the
effectiveness of the Board and provide Board memheith the assurance that
business is conducted in accordance with bestipeadthe completed 2016/17 self-
assessment evaluation included one mandatory tadg ®cusing on performance
issues in the area of quality, resources (finaHEg, estates) or service delivery.
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3. Governance Framework

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

a schedule of matters reserved for Board decisismmie of which may have been
delegated to Committees;

a scheme of delegation, which devolved decision ingalkauthority within set
parameters to the Chief Executive and other oficer

Standing Orders and Standing Financial Instructiomgich set out the HSCB’s
governance regulations (referred to above);

the operation of a Governance Committee and antADdmmittee (comprised of
Non-Executive Directors) to assure adherence teetmegulations (as above); and
the adoption of a Governance Framework which ctasika suite of documents that
provides the Board with the necessary assuraneg¢shth organisation is discharging
its functions in a way which ensures that risks aranaged as effectively and
efficiently as possible to acceptable standardguafity.

The Governance Framework aims to protect the osgdpn against loss, the threat of loss
and the consequence of loss, whilst at the same hiaving a Framework in place that
highlights the roles, responsibilities, reportimglanonitoring mechanisms that are necessary
to ensure commissioning and delivery of high qudigalth and social care.

The current Governance Framework was revised angroe@d by the Governance
Committee at its meeting in January 2015 and iscjpally concerned with ensuring the
HSCB has the basic building blocks in place fordygovernance through the development
and implementation of a sound system of internatrob, which will assist the Board of the
HSCB, through the Chief Executive, to sign the ahrEovernance and Mid-Year Assurance
Statements.

The following describe in more detail the role betBoard, its Committee structure and
attendance during the reporting period.

The Board

The Board of Directors is comprised of a Non-ExaeutChair, seven Non-Executive
Directors, the Chief Executive and four Executiveebtors — the Director of Finance,
Director of Commissioning, Director of Social Caend Children and Director of
Performance and Corporate Services / Deputy Chietiive.

A number of Directors from the HSCB’s Senior Mamagat Team also attend Board
meetings including the Director of Integrated Cdtes Regional Director of eHealth and
External Collaboration, the Executive Medical Dig¢Director of Public Health (PHA), and
the Director of Nursing and Allied Health Professts (PHA).
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In addition, meetings of the Board are also attdnbdg the Chairperson of each of the
HSCB'’s five Local Commissioning Groups and by reprdative/s of the Patient Client
Council.

In the 2016/17 year, the Board met on nine occas@nd, in accordance with the Board’s
Standing Orders, was quorate for each meeting.nDuitis period there was over 92%
attendance at each meeting, with the exception ref meeting where attendance was
69%. There were no special Board meetings helithglaiis period.

During the period 1 April 2016 — 31 March 2017, Bmard met on nine occasions.

Name Title Meetings attended

Dr lan Clement Chail 9

Mr Stephen Leac Non Executive Directt 9
Mrs Stephanie Lowry Non Executive Director 8
Mr John Mone Non Executive Director 9
Mr Brendan McKeever Non Executive Director 8
Dr Robert Thompson Non Executive Director 6
Dr Melissa McCullough Non Executive Director 8
Mr Robert Gilmore Non Executive Director 9
Mrs Valerie Watts Chief Executive 9
Mr Dean Sullival Director of Commissionin 9
Mrs Fionnuala McAndre' | Director of Social Care & Childre 8

Mr Paul Cumming Director of Financ 6

Mr Michael Bloomfield Director of Performance & 9

Corporate Services

Role of the Audit Committee

The role of the Audit Committee is to support treaBl and Accountable Officer with regard

to their responsibilities for issues of risk, cahtand governance and associated assurance
through a process of constructive challenge. TheitAGommittee comprises four Non-
Executive Directors. The Director of Finance hastanding invitation to attend, with the
exception of the annual meeting with the Extermal mternal Auditors, and the Committee

is also attended by other relevant Finance andnatéudit staff. The External Auditor is
invited to attend all meetings of the Committee.

The Terms of Reference of the Audit Committee aradgcordance with the Good Practice
Principles contained within the Audit and Risk Asswce Committee Handbook NI (March
2014) and are kept under review in light of any mgimg or changing accountability
arrangements for the HSCB . The Code of Conduct@ode of Accountability for Board
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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 GoveraagcAudit Committees. This ensures
that equal weight is afforded to all of the govew®m domains including financial,
organisational and clinical and social care, theralbwing the Board to ensure a balanced
and proportionate consideration of the full ran§é&scorporate governance responsibilities,
particularly those concerning safety and quality.

During the 2016/17 financial year four meetingstlué Audit Committee were held, along
with a joint meeting with the Governance Committeeconsider the mid-year Assurance
Statement.

The Audit Committee assessed itself against theedivod practice principles published in the
Audit and Risk Assurance Committee Handbook (NUplished by DFP in March 2014, and
can demonstrate adherence to these principlesingver

membership, independence, objectivity and undedstgn
skills;

the role of the Audit Committee;

scope of work; and

communication and reporting.

Role of the Governance Committee

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

seeking assurances and advising the Board on thge sand effectiveness of the
system of internal control;

ensuring an assurance framework is in place fordiganisation relating to the
corporate and clinical and social care governaaoé, that it is both effective and
robust;

seeking assurances and advising the Board ondiegt processes in place for the
management of risk and corporate governance reqaires for the organisation;
reviewing the content of the annual Governancenaildyear assurance statements;
approving the Governance Framework, Governancde§iraand other governance
related policies and procedures. These includewaéwg Board officers’ responses
and actions in relation to regional proceduregspect of the management and follow
up of serious adverse incidents and complaints eviiee HSCB has a regional
responsibility; and

seeking assurances and advising the Board on jpistat respect of the HSCB'’s
social care statutory responsibilities.
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In the 2016/17 year, the Governance Committee nmetthwee occasions with 100%
attendance at one meeting; 75% attendance at omtingieand 50% at the remaining
meeting.

In addition to the overarching Governance and A@timmittees, 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 Discigtin Committee, is chaired by a non-
executive director and the Terms of Reference am knder review throughout the year.
The Chair of the Disciplinary Committee is an indegent professional with the required
relevant expertise.
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4. Business Planning and Risk Management

Business planning and risk management is at the bEgovernance arrangements to ensure
that statutory obligations and ministerial pric#tiare properly reflected in the management
of business at all levels within the organisation.

Business Planning

The HSCB has a range of statutory duties and shalla corporate body, exercise the
functions assigned to it by the DoH, including tha®t out in Article 8 (1-7) of the Health

and Social Care Reform Act (NI) 2009 and any o#tatutory provision deemed by the DoH
to be the functions of the HSCB, including the Goweent 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 $aeiee services to be commissioned and
the associated costs of delivery. The preparatiothe Commissioning Plan is done in
partnership with the PHA and is implemented throagteries of integrated service teams. It
takes full account of the financial parameters lsetthe Executive and the DoH, and is
consistent with the direction and priorities set outhe Minister's Commissioning Plan
Direction. It encompasses the system of reformrmandernisation, to ensure that the HSCB,
as the Commissioner of health and social care@syis able to meet the increased demand,
make the best use of the resources available,daptsato changing expectations and ways of
delivering care.

Corporate Plan

Many of the HSCB'’s objectives and responsibiliiesthe year 2016/17 are reflected in the
Commissioning Plan. The Corporate Plan does nd seduplicate the detailed objectives

and activities set out in the Commissioning Plart, lather to outline the key objectives for

the organisation in addition to those associatel thie Commissioning Plan, and those that
will support its delivery.

As such, the Corporate Plan includes objectives ghenarily relate to how the HSCB will
seek to commission the delivery of high quality Itteand social care services for the
population of Northern Ireland, and how it condudts business and ensures that its
organisational arrangements are fit for purposekenh together with the Commissioning
Plan and policies for the effective and efficierdmagement of resources, the Corporate Plan
provides an overarching planning framework forwek of the HSCB.

The key objectives for the focal year 2016/17 haeen subject to bi-annual review. The first
of these reviews was carried out as at 30 Septer@b&@6 and was approved by the
Governance Committee at its meeting on 26 Janualy.2 The year end review was carried



HEALTH AND SOCIAL CARE BOARD
ANNUAL ACCOUNTS FOR THE YEAR ENDED 31 MARCH 2017

out as at 31 March 2017 and will be approved by SMibr to being approved by the
Governance Committee at its meeting in Septembgr.20

Planning for 2017/18 Corporate Plan

In planning for 2017/18, the HSCB’s Senior Managetieeam held a series of workshops to
identify key priorities and corporate objectives the coming year. The 2017/18 plan was
approved by the Board on 9 February 2017 and sulsdly approved by the Department of
Health.

Business Continuity Plan

The Board Corporate Business Continuity ManagerSgstem (Policy and Plan) is aligned
to the requirements of the International Standdbddganisation (ISO) 22301. The Plan
identifies the HSCB functions deemed as ‘criticalhich must continue to be delivered
during an interruption to normal business. Eacte@orate undertook a risk analysis and
developed strategies and tactics to detail hovetitieal functions would be delivered during
an interruption. The Plan is available on the HS@Banet site, along with guidance for
staff.

