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	Aldrina Magwood Director of Performance and Reform Southern Health and Social Care Trust Craigavon Area Hospital, 68 Lurgan Road, Portadown, BT63 5QQ 
	12 May 2022 
	Dear Madam, 
	Re: The Statutory Independent Public Inquiry into Urology Services in the 
	Southern Health and Social Care Trust 
	Provision of a Section 21 Notice requiring the provision of evidence in the 
	I am writing to you in my capacity as Solicitor to the Independent Public Inquiry into Urology Services in the Southern Health and Social Care Trust (the Urology Services Inquiry) which has been set up under the Inquiries Act 2005 ('the Act'). 
	I enclose a copy of the Urology Services Inquiry's Terms of Reference for your information. 
	You will be aware that the Inquiry has commenced its investigations into the matters set out in its Terms of Reference. The Inquiry is continuing with the process of gathering all of the relevant documentation from relevant departments, organisations and individuals.  In addition, the Inquiry has also now begun the process of requiring individuals who have been, or may have been, involved in the range of matters which come within the Inquiry’s Terms of Reference to provide written evidence to the Inquiry pa
	The Urology Services Inquiry is now issuing to you a Statutory Notice (known as a Section 21 Notice) pursuant to its powers to compel the provision of evidence in the form of a written statement in relation to the matters falling within its Terms of Reference. 
	The Inquiry is aware that you have held posts relevant to the Inquiry’s Terms of Reference. The Inquiry understands that you will have access to all of the relevant information required to provide the witness statement required now or at any stage 
	1 
	throughout the duration of this Inquiry.  Should you consider that not to be the case, please advise us of that as soon as possible. 
	The Schedule to the enclosed Section 21 Notice provides full details as to the matters which should be covered in the written evidence which is required from you. As the text of the Section 21 Notice explains, you are required by law to comply with it. 
	Please bear in mind the fact that the witness statement required by the enclosed Notice is likely (in common with many other statements we will request) to be published by the Inquiry in due course.  It should therefore ideally be written in a manner which is as accessible as possible in terms of public understanding. 
	You will note that certain questions raise issues regarding documentation. As you are aware the Trust has already responded to our earlier Section 21 Notice requesting documentation from the Trust as an organisation. However if you in your personal capacity hold any additional documentation which you consider is of relevance to our work and is not within the custody or power of the Trust and/or has not been provided to us to date, then we would ask that this is also provided with this response. 
	If it would assist you, I am happy to meet with you and/or the Trust's legal representative(s) to discuss what documents you have and whether they are covered by the Section 21 Notice. 
	You will also find attached to the Section 21 Notice a Guidance Note explaining the nature of a Section 21 Notice and the procedures that the Inquiry has adopted in relation to such a notice. In particular, you are asked to provide your evidence in the form of the template witness statement which is also enclosed with this correspondence. In addition, as referred to above, you will also find enclosed a copy of the Inquiry's Terms of Reference to assist you in understanding the scope of the Inquiry's work an
	Given the tight time-frame within which the Inquiry must operate, the Chair of the Inquiry would be grateful if you would comply with the requirements of the Section 21 Notice as soon as possible and, in any event, by the date set out for compliance in the Notice itself. 
	2 
	If there is any difficulty in complying with this time limit you must make application to the Chair for an extension of time before the expiry of the time limit, and that application must provide full reasons in explanation of any difficulty. 
	Finally, I would be grateful if you could acknowledge receipt of this correspondence 
	and the enclosed Notice by email to 
	Please do not hesitate to contact me to discuss any matter arising. Yours faithfully 
	Solicitor to the Urology Services Inquiry 
	Tel: 
	Mobile: 
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	THE INDEPENDENT PUBLIC INQUIRY INTO UROLOGY SERVICES IN THE SOUTHERN HEALTH AND SOCIAL CARE TRUST 
	Chair's Notice 
	[No 54 of 2022] 
	pursuant to Section 21(2) of the Inquiries Act 2005 
	WARNING 
	If, without reasonable excuse, you fail to comply with the requirements of this Notice you will be committing an offence under section 35 of the Inquiries Act 2005 and may be liable on conviction to a term of imprisonment and/or a fine. 