Risk Management

The HSCB recognise risk management is a key commparfethe Governance Framework
and it is therefore essential that systems andegse®s are in place to identify and manage all
risks as far as reasonably possible. Therefore,HBEB has in place a process for the
management of Board-wide risks as part of its Guamece Framework.

The purpose of risk management is not to removerighl, but to ensure that risks are
recognised and their potential to cause loss fuiligerstood. Based on this information,
action can be taken to direct appropriate levelsresfource at controlling the risk or
minimising the effect of potential loss. The HS&&s recognised the need to adopt such an
approach and has put in place an independentlyreabsisk management system that
conforms to the principles contained in the AusirdNew Zealand AS/NZS 4360:2004,
standard (adopted by DoH) and which ensures tleaesystematic and unified process for
the management of risks across all areas of thedBoactivity. The process for the
management of Board wide risk is part of the HSC®/srarching Governance Framework
which was revised in January 2015. It includes ep dty step process from the initial
identification of a risk, risk grading (using thegional risk matrix), how the risk should be
managed and escalation/de-escalation of gradiramdofrom Directorate to Corporate Risk
Registers. The implementation of this process adgd a fully functioning Risk Register at
both directorate and corporate levels.
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Risk Management Leadership

The Board exercises strategic control through sesy®f corporate governance, by which the
organisation is directed and controlled, at its tmsenior levels, in order to achieve its
objectives and meet the necessary standards ofirstedslity, probity and openness.

It is vital the HSCB establishes robust governaaaangements to ensure it discharges its
functions in a way which ensures that risks are agad as effectively and efficiently as
possible and to acceptable standards of qualityhhe 3pecific objective is to protect the
organisation against loss, the threat of loss Ardconsequences of loss, whilst at the same
time having a framework in place that highlightg tloles, responsibilities, reporting and
monitoring mechanisms that are necessary to ersamremissioning and delivery of high
guality health and social care.

The adoption of an overarching Governance Framewuahnich was revised in January 2015,

ensures the HSCB has the basic building blockdaoepfor good governance; to lead, direct
and control its functions in order to achieve orgational objectives and by which it relates

to its partners and the wider community. The Fraork highlights the key components that

underpin a sound system of governance and inteordtol, and embraces the structure and
process for managing and leading risk throughoaibtiganisation.

An e-learning risk management awareness progranasdéen developed within the HSCB
and is mandatory for all HSCB staff. Completioresafre actively monitored and verified as
part of the Controls Assurance Standards progranimaening in risk management is also
incorporated in the overarching corporate inducporgramme.

Categorisation of Risk

All risks do not carry the same likelihood of oa@nce or degree of impact (consequence) in
terms of actual or potential impact on service sispatients, staff, visitors, the organisation,
or its reputation or assets.

Once the organisation’s objectives have been appr@and a consensus on principal risks
reached, it is important to ensure a consistentuamitrm approach is taken in categorising
risks in terms of their level of priority in ordeghat appropriate action is taken at the
appropriate level of the organisation.

The HSC Regional Risk Matrix, adopted by the HSCBheffect from April 2013, updated
June 2016, is included as an appendix to the Gamem Framework and is consistent with
DoH mandatory guidance ‘An Assurance Framework:racBcal Guide for Boards of DoH
Arm’s Length Bodies’ This matrix which is used to categorise potentisks, incidents,
complaints and claims, facilitates the prioritisatiof risk in terms of likelihood and impact
(consequence). In doing so, this will help identlie nature and degree of action required
and levels of accountability for ensuring suchacis taken.
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Risk Appetite

The HSCB recognises that it is impossible and ivsays desirable to eliminate all risks and
that systems of control should not be so rigid thay stifle innovation and imaginative use
of limited resources in order to achieve health @odial care benefits for the local
population.

From time to time the HSCB may be willing to accaptertain level of risk. For example:
promoting independence for individuals; or in order take advantage of a new and
innovative service; or due to the high costs ofmalating a risk in comparison with the
potential threat. In these circumstances the rigkoantinue to remain on the Risk Register
and will be monitored and reviewed at regular wedés.

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

* harm staff, service users, patients, visitors ahdrostakeholders; and

» result in loss of public confidence in the HSCB /fandts partner agencies or would
have severe financial consequences and which wpwmdent the HSCB from
carrying out its functions on behalf of the popigiat

Embedding of risk

Risk Registers continue to be monitored on a qugrbasis, with the reviews at the end of
March and September requiring a substantive regiesvthe reviews for June and December
guarters being reported on by exception only.

The substantive review as at 31 March 2017, inwbliree Governance Team meeting with
Directors and their senior staff to review bothdgiorate and corporate risks and making the
necessary additions/amendments in respect of:

» identification/removal of risk;

+ de-escalation/escalation of risk;

» existing controls;

* internal and external assurances;

e gaps in controls and assurances; and
» action being taken forward.

The Governance Committee is currently in the precésapproving the substantive review as
at 31 March 2017 for onward referral to the Boandrfoting at its meeting in June 2017.
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Stakeholder Risk

Serious Adverse Incidents (SAIS)

The HSCB is responsible for the management andvialip of SAls across the HSC. During
2016-17 the Procedure for the reporting and follgmwof SAls was revised and issued to the
HSC. Further details can be found within section 4 & Berformance Analysis section of
this report.

Complaints

The HSCB has oversight of all HSC complaints andesponsible for the monitoring of
complaints and processes and for the identificado dissemination of learning from
complaints Further details can be found within section 4 ef Brerformance Analysis section
of this report.

Emergency Preparedness

The Board adheres to the DoH Emergency Planningr@enAssurance Standards which
state “all Health and Social Care organisationsikhbave detailed emergency preparedness
plans in place, which are reviewed annually andctvldre part of an annual programme for
testing and validating plans.” A joint PHA/HSCB/B¥mergency Response Plan has been
developed since 2009/10. The Plan is reviewedupddted following each activation or test.

An Annual Report which provides an overview of HE@ergency Preparedness is prepared
by the PHA/HSCB and BSO and submitted to the Dothegear.

The Board, PHA and BSO work collaboratively to counally review and enhance
emergency preparedness arrangements. The EmerB&mrying Programme Board, chaired
jointly by the Director of Public Health, PHA anikt Director of Performance and Corporate
Services, HSCB oversees the wider Health and SQeie¢ emergency preparedness and the
coordination of planning for major events and prapian for adverse events.
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5. Information Risk

The identification and management of informatiosksi is a key element of the Board's
overall Information Governance Framework. Struciungolicies, procedures and guidance
have all been developed and implemented to faelithe identification, management,
monitoring and where necessary the escalationfofrimation risks.

Structures include the roles of Senior InformatRisk Owner, Personal Data Guardian,
Information Asset Owners and Administrators almdfich are supported by an Information
Governance Team. Escalation is facilitated via ageaof fora across all levels of the
organisation; examples include the Records Managend¢orking Group, Information
Governance Steering Group, Senior Management Teadh the Board's Governance
Committee.

2016/17 saw the continued maintenance and updattheofBoard’s Information Asset
Register. Data flow analysis and risk assessmeats sompleted and reviewed as necessary
for all information assets. Treatment plans weredpced to highlight and address any
identified risks. ldentified actions were agreedhwinformation Asset Owners who in turn
provided assurance to the Senior Information Rigk€& on progress.

The Accounting Officer and Board received assurange information risk via formal
reporting mechanisms. The Information Governan@eer8ig Group, chaired by the Senior
Information Risk Owner, met quarterly with updapgevided as necessary at each meeting.
Reports to the HSCB Governance Committee were geavirom the Senior Information
Risk Owner who attends both groups. Further assasmwere sought via self-assessment of
the Information Management Controls Assurance $tahd

The HSCB deploys a number of mandatory Informat@overnance e-learning training
programmes to staff. The programmes, developecdmally by HSC staff, are formally

updated every three years with less formal awarenpdates issued annually. Completion
rates are actively monitored and reported to thar@8e Senior Management Team and
Governance Committee as Key Performance Indicéid?ts).
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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@éfint commissioning, design, delivery and
evaluation of HSC services. PPI is the active meéningful involvement of service users,
carers and the public in those processes. As Cesioniers we are committed to embedding
PPI into our culture and practice. All commissianiteams and Local Commissioning
Groups actively consider PPI in all aspects ofrthirk, ensuring that the input of service
users and carers underpins the identification ofmrogssioning priorities and in the
development of service models and service planmind,in the evaluation and monitoring of
service changes or improvements. Some examplgsoaf practice include:

40 service users or carers have been recruited trmo 17 Integrated Care
Partnerships;

local engagement events discussing issue spegfiics in all Local Commissioning
Group areas;

service user and carers actively involved in thpl@mentation of Physical Disability
and Sensory Strategy, Social Work and Social Rekéstrategies, implementation of
the Stroke Strategy, and the regional Carers $tyate

development of HSC online;

service users actively involved in the design, enpéntation and roll out of both
EHCR and NI direct web portal; and

Health and Social Care Board continues to commsdRersonal and Public
Involvement training for both staff and servicerssend carers.
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7. Assurance

Assurance Framework

As part of the overarching Governance Framewor&, HSCB has in place an Assurance
Framework (the Framework).