	Further, if you fail to comply with the requirements of this Notice, the Chair may certify the matter to the High Court of Justice in Northern Ireland under section 36 of the Inquiries Act 2005, where you may be held in contempt of court and may be imprisoned, fined or have your assets seized. 
	TO: 
	Aldrina Magwood 
	Director of Performance and Reform 
	Headquarters 
	68 Lurgan Road 
	BT63 5QQ 
	1 
	TAKE NOTICE that the Chair of the Independent Public Inquiry into Urology Services in the Southern Health and Social Care Trust requires you, pursuant to her powers under section 21(2)(a) of the Inquiries Act 2005 ('the Act'), to produce to the Inquiry a Witness Statement as set out in the Schedule to this Notice by noon on 23June 2022. 
	AND FURTHER TAKE NOTICE that you are entitled to make a claim to the Chair of the Inquiry, under section 21(4) of the Act, on the grounds that you are unable to comply with the Notice, or that it is not reasonable in all the circumstances to require you to comply with the Notice. 
	If you wish to make such a claim you should do so in writing to the Chair of the Inquiry at: Urology Services Inquiry, 1 Bradford Court, Belfast, BT8 6RB setting out in detail the basis of, and reasons for, your claim by noon on 16June 2022. 
	2 
	Upon receipt of such a claim the Chair will then determine whether the Notice should be revoked or varied, including having regard to her obligations under section 21(5) of the Act, and you will be notified of her determination. 
	Dated this day 12May 2022 
	Chair of Urology Services Inquiry 
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	SCHEDULE [No 54 of 2022] 
	General 
	personnel which you are aware may have information relevant to the Inquiry Terms of Reference. 
	Your position(s) within the SHSCT 
	Governance, performance and review 
	9. The Inquiry is keen to learn the process, procedures and personnel who were involved when governance concerns having the potential to impact on patient care and safety, performance and review arise. It would be helpful for the Inquiry for you to explain how those aspects of your roles and responsibilities which were relevant to the operation, performance, review and governance of urology services, differed from and/or overlapped with, for example, the roles of the Chief Executive, Medical Director, Clini
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	Director and Head of Urology Service, Consultants or with any other role which had governance responsibility. 
	Annual Quality Reports 
	10.What was your role regarding the ‘Annual Quality Reports’? Did urology services/staff feature in any of these Reports? If yes, please specify. If not, why not? 
	11.What kinds of information helped inform the content of Annual Quality Reports? How did you assure yourself that the information provided to you, to inform the Annual Quality Reports, was robust and accurately reflected good governance? How did you test the robustness of your systems of assurance? 
	12.Who signed off on these Reports? How, if at all, were these Reports disseminated to staff, including senior management staff? Who was responsible for this dissemination and how did they assure themselves that this was done? 
	13.How were actions taken in respect of any recommendations in the Reports monitored, assessed, reviewed and reported back on to senior management? If actions were reported back, who reported back and to whom did they report. 
	14.Were these Reports disseminated to the Trust Board or any committee or subcommittee of the Trust Board? If so, by whom? If not, why not. Were outcomes and decisions made at these meetings reflected in any Board documents? If yes, please explain and provide relevant documentation. 
	Quarterly Cancer Performance Meetings 
	15.What was the purpose of the Quarterly Cancer Performance Meetings? What was your role at the ‘Quarterly Cancer Performance Meetings? 
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	16.Please state who attended these meetings? Was attendance noted and, if so, where is this attendance record to be found? How regularly did you attend at these meetings? 
	17.What was your role at these meetings? What was the role of the other attendees specific to these meetings? 
	18.What information informed these meetings and from where and whom did this information emanate? How, if at all, was the accuracy of the information provided to these meetings assessed and tested by the attendees at the meeting and, in particular, by you? 
	19.Were any matters touching upon urology services or the treatment and care of urology patients ever discussed or referenced at these meetings? If yes, please provide full details with documentation as available. 