The Framework has been compiled in conjunction withDirectorates and provides the
systematic assurances required by the Board otcire on the effectiveness of the system
of internal control, by highlighting the reportingnd monitoring mechanisms that are
necessary to ensure the achievement of corporgéetiles 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 informatiorthe Board, Committees of the Board, SMT
and other groups/forums. It also identifies whi¢httee organisation’s objectives are at risk
because of any inadequacies in the operation dfasnor where the Board has insufficient
assurance about them. In conjunction with the &eafCorporate Risk Register and
Corporate and Commissioning Plans it also provaiagtured assurance about how risks are
managed effectively to deliver agreed objectives.

Quality of Board Papers

Section 3.4 of the Governance Self-Assessmentradels to the ‘Quality of Board papers
and timeliness of information’. Board members gtue a ‘green’ rating and indicated their
satisfaction with the information received quotagdence to support as follows:

documented information requirements (standing agéteds);
evidence of challenge e.g. from Board minutes;

Board Meeting timetable;

process for submitting and issuing Board papers;

content of Board papers; and

data quality updates (performance reports).

Delegated Statutory Functions

HSC Trusts submit an annual monitoring report andblivery of statutory functions with a
mid-year return on Corporate Parenting. This idyeeal by HSCB and an overview report
on findings was considered by the Board at its mmgeain 6 October 2016 and submitted to
DoH. HSC Trusts have developed action plans whemeedial action was required. The
quality of supporting data has continued to imprevel together with regular monitoring
meetings, ensures that this area is kept undetaan®view.
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Controls Assurance Standards

The HSCB assessed its compliance with the applicable Can#keburance Standards which
were defined by the Department and against whidegree of progress was expected in

2016/17.

The HSCB achieved the following levels of compliarier 2016/17.

Standard DoH Expected Level of | HSCB Level of | Audited by
Compliance Compliance Internal

Audit

Buildings, land, plant and non-75% - 99% (Substantive) 83% -

medical equipment

Decontamination of medical | 75% - 99% (Substantivg) Not Applicable -

devices

Emergency Planning 75% - 99% (Substantive) 91% BSO

Environmental Cleanliness 75% - 99% (Substant|vedt Applicable | -

Environment Management 75% - 99% (Substantjve) 82% -

Financial Management 75% - 99% (Substantive) 88% BSO IA

(Core Standard)

Fire safety 75% - 99% (Substantive) 93% -

Fleet and Transport 75% - 99% (Substantive) Not Applicable -

Management

Food Hygiene 75% - 99% (Substantive) Not Applicable

Governance 75% - 99% (Substantive) 92% BSO IA

(Core Standard)

Health & Safety 75% - 99% (Substantive) 90% -

Human Resources 75% - 99% (Substantive) 84% BSO IA

Infection Control

75% - 99% (Substantiv

e) Not Agplble

Information Communication
Technology

75% - 99% (Substantive

) 88%

Management of Purchasing

75% - 99% (Substant

iveo 84

Medical Devices and
Equipment Management

75% - 99% (Substantive

1)

) Not Applicabl
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Standard DoH Expected Level of | HSCB Level of | Audited by
Compliance Compliance Internal

Audit

Medicines Management 75% - 99% (Substantive) Natlidable | -

Information Management 75% - 99% (Substantive) 82% -

Research Governance 75% - 99% (Substantive) Nolicgiye | -

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 thawiolg sources:
Internal Audit;
Regulation and Quality Improvement Authority (RQjAnd
National Confidential Enquiry into Patient Outcoared 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 ofeerao defined standards and whose
work is informed by an analysis of risk to whicletHSCB is exposed and annual audit plans
are based on this analysis.

In 2016/17 Internal Audit reviewed the followingssgms:

Financial Transactions Capital — GP Loans;
Management of Contracts with the Community and W@y (C&V) Sector,
including Visits to Organisations;
Clinical Negligence — Financial Planning;
Financial Review;
eHealth & External Collaboration;
Integrated Care Partnerships;
Family Practitioner Services — General Ophthalngo/ies;
Family Practitioner Services — Pharmaceutical $esji
Commissioning — Contracts outside the UK, includd@Rs; and
- Contract Management Arrangements — Community afdnfary Organisations*.
(* denotes report not subject to assurance cateaarn)

All received a satisfactory level of assurance*, witle txception of Integrated Care
Partnerships, and three of the community and valynbrganisations visited as part of the
Management of Voluntary Organisations Contractstaulich received limited assurance.

In the Annual Report, the Internal Auditor reportiwht there is a satisfactory systern
internal control designed to meet the HSCB’'s olijest However, the following
weaknesses in control (priority 1) were identiféeding 2016/17:

eHealth

It was recommended that the process for securipgogpl for the Accelerated Access to
Digital Information project be reviewed to ensutatt lessons are learnt in terms of
timing, planning and scoping projects. A secondnamendation was made in respect of
further defining relationships in relation to thevgrnance and oversight of EU funded
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projects. Management have accepted these recomtimrsland are working towards
implementation.

Clinical Negligence — Financial Planning

There was one Priority 1 finding in this reportwawver it related to BSO processes rather
than HSCB processes.

Management of Voluntary Organisations Contractel(iting Visits to Voluntary
Organisations)

Internal Audit identified Priority 1 weaknesses timee of the organisations visited
relating to the areas of governance, financialmbnand activity reported to the HSCB.

Integrated Care Partnerships

Internal Audit recommended that the governancengements for the ICP’s Project
Board, Partnership Committee and Stakeholder RafereGroup be reviewed with
regards to composition, quorum, frequency and d#eoce which management have
accepted within the context of an updated poli@miework from the DoH. Further
recommendations were made relating to the consisted timely development and
approval of Investment Proposals and developmenthefPerformance Management
Reporting Framework, which have been accepted hyagement.

Management regularly review and are working towatlds implementation of all
recommendations made by internal audit.

Regulation Quality Improvement Authority (RQIA)

The HSCB/PHA introduced a system via the Safety@udlity Alerts Team (SQAT) during
2013/14 to provide the appropriate assurance meshathat all HSCB/PHA actions
contained within RQIA reports are implemented.

This system of assurance takes the form of a sixtinipreport which details the progress on
implementation of RQIA recommendations. The mesent six monthly report on progress
for the period ending 30 September 2016 was apprbyehe Governance Committee on 26
January 2017. The report for the period ending &tdd 2017 is scheduled to go to SMT for
approval and for noting at Governance Committe®dptember 2017.

National Confidential Enquiry into Patient Outcomand Death Reports

A similar system has been introduced for the NatidBonfidential Enquiry into Patient

Outcome and Death (NCEPOD) reports whereby all NQIEPeports are considered by the
HSCB/PHA Safety and Quality Alerts Team (SQAT) &view the reports and confirm the
relevant Director/Lead and any actions requiredugh SQAT, other existing structures, or
bespoke Task and Finish Groups.
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This system of assurance takes the form of a sixtipreport which details the progress on
implementation of NCEPOD recommendations (Juneecember each year). The report
on progress for the period ending 30 June 2016apasoved by SMT in September 2016
and noted by the Governance Committee at its ngp@tn29 September 2016. The report
for the period ending 31 December 2016 was approye8MT in March 2017 and noted at
the Governance Committee in April 2017.

External Audit

In the Report to Those Charged with Governance (RWG) for the year ended 31 March
2016, the NI Comptroller and Auditor General gave umqualified audit opinion on the
financial statements and the regularity opiniothef HSCB’s accounts, with no priority 1 or
2 issues being raised.

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

As Accounting Officer, | have responsibility foretlmeview of effectiveness of the system of
internal governance. My review of the effectiveneéshe system of internal governance is
informed by the work of the internal auditors ahd £xecutive managers within the HSCB
who have responsibility for the development and meaiance of the internal control
framework, and comments made by the external awgditcheir management letter and other
reports. | have been advised on the implicatiohshe result of my review of the
effectiveness of the system of internal controthiy Audit and Governance Committees and
a plan to address weaknesses and ensure contimyousement to the system is in place.

10. Internal Governance Divergences

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

Implementation of Reform

In 2015/16 the main control issue that existedeiation to implementing the reform agenda
concerned the level of funding which impacted tlaeegyat which reform could take place.
This in turn contributed to public and politicalrpeptions that reform was failing.

To address the issue in 2015/16 reform continuedetembedded in core HSCB business,
and £15.6m of HSCB funds were prioritised to supfiee continuation of projects that were
implemented in prior years and to initiate soméhieir schemes.

In 2016/17, the HSCB prioritised funds to suppoohtuation of reform projects, and
monies were made available through the Transfoonatund; however as the reform agenda
is now being led by DoH under new structures te titkward “Health and Wellbeing 2026:
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Delivering Together”, this is no longer considetedbe a control issue for which HSCB is
directly responsible.