	20.Did these meetings require a quorum for decision-making and if so, were there ever times when a quorum was not met? If yes, please explain in full, and in particular with reference to any meetings at which urology services or the treatment and care of urology patients were discussed or touched upon in anyway. 
	21.How were any decisions or findings made at these meetings disseminated to staff, including senior management staff, if at all? Who was responsible for this dissemination and how did the meeting members assure themselves that this was done? 
	22.Were the outcomes of these meeting disseminated to the Trust Board or any committee or sub-committee of the Trust Board? If so, by whom? If not, why not. Were outcomes and decisions made at these meetings reflected in any Board documents? If yes, please explain and provide relevant documentation. 
	Urology services 
	23.What was your role within Acute Services generally and within urology services in particular regarding governance, performance and review? 
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	24.What, if any, involvement did you have with urology services and the urology unit? Were you involved in any way with the governance of urology staff or the services provided? 
	25.Describe how you engaged, if at all, with all staff in relation to governance roles concerning urology, to include a description of all meetings, whether formal or informal, and how frequent this contact was. It would be helpful for the Inquiry if you could indicate the level of your involvement, as well as the kinds of issues which you were involved with or responsible for within urology services, on a day to day, week to week and month to month basis. You might explain the level of your involvement in 
	26.Please set out the details of any weekly, monthly or daily scheduled meetings with any urology unit/services staff and how long those meetings typically lasted. Please provide any minutes of such meetings. 
	27.Were there any informal meetings between you and urology staff and management? If so, were any of these informal meetings about patient care and safety and/or governance, performance or review concerns? If yes, please provide full details and any minute or notes of such meetings? 
	28.Do you have any knowledge as to whether the medical and professional managers in urology worked well together? If yes, please explain. 
	29.During your tenure did medical managers and non-medical managers in urology work well together? Whether your answer is yes or no, please explain with examples. 
	30.Who did you understand as having overall responsibility for overseeing the clinical governance arrangements within urology services and how was this done? As relevant to your role, how did you assure yourself that this oversight was being done appropriately? Please explain and provide documents relating to any procedures, processes or systems in place which you rely on in your answer. 
	5 
	31.How did you assure yourself regarding patient risk and safety and performance in urology services in general? What systems were in place to assure you that appropriate standards were being met and maintained? 
	32.Were you (or your staff) involved in assessing, overseeing or monitoring in any way the performance and review of urology staff or services? If so, how did you do this? Please attach or highlight any supporting documentation. If not you, who was responsible for this and how did they provide you with assurances regarding the quality of services? 
	33.How, if at all, did you oversee the performance metrics in urology? If not you, who was responsible for overseeing and reporting on performance metrics? 
	34.How did you ensure that you were appraised of any concerns generally within the urology unit? 
	35.What was the process by which you reviewed performance in respect of patient pathway performance and breaches generally? Did you undertake this process with urology services? If so, please detail all review outcomes, and indicate how this information was recorded, shared, acted upon and reviewed. If this was not done, explain why not? If not you, please state who was responsible for reviewing urology performance in respect of patient pathway performance/breaches, how they did this and where such reviews 
	36.How could issues of concern relating to performance and review in urology services be brought to your attention? The Inquiry is interested in both internal concerns, as well as concerns emanating from outside the urology unit, such as from patients. What systems or processes were in place for dealing with concerns raised? What is your view of the efficacy of those systems? 
	37.Did those systems or processes change over time? If so, how, by whom and why? 
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	38.How did you ensure that governance systems, including clinical governance, and performance and review systems within the urology unit, were adequate and operated effectively? Importantly, did you have any concerns that governance issues were not being identified, addressed and escalated as necessary? 
	39.How, if at all, did you assess the quality of service in urology? How did you ensure improvement? If you did not, who did? 
	40.How did you assess the accuracy of the information and assurances you received from or in respect of urology services and the performance of the urology unit? 
	41.Who provided both you and the Trust Board, with assurance regarding governance, performance and review generally within urology services? 