Historical Institutional Abuse Inquiry

The HSCB was a core participant to the Historioatitutional Abuse Inquiry which reported
its findings on 20 January 2017. The HSCB providecbrds from both the legacy Boards
and from HSC Trusts and their predecessor orgamisatThe HSCB prepared a response to
each statement made by an applicant to the Inquihe HSCB statement described the role
an HSC organisation had in the applicant’s car@ FABCB’s responsibility was to produce
both historic file materials, and statements froefevant staff about issues raised by
applicants to the Inquiry. The locating and produciof historic materials and tracing staff
was both challenging and difficult.

The final report consisted of ten volumes, reflegtthe 15 modules of the Inquiry covering
the period from 1922 to 1995.

A number of areas have been identified in the epmluding lengthy serious criticisms
made against a number of voluntary childcare omgditns. Whilst not on the same scale,
criticism was also levelled against HSC legacy piggions and some individuals, a number
of whom had already been subject to legal procggsdimthe 1980s.

Social work safeguarding practices have moved arsiderably from the time period of the
HIAI providing a safer and more accountable system.

The Inquiry made a number of recommendations, diolyithat an unconditional apology be
given by all relevant bodies.

Paediatric Congenital Cardiac Services (PCCS)

In 2015 an all-island Congenital Heart Disease (CMNBtwork Board was established. The
Network Board includes representation from HSCB a&tdA. The Network Board is
developing proposals for the phased increase iadigpin Dublin to accommodate those
children from Northern Ireland who require surgery.

Interim arrangements are in place, through Serlieeel Agreements, for children from

Northern Ireland to access surgery and cardiacetaibation in the most appropriate
location to meet their clinical needs. As part bege arrangements for most children
requiring cardiac catheterisation diagnosis or tineat, this is now provided in Dublin

through a collaborative approach involving Northdraeland clinicians. The majority of

surgery is provided by specialist centres in GBadieg the establishment of capacity in
Dublin. A key development is that from April 2017 argent (in addition to emergency)

paediatric surgery cases from Northern Ireland t@lundertaken in Dublin. The Board is
monitoring these arrangements on an on-going basis.
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Statutory Residential Homes

Proposals have been submitted by the HSCB to thd foo Ministerial consideration of
recommendations for the closure of a number oflifes and the retention and
reconfiguration of others. There are approximafel permanent residents in the 19 homes
with 48 beds being used for respite care and 10 fermediate/step down care. The HSCB
has completed its tasks and is awaiting a Depatahdacision on this issue.

HSC Trust Performance

Control issues in all Trusts have now been remdk@d this Governance Statement as they
are not considered to be control issues/internatrobdivergences for the HSCB. All control
issues/internal control divergences are howevedudsd in each of the Trust’s individual
Governance Statements. However, a range of perfarentargets are contained within the
HSCB Annual Report.

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

Quality, Quantity and Financial Controls 2016/17

This issue reflects the continued and increasirfjcdity faced by the HSCB in fully
commissioning and supporting levels of health andiad care services provided to the
population of Northern Ireland by Health and So€iare Trusts, providers of Primary Care
services and other independent health and soarlpraviders within available resources.

Health and Social Care (HSC) in Northern Irelandticmed to face very significant financial
challenges during 2016/17. The HSCB worked closelg pro-actively with all HSC Trusts
and the DoH throughout the year in order to addiiesglifficulties faced. This collaborative
approach enabled the HSC system to achieve finldameakeven for the 2016/17 year.

The outlook for 2017/18 is increasingly constraingdrticularly in respect of resource
funding. In a statement to the House of Commong4bApril 2017 the Secretary of State for
Northern Ireland outlined an indicative Budget piosi for NI departments. This position
was based on the advice of the Head of the NI Geilvice (NICS) in conjunction with the
NICS Board. The purpose of this statement was twige clarity to departments as to the
basis for departmental allocations in the absenicero Executive, so that Permanent
Secretaries can plan and prepare to take more latktaiecisions in that light. The
departmental allocations set out by the Secretdnbtate provide the basis on which
departments are now planning for 2017/18. Howether Secretary of State was clear that the
indicative budget position did not constrain thdigbof an incoming Executive to adjust its
priorities during the year. He also advised thanesaE42 million Resource DEL and £7
million Capital DEL was left unallocated in order rnaintain flexibility for a new Executive
to allocate resources to meet further prioritiesheesy deem appropriate. Therefore, while
there is the potential for an incoming Executivextiust these plans and also to allocate the
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unallocated resources, individual departments daaniicipate any additional funding at this
stage until such decisions are made.

During 2017/18, the HSCB will continue to proactivevork with the DoH and HSC Trusts
in order to review and develop effective solutisrigch will seek to maintain the integrity of
services to the public and secure financial balawééin the current budgetary constraints
the HSCB will work to ensure limited resources ased to achieve the best outcomes for
patients. Change and transformation is already ér@pg, and the HSCB remains committed
to that ambition and that journey, but it is inabie that the pace of transformation and the
level of service will be negatively impacted by theel of funding available.

Western Trust Financial Support

During 2016/17, financial difficulties within the ®&gtern Health and Social Care Trust
continued to be disproportionately out of step wither Trusts in Northern Ireland. The
Trust’s final 2016/17 position of financial balanags only achieved through the provision
of significant additional non-recurrent financialpport of £11.2m. The interventions and
additional assistance that has now been providedetdWestern Trust for three consecutive
years therefore remains concerning and the HSCBcwiltinue to work with the Trust and

DoH in relation to improving the Trust's financiabsition and performance.

Business Services Transformation Project/Shared®sr

The Business Services Transformation Programme EBSmtroduced new HSC wide
computer systems in 2012/13 and implemented Sh&eaglices for Accounts Payable,
Receivable, Payroll and Recruitment.

While BSO has made significant progress in the rabeinvironment there remains priority 1
audit recommendations for Payroll and Recruitmdrr&d Services with unacceptable and
limited levels of assurance being received fromlttternal Auditor in 2016/17. The ongoing
issues raised in these audit reports have the fmitém impact negatively on HSCB in terms
of delivery of business, budgetary management apdtation, and it is of some concern that
progress on issues identified in prior years haaen made.

Additionally, during 2016/17 new system stabiligsues relating to the Human Resources,
Payroll and Travel system have been identified Wwhésulted in contingency measures being
used to ensure staff were paid and a recalculaticgmployers’ superannuation across the
HSC. An action plan has been developed by BSO temgt to address the control and
system stability issues, which will be closely mored by all HSC organisations throughout
2017/18.

Health Visiting

The DoH Healthy Child Healthy Future (2010-2015)il€HHealth Promotion Programme
(CHPP) requires universal health visitor contactbe offered to all families with pre-school
children. As a result of significant workforce gsares, 30% of the CHPP in 2014 were not
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being delivered. Decrease in CHPP delivery creasdsto children and families from a

prevention and early intervention perspective, &l ws placing undue pressure on other
services such as Primary Care Teams, Paediatnmsygency Departments, Allied Health

Professionals and Social Services.

Investment has resulted in the regional healthingiworkforce increasing from 362.2 WTE
to 397.5 WTE resulting in an average WTE caselda@50 preschool children. The PHA
continues to work closely with DoH, HSCB and HSQudis to increase health visiting
capacity and compliance with the child health proaroprogramme. Phase 4 Delivery Care
(health visiting) has been completed and a repdstrstted to DoH. Further investment is
required.

The funded vacancy rate has reduced to 4.2 WTEaatiM2017, however there is relatively
high number of temporary vacancies. Regular woddoupdates from HSC Trusts will
continue to be analysed.

All health visitors from the student Health Visitgroup graduating in October 2016 have
been offered permanent employment contracts. Thaee been accepted with the exception
of four who prefer to remain on temporary contraot$il a position becomes available to
them locally. A further 44 students are expectegrémluate in October 2017.

Compliance with the Child Health Programme per Traisd regionally continues to be
measured on a three monthly basis using regionadjseed Indicator of Performance
tolerances. Improvements have been made in conagliasth the earlier contacts (ante-natal
to 1 year old) but there remains significant undempliance with the older contacts (2-4
years). A regional workshop was held in Februa@d§72and a revised action plan is being
developed for submission to Healthy Futures PrograrBoard.

GP Out of Hours (OOH) Services

The Urgent Primary Care service continues to famesiclerable challenge due to increasing
demand. Not all GP Out of Hours providers are megelPI| standards set out in the Service
Specification. Concerns relate to the 20 minute hfmbur triage targets, particularly during
busy times such as weekends and public holidays.

The situation is exacerbated by insufficient nursbefr GPs and the fact that GPs are not
contractually required to work in the OOH servi@s occasion, OOH bases must be closed
when insufficient staff are available. The high @emh for the service at peak times such as
weekends and public holidays, coupled with the latkmedical capacity, has led to
significant delays in some services, thereby irgirgaclinical 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 structure foroOHours provision. A draft Business
Case has been prepared and submitted to DoH fdt tgpthe recommended Regional GP
OOH rates. The draft Business Case is currentthénprocess of being amended to reflect
DoH comments and requests for additional supportifagmation.
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In July 2015, the HSCB piloted a Regional Additib@osts Scheme whereby additional
funding was made available to OOH Providers to En#tiem to pay a supplement to GPs.
The aim was to cover the additional costs incubgdvorking in OOH such as indemnity,
working unsocial hours and to encourage those G&gimg a small humber of hours to
work more OOH hours. Whilst this pilot was to agk degree successful, a decision was
taken to run with localised Additional Costs Scheriteeach of the five areas in 2016/17 as
it was considered that this would give OOH Prowidgreater flexibility to address local
recruitment and retention issues.