	42.Overall, how was the performance, time limits, management and oversight of urology services monitored? What were the standards against which all urology services were assessed (please name all applicable standards, protocols, guidelines)? 
	43.Who provided the clinical data to inform assurances regarding performance and review within urology? Please provide names of persons providing this data, the information they provided and where this information is recorded. Please provide or refer to any documents (including emails) referring such to such data notifications. 
	44.What action, if any, was taken (and by whom) if standards in urology were not met? Please provide all examples specific to urology of which you are aware 
	45.Please explain what, if any, advice and support you provided to urology services to assist in assessing risk and performance against key regional activity and patient safety targets/standards in relation to for example, waiting times, discharges, care assessment, etc. Please provide all relevant documentation. 
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	46.Would you expect to be informed of governance breakdowns impacting on clinical risk and patient safety? If yes, by whom and how would this be recorded and dealt with? If not, who should be informed and what would you expect them to do? 
	Concerns regarding urology services 
	47.During your tenure, were you informed of any issues within urology that did or could have had an adverse impact on clinical risk and/or patient safety or governance generally? If yes, who informed you and when, what did they tell you and what, if any, subsequent actions did you or others take? If you were not informed, would you expect to have been and by whom? 
	48.If such issues were also known to have, or the potential to have an effect on performance and review outcomes, would you expect to be told? If yes, whom would you expect to inform you and what would you do? 
	49.If you were informed of such issues, did you or anyone else carry out a risk assessment to ascertain any impact on clinical risk and patient safety? If remedial actions were taken, were they subject to any assessments to ascertain effectiveness? If not done by you, would you expect such an assessment to be carried out if issues with the potential to adversely impact on clinical risk and patient safety, and performance and review, become known? 
	50.If you or others addressed urology concerns arising in any way, please set out what was done, how the effectiveness of any measures introduced to remedy issues was assessed, and how any measures were monitored and reviewed. 
	51.If you were not directly informed of issues arising in urology, did you attend any meetings/events at which any concerns regarding or touching upon urology were raised/discussed? If yes, please provide details of all such meeting/events, including dates, attendees, outcomes and minutes. 
	52.As far as you are aware, were the issues arising in urology reflected in any Trust governance documents or minutes, including any risk register during, for 
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	example, the period from 2018 -2020? If yes, please explain in full. If not, should they have been? Whose role it to ensure this happened? If the issues were not so reflected, can you explain why? Please provide any documents referred to in your answer. 
	53.How, if at all, were any concerns raised or identified by you or others reflected in Trust governance documents, such as governance meeting minutes or notes, or in the Risk Register? Please provide any documents referred to. 
	54.What systems were in place for collecting patient data in the unit to inform performance and review? How did those systems help identify concerns, if at all? Did you consider those systems efficient and effective? If yes, based on what? If not, why not and what way could those systems have operated differently? Did those systems change over time and, if so, what were the changes? 
	55.Were you in attendance at any Trust Board and/or committee/sub-committee or other management meetings where the urology issues subject to this Inquiry were discussed? 
	Management 
	56.During your tenure, how well do you think performance and review objectives were set for consultant medical staff and for specialty teams? Please explain your answer by reference to any performance objectives relevant to urology during your time, providing documentation or sign-posting the Inquiry to any relevant documentation or personnel. 
	57.Do you think job planning, appraisals and performance reviews operated to assist in assessing governance, performance and review within services? Whether your answer is yes or no, please explain? 
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	58.As a Director, do you consider that medical lines of management assist or hinder in the identification or reporting of clinical risk, patient safety, governance and performance issues? Please explain by way of examples generally, and specifically reference all examples relating to urology. 
	59.What, in your experience, impacts on the quality of the data you receive regarding performance, review and governance generally? Do you consider that you are always provided with all relevant information, and if not, why not? 
	60.In matters concerning governance, performance and review, did you feel supported in your role by the general line management and medical line management hierarchy? Whether your answer is yes or no, please explain by way of examples, in particular regarding urology. 