Feedback from providers, together with a reviewthef data received to date, suggests that
the localised scheme model has been effectives proposed to continue the localised
Additional Costs Scheme model into 2017/18.

In 2017/18 it is proposed to continue to refinesérg Local OOH Enhanced Services and to
implement such services where none have to datgeexi The OOH Locally Enhanced

Service (LES) is currently running in the WesteBauth Eastern, Southern and Northern
LCG areas. The LES in the Western area continusi® practices contracted to provide a
total of 250 evening surgeries in the Altnagelvi®OkD centre. A similar scheme is being

piloted in Limavady until the end of March 2017.

A LES in the Northern area commenced in Januan 2Gith a view to increasing the level
of GP engagement in OOH - 16 practices have sigpdd this LES.

Similar LESs were launched in July 2016 in both $tmaith and South Eastern areas. Whilst
the LES in the South East has had a limited uptiieeposition in the South has been much
more positive - 12 new start GPs have expressedesttin the LES and 14 OOH GPs have
expressed an interest in mentoring the new GPs.

These enhanced services will be evaluated in tefmsumbers of additional GP hours or
sessions secured at the end of March 2017 andeckwis the basis of outcomes.

The HSCB patrticipated in the review of GP OOH Psmn Working Group which had been
established by the then DoH with a view to examgnihe current delivery of GP Out of
Hours service across NI, to identify good practaoed opportunities to improve service
provision within existing resources.

The Working Group launched its report in March 2@k made 11 recommendations to
provide an effective OOH service. The HSCB corgsmuo be actively involved in the
implementation of these recommendations.

Service and Budget Agreements

Counter-signed Service and Budget Agreements (SBA® been received from all Trusts -
South-Eastern, Southern, Northern, Western andaBelfrust were received with caveats.
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Child Sexual Exploitation (CSE)

The HSCB continues, through the HSCTs, to respandoncerns about CSE under the
Protocol for Joint Investigation in conjunction kvithe PSNI.

The HSCB continues to meet with the PSNI and HS@fErat both local and regional levels
to coordinate responses to CSE. The assessmasehing tool was updated and reissued to
HSC Trusts and PSNI in 2016. Additional investméoim the HSCB has enabled the
appointment on a permanent basis of a CSE LeaddSBractitioner) in each HSC Trust.
The CSE Leads are co-located in the PSNI PubliteBtion Units, on a part time basis.

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

The HSCB and the PSNI continue to monitor and eefire missing person’s guidance. Data
collection systems assist in promoting our undeditey and identifying emerging trends and
issues.

VOYPIC also continues to engage young people dyrect ensure that their views are
considered and taken into account.

The DoH has now stood down the response team widglewed the Marshall Action
Plan as most of the actions have now been addresskdssociated costings where available
have been identified. The only outstanding action HHSC is S6 and draft guidance on
Protecting Looked after Children has been forwardemd DoH for approval.
The recommendation also requires comment on pimgechildren with a disability which is
being addressed and both elements will be complstddecember 2017.

The SBNI reported on its Thematic Review in Decen#i#l5 and the HSCB / HSC Trusts
completed a follow up audit in November 2016. Aaetutlining findings will be submitted
to the DoH before the end of March 2017.

Domiciliary Care / Independent Home Care

Maintaining sufficient capacity in terms of both skfiorce and volume of domiciliary care
service delivery remains extremely challenging.sTisi most acutely evidenced at times of
more general, seasonal pressures on the healtboaral care system in addition to localised
service delivery problems of an episodic or mownacted nature.

The procurement exercises carried out by the Westad Belfast Health and Social Care
Trusts during 2016/17 are likely to have a majopdat on the redesign and delivery of the
service. This will need to be monitored and teshadng 2017/18.

In order to minimise the risk of non-compliancetwihe Public Contract Regulations 2015,
all DoH ALBs are extending CoPE cover for sociad drealth care services in the Light



HEALTH AND SOCIAL CARE BOARD
ANNUAL ACCOUNTS FOR THE YEAR ENDED 31 MARCH 2017

Touch Regime. This is being taken forward by théBé via a formally constituted project,
reported to Regional Procurement Board.

HSCB is also working with DoH to look at the potahfor regional contract standardisation
for domiciliary care.

The ongoing registration of the social care workfoby the Northern Ireland Social Care
Council (NISCC) alongside the Departmental led Dolary Care Workforce Review is
aimed at improving the status and support need®wiciliary care staff. Providers continue
to make representations for significant enhancesnenthe hourly rate paid for care with
Living Wage considerations being to the fore insthediscussions. Sector stability is
monitored via regular dialogue with providers ama the Community Services Workstream
of the Regional Reform of Adult Social Care Projeltie issue remains on the Corporate
Risk Register.

GP Workforce

A shortage of GPs has had considerable impact miceedelivery, with regard to: notably
the filling of shifts and achievement of KPIs by Broviders; the level of supply of
sessional doctors available to provide day timehosessions in practices; and on practices
experiencing difficulties recruiting new partnerShere is a considerable risk to on-going
continuity of general medical services provision gatients, particularly in relation to
sustaining out of hours services and potentiallysimaller practices in more isolated
locations.

The Future of GP-led Services Working Group establil by DoH to consider the delivery
of primary care medical services in GP surgeriesGIRAs or other healthcare professionals,
published its report on 23 March 2016. The repmatie nine recommendations and 50 key
actions and the HSCB is working with colleagueaddress these.

GP training places are funded by DoH through thetidon Ireland Medical and Dental
Training Agency (NIMDTA). In response to workfor@@apacity 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 2017/18 arithvplans to further increase to 111 per
year from 2018/19.

In a move to support retention of qualified GPsréhare 25 GPs included on a 2-year
retainer scheme covering 2016/17 and 2017/18. eTd%s are attached to a practice and also
commit to a number of Out of Hours sessions. Atspnt there is no identified funding to
extend this scheme for a new group of GPs.

The HSCB has also sought to mitigate the GP wockfassue at operational level by
providing additional funding to general practices ihcrease staff capacity, such as the
establishment of practice based pharmacist poAtseview of General Practice nursing is
ongoing.



HEALTH AND SOCIAL CARE BOARD
ANNUAL ACCOUNTS FOR THE YEAR ENDED 31 MARCH 2017

Innovation in General Practice has been suppottedugh piloting of an on-line triage
system “Ask My GP” and increasing the number otcpcas providing availability of online
appointment booking and prescription requests.

The review of GP nursing sits within the remit loé tPublic Health Agency.

HSCB Business Continuity

In light of the Ministerial announcement in Novem€15 to close the Board, together with
VES and recruitment restrictions, it was considetteat this could impact on the Board’'s
ability to deliver its statutory, mandatory and iness planning requirements.

The HSCB continues to work with the DoH, and alestrelevant stakeholders, to support
the development of the most effective structurabrmgements and ensure the smooth
transition of HSCB functions. The HSCB has putlexce the following controls:

Chief Executive participation on Transformation lempentation Group
Regular briefings provided to all staff to update ohanges, including a
Ministerial visit in August 2016

Corporate approach to VES applications

Scrutiny panel to consider request for new posts

SMT process to identify key business priorities

Other associated issues which have been identé#iet will require careful management
include the potential loss of the HSCB Corporatedreé or Memory, Corporate Knowledge
and potential loss of Corporate Record during theop of transition. To ensure this risk is
appropriately addressed, a number of actions haen bdentified and included in the
Information Governance Action Plan for 2016/17 anel expected to carry forward into the
2017/18 Action Plan.

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

Prescribing efficiency targets

Due to the limited financial resources availabléHtalth and Social Care in 2016/17 it was
necessary to deliver £30m of efficiencies from Huspital and primary care prescribing
budgets. Primary care savings were set at £23nplamd were developed in order to achieve
this ambitious target.

Management within the HSCB worked proactively witle DoH and Trusts throughout the
year in order to deliver the plans. Unfortunatelyusnber of elements of the plan fell short of
the target set and the primary care prescribing®éudverspent by £11m.

However for 2017/18, £5m of the shortfall will becovered from existing work done but
more work will be required to recover the balanoajinly due to plans to reduce cost from
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medicines that can be purchased ‘over the courted by limiting the prescribing of
medicines with low or no clinical benefit to patien

Looking ahead to 2017/18, the continuing constsaort the financial resources for Health
and Social Care will require further substantidicefncy savings to be delivered from
prescribing budgets regionally. The HSCB will cont to work closely with the DoH and
Trusts in order to make the most effective usehef dvailable budget without impacting
patient care.

Supported Housing

Northern Ireland Housing Executive (NIHE) budgetgsures have resulted in the capping of
revenue funding (Supporting People Funding) ther@hiting the capacity to jointly plan
and develop new supported housing schemes with ét§&hisations. NIHE has removed all
supported housing schemes for HSC client groups fiteeir capital development plans for
2017/18 and beyond, unless they already have cdeunfunding. This will limit the
capacity of HSC organisations to develop approriagusing options for vulnerable client
groups. It is likely to impact negatively on theiliyp to discharge people with additional
needs from hospital to appropriate community sgstimnd avoid inappropriate admissions to
hospital.