	Learning 
	61.Are you now aware of governance and performance concerns arising out of the provision of urology services, which you were not aware of during your tenure? Identify any governance and performance concerns which fall into this category and state whether you could and should have been made aware and why. 
	62.Having had the opportunity to reflect, do you have an explanation as to what went wrong within urology services and why? 
	63.What do you consider the learning to have been from a governance perspective regarding the issues of concern within urology services? 
	64.Do you think there was a failure to engage fully with the problems within urology services? If so, please identify who you consider may have failed to engage, what they failed to do, and what they may have done differently. If your answer is no, please explain in your view how the problems which arose were properly addressed and by whom. 
	65.Do you consider that, overall, mistakes were made by you or others in handling the concerns identified? If yes, please explain what could have been done differently within the existing governance arrangements during your tenure? Do 
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	you consider that those arrangements were properly utilised to maximum effect? If yes, please explain how and by whom. If not, what could have been done differently/better within the arrangements which existed during your tenure? 
	66.Do you think, overall, the governance arrangements were (and are) fit for purpose? Did you at any time have concerns about the governance arrangements generally and did you ever raise those concerns with anyone? If yes, what were those concerns and with whom did you raise them and what, if anything, was done? 
	67.Given the Inquiry’s Terms of Reference, is there anything else you would like to add to assist the Inquiry in ensuring it has all the information relevant to those Terms? 
	NOTE: 
	By virtue of section 43(1) of the Inquiries Act 2005, "document" in this context has a very wide interpretation and includes information recorded in any form. This will include, for instance, correspondence, handwritten or typed notes, diary entries and minutes and memoranda. It will also include electronic documents such as emails, text communications and recordings. In turn, this will also include relevant email and text communications sent to or from personal email accounts or telephone numbers, as well 
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	UROLOGY SERVICES INQUIRY 
	Note: An addendum amending this statement USI Ref: Section 21 Notice No.54 of 2022 was received by the Inquiry on 22 May 2023 and can be found at WIT-96706 to WIT-96713.
	Date of Notice: 12May 2022 
	Annotated by the Urology Services Inquiry. 
	Witness Statement of: Aldrina Magwood 
	I, Aldrina Magwood, will say as follows:
	1. Having regard to the Terms of Reference of the Inquiry, please provide a narrative account of your involvement in or knowledge of all matters falling within the scope of those Terms. This should include an explanation of your role, responsibilities and duties, and should provide a detailed description of any issues raised with you, meetings attended by you, and actions or decisions taken by you and others to address any concerns.  It would greatly assist the inquiry if you would provide this narrative in
	1.1  I can provide the following narrative in respect of my involvement in or knowledge of all matters falling within the scope of the TOR. This narrative includes matters relating to my role as Director of Performance and Reform (DPR).  I held this post in an ‘acting’ capacity between 2015 and 2017 and as the substantive permanent post holder from 2017 until 28February 2022, when I left this post to take up a position with a new employer. I have also included any further information pertaining to matters r
	1.2 My roles, responsibilities and duties as Director of Performance and Reform were as outlined in my Job Description. This included leadership of the performance 
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	management framework, strategic and operational planning, capital planning and strategic reform and modernisation of services.  The role also included being the key link with the HSC Board on commissioning and delivery issues. I also had operational responsibility for the Trust’s ICT functions and the corporate quality improvement support team. Please see Reference to HR, ref number 2b, SMTJD’s. Director P_R JD. 
	1.3 In my tenure as Director of Performance and Reform I can confirm that my first knowledge of any clinical concerns relating to Mr. Aidan O’Brien was on a date in which I was providing ‘cover’ from Mr. Shane Devlin, Chief Executive (CX) at the end of July 2020. The Chief Executive was on annual leave and cover was provided by myself or other Director Colleagues on a rotational basis on the days that Mr. Devlin was absent. This practice of a Director taking responsibility for a designated day or number of 
	1.4 Dr. Maria O’Kane, Medical Director, verbally advised me on what I recall to be one of the last days of July 2020 (either 30 or 31July), that an issue of clinical concern had been raised, and she confirmed that ‘alerts’ to HSCB/DOH were in progress to be sent and that she was progressing the necessary clinical governance actions through the Acute Directorate governance team. The nature of which actions I understood to include information gathering via a clinical case review of a number of cases (approxim
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	‘alert’ that was sent in the days in which I was providing CX cover. It was also my understanding that she had or was planning to alert or text the Chief Executive, Shane Devlin ahead of his return from leave but she did not wish to interrupt his holiday on that specific day. There was no follow up correspondence made to the Chief Executive’s office from HSCB/DOH during the period in which I provided cover. 