The funding pressures within NIHE and the HSC remuents to adhere to a wider
application of formal procurement processes inti@iato social care services has potentially
detrimental consequences to a number (seven) danseh previously approved by the
Supporting People Commissioning Body. This hasiireqd robust discussions involving

DoH and DfC representatives, legal and procureradrisers as well as HSCB and Trust
staff to determine which schemes can be delivefedumber of these are associated with
Transforming Your Care strategic change proposdie. impact of not delivering on these
objectives has the potential for significant mealidolic reaction and adverse reputational
impact.

In December 2016 FOLD Housing Association succdlgsfiought Judicial Review of the

incremental withdrawal of Special Needs Managenmfidwance by the Department of

Communities (DfC) from a number of schemes forl foddler people, people with learning
disabilities, physical disabilities and mental dés. DfC has indicated that it will embark on
an individually targeted review of each facilitydteing SNMA as recommended in the
Judicial Review determination. This has the pdéénio create funding pressures and
potential sector instability which will need to joéntly managed.

The combined effect of these developments is thelusion on the Corporate Risk Register
and the situation will require careful monitorinlgrough redesigned Supporting People
coordinating structures and Special Needs ManageAilenvance monitoring arrangements.
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Acute Service Continuity

There are currently challenges in maintaining sewiat some smaller acute hospital sites,
primarily related to levels of hospital consultastgff grade and junior doctor vacancies with
a corresponding over reliance on locum doctors.HBEB will continue to work with Trusts
and other key stakeholders to identify and as$gyassible, mitigate potential risks to service
continuity.

Currently this mitigation includes providing supptw Southern Trust, working with other
Trusts, to maintain existing ED services in Daisyl Hospital and develop a sustainable
longer term model for the delivery of acute sersice

Lakewood Secure Care Centre

Lakewood has been experiencing challenges in sed&ivery due to reductions in staff
available to fill rotas, largely due to levels dtlsess in the core team. The increased
reliance on agency staff is not conducive to cautynof care. The reduced occupancy levels
are challenging for the system.

The HSCB and HSC Trusts are working together tgerttpthe Centre and have agreed a
number of measures to mitigate the current ridksekly monitoring is ongoing.

Leases

The Department of Finance (DoF) granted a “holdFo¥er a Business Case in respect of
renewal of a lease for office accommodation in Qpurall, Ballymena which expired on 14

September 2016. As HSCB did not request an extenwiothe “hold-over”, £214k of

expenditure for the period 15 September 2016 tavidtch 2017 is therefore potentially
irregular: this figure is based on the 2016/17 Itetgpenditure of £395k and includes an
annual rental charge of £124k. As the details i éinrangement were not notified to HSCB
at the time, a request will be made to the DoFafame year extension to the “hold-over”
period and a Business Case for the renewal ofdhsel for period 1 October 2017 to 30
September 2020 will be submitted for timely apptamarder to ensure no future recurrence.

11.Conclusion

The HSCB has a rigorous system of accountabiliticvhcan rely on as Accounting Officer
to form an opinion on the probity and use of pulilinds, as detailed in Managing Public
Money NI (MPMNI).

Further to considering the accountability framewatthin the Body and in conjunction with
assurances given to me by the Head of Internal tAldam content that the HSCB has
operated a sound system of internal governancegitiie year 2016/17.
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Remuneration Report

A Committee of Non-Executive Board members existsatlvise the full Board on the
remuneration and terms and conditions of serviceSenior Executives employed by the
Health and Social Care Board.

While the salary structure and the terms and cimditof service for Senior Executives is
determined by the Department of Health (DoH), tremidneration and Terms of Service
Committee has a key role in assessing the perfazenan Senior Executives and, where
permitted by DoH, agreeing the discretionary lexfgberformance related pay.

A DoH Circular on the 2016/17 Senior Executive payard had not been received from the
DoH by 31 March 2017, therefore related paymentge haot been made to Executive
Directors.

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

The salary, pension entittement and the value gftarable benefits in kind paid to both
Executive and Non-Executive Directors is set outhimithis report. None of the Executive
or Non-Executive Directors of the HSCB received atlyer bonus or performance related
pay in 2016/17. It should be noted that Non-Exe®ubirectors do not receive pensionable
remuneration and therefore there will be no eninegspect of pensions for Non-Executive
members.

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

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

Early Retirement and Other Compensation Schemes

There were no early retirements or payments of @msation for other departures relating to
current or past Senior Executives during 2016/17.

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

The Committee is supported by the Director of Faegaand the Director of Human Resources
(BSO).
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Median Salary (Table Audited)

The relationship between remuneration of the maghly paid director and the median
remuneration of the workforce is set out below.efEhhas been no significant change to the
ratio when compared to 2015/16.

2017 2016
Highest Earner’s Total
Remuneration (band in £000) 155-160 150-155
(a)
Median Salary (£) 34,875 37,291
Median Total Remuneration Ratio 4.4 4.1

Senior Employee’s Remuneration

The salary, pension entitlements, and the valuangftaxable benefits in kind of the most
senior members of the HSCB were as follows (it &héwe noted that there were no bonuses
paid to any Director during 2016/17 or 2015/16):

Non Executive Members (Table Audited)

2016/17 2015/16
Name Salary | Benefits | Pension| Total Salary | Benefits in|Pension Total
£000s | in Kind |Benefits| £'000 £000s Kind Benefit§ £'000
(Rounded| (to (Rounded | (to
to nearest| nearest to nearest [nearest
£100) | £1000) £100) | £1000)
| Clements 30-35 100 - 30-35 30-35 100 - 30-3
S J Leach 5-10 0 - 5-10 5-10 - - 5-10
M McCullough 5-10 0 - 5-10 5-10 100 - 5-10
R Gilmore 5-10 0 - 5-10 5-10 100 - 5-10
B McKeever 5-10 0 - 5-10 5-10 - - 5-10
J Mone 5-10 200 - 5-10 5-10 100 - 5-10
W R Thompson 5-10 0 - 5-10 5-10 - - 5-10
S Lowry 5-10 0 - 5-10 5-10 100 - 5-10
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Executive Members (Table Audited)

2016/17 2015/16
Name Salary | Benefits| Pension| Total | Salary | Benefits | Pension | Total
£000s | in Kind | Benefits| £000 | £000s | in Kind |Benefits (tg £'000
(Rounded (to (Rounded| nearest
to neares| nearest to nearest| £1000)
£100) | £1000) £100)
Chief Executiv:
V Watts (1155-160] 200 | 36,000 | 190-19850-155 3,700 45,000 | 200-205
Director of Social Care
F McAndrew 85-90 200 | 10,000 | 95-100| 85-90 200 (22,000) 60-65
®)
Director of Finance
P Cummings 105-11Q 2,100 | 35,000 145-15005-11Q 3,200 3,000 | 110-115
g'ﬁgggff'”tegmed Cart 125.130 300 | 16,000 140-14320-125 200 | 44,000 | 165-170
B'g’ﬁﬁ?\;a?]fcomm'ss'on'”g 105-110, 400 | 21,0000 125-13005-110 400 | 16,000 | 120-125
Head of Corporate Services
& Acting Director of PMSI
(since L9/11/12) = | 9595 | 200 | 54,000 145-15000-95| 200 | 18,000| 105-110
& Deputy Chief Executive
(since 01/11/16)
M Bloomfield 3)
Director of e-Health 125-130| 200 | 18,000 145-15A25-139 100 | 3,000 | 130-135
S Donaghy
Community Planning
L McMahon 25-30 0 6,000 30-35 - - - -
5)
Director of TYC
P McCreedy
(seconded to NHSCT fron - - - - 5-10 100 - -
May 2015, subsequently
resigned HSCB post) 4)

For notes (1-5) relating to Senior Management Regnation please refer to the Pensions of Senior Mansent

table which follows below

The value of pension benefits accrued during ther yg calculated as the real increase in
pension multiplied by 20, plus the real increasany lump sum, less the contributions made
by the individual. The real increases exclude iases due to inflation or any increase decrease
due to transfer of pension rights
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Pensions of Senior Management — Executive MemberBable Audited)

2016/17
Name Total accrued | Real increase in|CETV at|CETV at| Real
pension at age 60 pension and |31/03/17 31/03/16 increase
and related lump [related lump sum £000s | £000s |in CETV
sum at age 60 £000s
£000s £000s
Chief Executive
V Watts (1)| 5-10 pension 2.5-5 pension 107 65 39
Director of Social Care 20-25 pension 0-2.5 pension i i i
F McAndrew (2) P 2.5-5 lump sum
Director of Finance 45-50 pension | 0-2.5 pension 915 839 48
P Cummings (3a) 135-140 lump sum 5-7.5 lump sum
Director of Integrated Care , .
50-55 pension 0-2.5 pension
S Harper (3b 155-160 lump sum 2.5-5 lump sum 1140 1072 32
Director of Commissioning
D Sullivan 45-50 pension 0-2.5 pension 626 587 20
(3¢)
Head of Corporate Services &
Acting Director of PMSI
(since 19/11/12) 35-40 pension | 2.5-5 pension 617 557 43
& Deputy Chief Executive 95-100 lump sum 2.5-5 lump sum
(since 01/11/16)
M Bloomfield (3d)
Director of e-Health 45-50 pension | 0-2.5 pension
S Donaghy (3e) 145-150 lump sum 2.5-5 lump sum 1038 97l 34
Community Planning i : i . ] ]
L McMahon ) 5-10 pension 0-2.5 pension 159
Notes

(1) Since 17/10/16 the post holder has also ieemnterim Chief Executive of the Public Healthekgy and had
dual responsibility for the HSCB and the Public lHe&gency. All remuneration and pension informatiwas
been reported under the substantive post in theBt8 referenced as such in the PHA report.

)
®)

CETV calculation not applicable for this pasider.
CETV at 31/03/16 has been adjusted by Peadicench, based on the current framework preschlpetie

Institute and Faculty of Actuaries as follows:

(a) 8151to0 839
(b) 1046 to 1072
(c) 565 to 587

(d) 536 to 557
(e) 886t0971

(4) No pension figures shown in year as theseaarmial calculations; postholder was employed by ®HS

from May 2015.
®)

time equivalent cost for the post is £110k.

Postholder returned to HSCB from 01/01/17;TE€Higures are available at 31/03/17 only, equivaiull
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A Cash Equivalent Transfer Value (CETV) is the adtlly assessed capital value of the
pension scheme benefits accrued by a member attiauter point in time. The benefits
valued are a member’s accrued benefits in any mgaiit 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 arrangement when éardeaves the scheme and chooses to
transfer their benefits accrued in their formeresob.

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

The CETV figures and the other pension detailsuidelthe value of any pension benefits in
another scheme or arrangement which the individhaal transferred to the HSC pension
scheme. They also include any additional penseehts accrued to the member as a result
of their purchasing additional years of pensiorviserin the scheme at their own cost.
CETVs are calculated within the guidelines and #awork prescribed by the Institute and
Faculty of Actuaries.

Real increase in CETV - this reflects the increaseCETV effectively funded by the
employer. It takes account of the increase ofumatipension due to inflation, contributions
paid by the employee (including the value of angdfits transferred from another pension
scheme or arrangement) and uses column markettiaddactors for the start and end of the
year up to normal pension age.

Pension contributions deducted from individual eogpks are dependent on the level of
remuneration receivable and are deducted using ade sapplicable to the level of
remuneration received by the employee.
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Staff Costs Comprise:

2017 2016
Permanently | Others | Total Total
employed staff
£000s £000s £000s £000s

Wages and salari 21,050 508 21,558 23,18%
Social security costs 2,238 54 2,292 2,007
Other pension cos 3,131 76 3,207 3,462
Total staff costs reported in Statement of 26.419 638 27057 28,654
Comprehensive Expenditure
Less recoveriesin respect of outwar
secondments (418) (534)
Total net costs 26.639| 28,120

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

Average Number of Persons Employed

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

2017 2016
Permanently Others Total Total
employed staff
Commissioning of Health and Social Cafe 533 18 551 579
Less average staff number relating |to 0 0 0 0
capitalised staff costs
Less average staff number in respec
outward secondments (7) 0 ) (10)
Total net average number of personsg
employed 526 18 544 569

Staff Composition

At 31 March 2017 the HSCB'’s headcount is 526 emggywhich equates to 472.35 WTE.
Of this figure, 447 are permanent staff members W@l temporary staff. The ratio of female
to male employees is 391 women to 135 men.
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There were 85 senior staffho earn over £67k or would earn over £67k if theye 1 WTE,
of these 37 are women and 48 men.

Reporting of early retirement and other compensatia scheme — exit packages

Exit package cost Number of Number of other Total number of exit
band compulsory departures agreed | packages by cost band
redundancies
2017 2016 2017 2016 2017 2016
<£10,000 0 0 0 0 0 0
£10,00(-£25,00( 0 0 1 1C 1 10
£25,000-£50,000 0 0 5 14 5 14
£50,001-£100,000 0 0 3 15 3 15
£100,00- 0 0 1 5 1 5
£150,000
Total number of 0 0 10 44 10 44
exit packages by
type
Total resource £0 £0 £593 £2,504 £593 £2,504
cost £000s

Redundancy and other departure costs have beerinpa@tordance with the provisions of
the 2016/17 Voluntary Exit Scheme and the HSC PenScheme Regulations where
appropriate. Exit costs are accounted for in follthe year in which the exit package is
approved and agreed and are included as operakipgnses at Note 3. Where early
retirements have been agreed, the additional emstsmet by the HSCB and not by the HSC
pension scheme. lll-health retirement costs are lbyethe pension scheme and are not
included in the table.

Staff Benefits

The HSCB had no staff benefits in 2016/17 or 2085/1
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HSCB Management Costs

2017 2016
£000s £000s
HSCB management costs 30,815| 35,599
Income:
RRL 4,574,708 4,424,086
Less non cash RRL excluding element to cover d@inic
negligence provision (3,059)| (17,767)
Income per Note 4 53,446 52,299
Less interest receival 0 0
Total Income 4,625,095 4,458,618
% of total income 0.67% 0.80%

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

Retirements due to ill-health

During 2016/17 there were 2 early retirements ftbm Board, agreed on the grounds of ill-
health. These costs are borne by HSC pension scaedeot included in HSCB Accounts.

Sickness Absence Data

The corporate cumulative annual absence levelHerHSCB for the period from 1 April
2016 — 31 March 2017 is 3.27% (2015/16 3.92%)

There were 30,872 hours lost due to sickness absé@15/16 41,227 hours), or the
equivalent of 58.9 (2015/16 70.8 hours) hours jost employee. Based on a 7.5 hour
working day, this is equal to 7.85 (2015/16 9.4¥)alays per employee.

Staff Policies Applied During the Financial Year

The Board is committed to promoting equality of oppnity and good relations for all
groups under Section 75 of the Northern Ireland &wud Equality of Opportunity Policy. In
respect of recruitment, flexibility is given in pexct of interview times, location of interview
and any requested use of interpreters to applizgambsrequire such arrangements.

Following a staff survey, the Board along with atth#SC organisations has established a
Disability Forum which launched in March 2016. TB®ard along with several other
organisations is also participating in the DisapilPlacement scheme which provides a 6
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month employment placement for individuals withisadility. After 4 months of placement,
these individuals can apply for internal posts withrganisations participating in the scheme.

Staff who become disabled during the course ofr tagiployment will be assessed by the
Occupational Health Service provided to the orgatioe under a SLA. Their
recommendations in respect of reasonable adjussmmeqtired are implemented in order to
facilitate and maintain the staff member within therking environment. This may include
relocation of an individual to another post and abpropriate training required will be
facilitated. Human Resource colleagues work ¢joseith all parties involved. The
Disability legislation is part of both Induction édrSelection and Recruitment training for
Board staff. All staff have access to a rangemjanisational policies and procedures in
respect of flexible working arrangements which hagen equality screened.

All staff including those with a disability haveettsame opportunity and access to training,
development and promotion in respect of career Idpweent. This is assisted by the

participation of all staff in the Performance Apped process which affords discussion on
career development and progression.

Expenditure on Consultancy

The HSCB had no expenditure on consultancy progatsg 2016/17. However, when the

post project evaluation was being completed fon$farming Your Care, it was noted that a
further amount of expenditure should have beersiflad as consultancy, rather than Staff
Substitution in 2015/16. The work completed wastpport the Congenital Heart Defect

Network and Commissioning Stocktake, which had bagporoved by the DoH in advance

under the extant guidance. The total expenditu0itb/16 was therefore £193k, rather than
£6k as previously reported.

Off-Payroll Engagements

The HSCB is required to disclose whether there veare staff or public sector appointees
contracted through employment agencies or self-eyepl with a total cost of over £58,200
during the financial year, which were not paid tigb the HSCB Payroll. In 2016/17 there
were no such ‘off-payroll’ engagements (2015/16ne).
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ASSEMBLY ACCOUNTABILITY AND AUDIT REPORT

Funding Report

Reqularity of Expenditure

The Board has robust internal controls in placgugport the regularity of expenditure. These
are supported by procurement experts (BSO PalLS)uadly reviewed Standing Orders,

Standing Financial Instructions and Scheme of Cagkady Authority and the dissemination of
new Departmental guidance where appropriate. Expgrdand the governing controls are
independently reviewed by Internal and External iAahd are self-assessed in controls
assurance standards. During 2016/17 there hasnoeevidence of irregular expenditure.

Losses and Special Payments

2016/17 2015/16
Type of loss and special payment Number £ £
of Cases
Administrative write-offs
| Bad Debt 1 13¢ 0
Cash losses
| Cash Losses - Theft, fraud etc. 0 0 562
Special Payments
Compensation payments:
- Clinical Negligence 11 3,113,846915,930
- Employers Liability 4 11,511 46,389
TOTAL 16 3,125,496 962,881

Special Payments

There were no other special payments or gifts ndadieg the year (2015/16 — none).
Other Payments and Estimates

There were no other payments made during the 2€455(16 — none).