	1.5 In the days following the ‘alert’ that was sent from the Trust’s clinical governance team to HSCB (I do not recall which individual member), I can confirm that in a telephone discussion on other matters relevant to my core role and responsibilities as Director of Performance and Reform, I did receive a verbal acknowledgement from Paul Cavanagh, Acting Director of Commissioning, as my key liaison point within the HSCB that the HSCB/DOH had received the alert and that matters pertaining to this inquiry we
	1.6 In my recollection, I was made of emerging details pertaining to the matters in this inquiry such as the case review process, establishment of a formal oversight group, and the Serious Adverse Incident (SAI) process in my role as a member of the Senior Management Team (SMT) and Director of Performance and Reform.  This was at a scheduled SMT meeting on a date after the alert had been sent. However, I am not certain at what point or specific date the formal SAI process was declared. 
	1.7 There were no specific issues raised with me, no meetings attended by me and no actions or decisions taken by me with respect to clinical concerns regarding Mr. O’Brien prior to, or after the matters pertaining to this inquiry emerged until the time that I left the Trust in February 2022. 
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	1.8 As I recall it, the first formal reports submitted by Dr. O’Kane on the matters pertaining to this inquiry to me as a member of the Trust Board was at a ‘Confidential’ Trust Board session 27August 2020 (verbal update) and 24September 2020 (written update). Please see Relevant to CX chairs office/ Ref no.35/220924 confidential TB minutes and 200827Confidential TB minutes. 
	1.9 In respect of the performance of the Urology specialty against the Ministerial elective access targets for outpatients, day cases and inpatients and in respect of the volume (numbers of people) and length (time waiting) of the waiting list, I can confirm that I was aware of the deteriorating position in Urology along with a range of other specialties from c. 2014/15. The Trust position for all specialties against the Ministerial access targets was included in a range of reports shared with the Trust Boa
	1.10   The Trust’s position with respect to performance against Ministerial targets, similar to other Trusts in Northern Ireland demonstrated a deteriorating position over the last c.7-8 years, from approximately 2014. The Trust’s response to the commissioner in respect of its ability to meet the expected performance against Commissioning plan objectives and the Ministerial targets is set out in the annual Trust Delivery Plan approved by Trust Board and submitted annually for approval by the HSCB. I expect 
	1.11 The performance and sustainability of the overall HSC system has been the subject of numerous Health and Social Care (HSC) service reviews published over a 
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	period of approximately 20 years, a few examples include the Acute Hospital Review in 2001, Transforming Your Care in 2011, the Donaldson Review in 2014 and most recently the 2016 ‘Systems not Structures’ report of the Expert Panel.  Each have underpinned the need for service transformation and reconfiguration of services in NI to address the system capacity and sustainability of services for the population of Northern Ireland.  I highlight this to reference what I believe to be relative context surrounding
	Systems not Structures is available publicly on the DOH website. Please see Attachment folder S21 54 of 2022-Attachment 3 
	1.12 I am aware that the Health and Social Care Board/PHA led a Medical Workforce Planning review in c.2017 across a number of specialties including urology after or around the time of the publication of the Systems not Structures report.  The Medical Workforce Planning review was led by Dr. Gillian Rankin, who is a previous Director of Acute Services in the Southern Trust and who retired sometime in and around 2013. There is documentation that sets out the Medical workforce and workforce plans for a range 
	1.13 It is also notable that the deteriorating performance of the HSC as a whole is reflected in actions taken by the HSC Commissioner/ DOH to adjust targets set in respect of previous Ministerial elective and unscheduled care access targets included in annual Commissioning Plans from approximately 2014 to reflect growing system capacity challenges. With respect to HSCB/DOH engagement on changes to targets, I was involved as Director of Planning and Reform in a workshop led by the then DOH Lead, Mark Lee to
	5 