Estimate of Patient Exemption Fraud and Error

The calculation of patient exemption fraud was iedrrout by the Business Services
Organisation (BSO) Information and Registrationtlmi the following basis:

1. The BSO on behalf of the Board handles paymentsotdractors providing family
practitioner services. The Counter Fraud and BroBiervice within the BSO is
responsible for checking patient exemption entidamand for taking follow-up action
where a patient's claim to exemption from statutdrgrges has not been confirmed.
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2. Given the volume of Dental and Ophthalmic claimshegear, sampling is used to
establish an estimate of the total annual potelusasl due to fraud and error. Patients aged
80 and over are excluded from the population frohictv the sample is drawn. The
sample data is passed to the Department for Wonkk Rensions and the Business
Services Authority to provide independent verifioatof entittement across a number of
exemption categories. Where entitlement to exemptidaimed is not confirmed for
individual patients as part of this process, sucstances are referred as cases to
Electronic Prescribing and Eligibility System (EBE&se management system for further
investigation.

. To estimate the total annual loss due to patiemmgtion fraud and error in the
population, the BSO applies the estimate rate s for each exemption category in the

sample to the volumetric and average liabilitytfwat category in the population.

The best estimate of total fraud and error losgHerNI region in 2016/17 is £3.5m rounded

(E2.8m Dental, £0.8m Ophthalmic). If comparativgufies for 2015/16 are uplifted to
2016/17 activity levels, then the estimated comdbifigure is £3.5m.

Losses and Special Payments over £250,000

Losses and Special Payments over £250,000 Number2016/17 | 2015/16
of Cases £ £

Special Payments

Prior year total (O cases) 2 2,777,506 O

TOTAL 2 2,777,596 0

Remote Contingent Liabilities

In addition to contingent liabilities reported withthe meaning of IAS37 shown in Note 21

of the Annual Accounts, the HSCB also considerbilitees for which the likelihood of a

transfer of economic benefit in settlement is coaed too remote to meet the definition of
contingent liability. As at 31 March 2017, the Bdas not aware of any remote contingent

liabilities.

¥
Yoz WiAtS
Mrs Valerie Watts

Chief Executive

Date 8 June 2017
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Glossary of Terms

ALB — Arm’s Length Body
BSO - Business Services Organisation

Chronic conditions — illnesses such as diabetes or heart diseaseahaffect 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 information and communication techgiel® (ICT)
for health.

Elective Care - care that is planned, for example, when a patias an appointment for an
operation or procedure or just to see a specasistn out-patient.

Evidence based commissioning- the provision of health and social care servicased
upon proven evidence of their value.

GP — General Practitioner

Health inequalities — the differences in health and the rates of iBnhasross different
sections of the population and different areas elpaople live. For instance, we know that
in areas of social and economic deprivation, me@pge tend to suffer from illnesses such as
heart disease.

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

Integrated Care Partnerships (ICPs)— collaborative network of health and social care
professionals, community and voluntary sector, sised carers, working as part of a multi-
disciplinary team to provide and support a more glete range of services.

Local Commissioning Groups (LCGs)- Committees of the Health and Social Care Board
that are comprised of GPs, professional healthsacal care staff such as dentists and social
workers and community and elected representatiMesir role is to help the Board arrange
or commission health and social care servicedata level.
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Locum doctors— doctors whose work is based upon short termropéeary contracts.

Managed clinical networks— the provision of clinical services to patientsotigh 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 across thet/ke effectiveness of new treatments,
new drugs and other innovations.

NIAS — Northern Ireland Ambulance Service

NIASP - Northern Ireland Adult Safeguarding Partnership

NISAT - Northern Ireland Single Assessment Tool

OFMDFM - Office of the First Minister and Deputy First Nster

Palliative care — services for people who are terminally ill andonduffer from conditions
such as advanced cancer.

PHA — Public Health Agency
PPI — Patient and public involvement

Primary care — the care services that people receive whilediahhome in the community
from people such as their GP, district nurse, gitiigirapist or social worker.

Public and stakeholder engagemernt the process of meeting, discussing and consulting
with people and communities who use health andaéeetvices.

Reablement— programme of support to assist people in gettack to independent living.
RQIA - Regulation and Quality Improvement Authority

Quality Outcomes Framework — a system under which the effectiveness of scheands
measures to improve health is measured againstod agreed targets.

Trusts — organisations that directly provide care to patiend clients through such facilities
as hospitals and social services centres.

Unscheduled Care- any unplanned contact with the health or socsgavices such as urgent
care and emergency care.
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THE CERTIFICATE AND REPORT OF THE COMPTROLLER AND AUDITOR GENERAL TO THE
NORTHERN IRELAND ASSEMBLY

| certify that | have audited the financial statements of the Health and Social Care Board for the
yvear ended 31 March 2017 under the Health and Social Care (Reform) Act (Northern Ireland)
2009. The financial statements comprise the Statements of Comprehensive Net Expenditure,
Financial Position, Changes in Taxpayers’ Equity, Cash Flows and the related notes. These
financial statements have been prepared under the accounting policies set out within them. |
have also audited the information in the Remuneration and Staff Report and Accountability and
Audit Report within the Accountability Report that is described in that report as having been
audited.

Respective responsibilities of the Accounting Officer and auditor

As explained more fully in the Statement of Accounting Officer’s Responsibilities, the Accounting
Officer is responsible for the preparation of the financial statements and for being satisfied that
they give a true and fair view. My responsibility is to audit, certify and report on the financial
statements in accordance with the Health and Social Care (Reform) Act {(Northern Ireland) 2009.
I conducted my audit in accordance with International Standards on Auditing (UK and Ireland).
Those standards require me and my staff to comply with the Auditing Practices Board’s Ethical
Standards for Auditors.

Scope of the audit of the financial statements

An audit invoilves obtaining evidence about the amounts and disclosures in the financial
statements sufficient to give reasonable assurance that the financial statements are free from
material misstatement, whether caused by fraud or error. This includes an assessment of:
whether the accounting policies are appropriate to the Health and Social Care Board’s
circumstances and have been consistently applied and adequately disclosed; the reasonableness
of significant accounting estimates made by the Health and Social Care Board; and the overall
presentation of the financial statements. In addition | read all the financial and non-financial
information in the Annual Report to identify material inconsistencies with the audited financial
statements and to identify any information that is apparently materially incorrect based on, or
materially inconsistent with, the knowledge acquired by me in the course of performing the
audit. If | become aware of any apparent material misstatements or inconsistencies | consider
the implications for my certificate.

I am required to obtain evidence sufficient to give reasonable assurance that the expenditure
and income recorded in the financial statements have been applied to the purposes intended by
the Assembly and the financial transactions recorded in the financial statements conform to the
authorities which govern them.

Opinion on regularity
In my opinion, in all material respects the expenditure and income recorded in the financial

statements have been applied to the purposes intended by the Assembly and the financial
transactions recorded in the financial statements conform to the authorities which govern them.

81



Opinion on financial statements

In my opinion:

the financial statements give a true and fair view of the state of the Health and Social
Care Board’s affairs as at 31 March 2017 and of the net expenditure for the year then

ended; and

the financial statements have been properly prepared in accordance with the Health
and Social Care (Reform) Act (Northern Ireland} 2009 and Department of Health
directions issued thereunder.

Opinion on other matters

In my opinion:

the parts of the Remuneration and Staff Report and the Accountability and Audit Report
to be audited have been properly prepared in accordance with Department of Health
directions made under the Health and Social Care {Reform) Act (Northern Ireland) 2009;
and

the information given in the Performance Report and Accountability Report for the
financial year for which the financial statements are prepared is consistent with the
financial statements.

Matters on which | report by exception

| have nothing to report in respect of the following matters which | report to you if, in my
opinion:

Report

adequate accounting records have not been kept; or

the financial statements and the parts of the Remuneration and Staff Report and the
Accountability and Audit Report to be audited are not in agreement with the accounting
records; or

I have not received all of the information and explanations I require for my audit; or

the Governance Statement does not reflect compliance with Department of Finance’s
guidance.

I have no observations to make an these financial statements.

K 1D

KJ Donnelly

Comptroller afftf Auditor General
Northern Irefand Audit Office
106 University Street

Belfast

BT7 1EU

/ ? June 2017
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FOREWORD

These accounts for the year ended 31 March 201& 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 DIRE O OF FINANCE, CHAIRMAN AND CHIEF

EXECUTIVE

I certify that the annual accounts set out m the financial statements and notes to the account

(pages 86 to 118) which I am required to prepare on behalf of the Health and Social Care
Board have been compiled from, and are in accordance with, the accounts and financial
records maintained by the Health and Social Care Board and with the accounting standards

and policies for HSC bodies approved by the DoH.

Paul Cumming
Director of Finance

Date 8 June 201

I certify that the annual accounts set out in the financial statements and notes to the accounts
(pages 86to 118) as prepared in accordance with the above requirements have been

submitted to and duly approved by the Board.

Z
Ian ements
Chairman

Date 8 June 201

Valerie Watts
Chief Executive

Date 8 June 201
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