	from a change from the 4-hour target to a 6-hour Emergency Department access target.  There was no change made following this workshop that included both service planning, and multi-professional clinical leads involved in emergency medicine. While not related to the matters pertaining to this inquiry, I am including this as an example of where HSCB/DOH included service planning leadership in clinical operational challenges to performance targets.  I do not recall being involved in any other system level eng
	1.14 The Southern Trust maintained a ‘comparatively better’ position on the established 31-and 62-day cancer targets in comparison with other Trusts through this period of system decline in performance, however this was also not sustainable. A regional oversight group, RPOG (Regional Prioritisation Oversight Group) has been established to discuss risk and to collectively prioritise cases for surgery at regional level in line with available theatre capacity. I am aware Mr. Ted McNaboe is the Southern Trust c
	1.15 Further changes to move emphasis away from achieving established Ministerial targets towards demonstrating improvement ‘trajectories’ was also included in a new ‘DRAFT HSC Performance Management Framework’ issued by the Permanent Secretary , DOH.  Please see Letter to Directors of Planning from Michael Bloomfield (11July 2017) This can be found at Attachment folder S21 54 of 2022-Attachment 5 
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	Ref -09.12.19_PMF V3_DRAFT__NotedbyPerformanceCommitteeDec19-Attachment 5b 
	1.16   My role and responsibilities as Director of Performance and Reform considered the service delivery performance of the Trust at corporate level against the Trust Delivery Plan, and at service level in respect of the level of individual specialty activity delivered against the Service and Budget Agreement. To that end, I would have expected to be made aware of individual clinician issues/ operational governance matters as Director of Performance and Reform as follows: 
	7 
	1.17 To demonstrate by way of example of issues in which my role interfaced in the Trust and/ or with the HSCB to improve performance during my tenure as Director of Performance and Reform, I have included some case examples to illustrate where as Director of Performance and Reform I had both internal and external interface on performance matters. In each of these instances my role included taking direct action to support the need to improve Trust operational performance where this was identified though cor
	Please see 4Sept 2021 Letter to Anne Kilgallen from S Devlin This can be found at Attachment folder S21 54 of 2022-Attachment 6. 
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	1.18 Also of relevance to the matters included in this inquiry, I would also wish to note that in my role as Director of Performance and Reform, in December 2018 I was asked by the Chief Medical Officer, Michael McBride to assume a managerial co-chair role working at regional level alongside 2 consultant Urologists Dr. Alex Macleod, Western Health & Social Care Trust and Dr. M Haynes, Southern Health & Social Care Trust to explore opportunities for improved capacity for the urology specialty through future 
	1.19   It was through this role that I became aware of an established regional Urology Network group (Urology Project Implementation Group /PIG) that included clinical representation from all Trusts including the Southern Trust (Dr. Michael Young and Dr. Mark Haynes) and was chaired by David McCormick from the HSCB/ DOH.  This group I understand was established by Dean Sullivan, the previous HSCB Director of Commissioning, and for my part the group served as a ‘clinical reference group’ for developing the D
	4. Your Position(s) within the SHSCT 
	9 
	Please summarise your qualifications and your occupational history prior to commencing employment with the SHSCT. 
	4.1 My qualifications and occupational history prior to commencing employment with the Southern Health and Social Care Trust (SHSCT) is summarized as follows: 
	Qualifications: 
	A summary of posts to employment with SHSCT include: 
	10 
	(*) Date approximate estimate 
	5. Please set out all posts you held since commencing employment with the Trust. You should include the dates of each tenure and your duties and responsibilities in each post.  Please provide a copy of all relevant job descriptions and comment on whether the job description is an accurate reflection of your duties and responsibilities in each post. 
	5.1 I held a number of posts over a period of 14 years in the Southern Trust from 1October 2008 when I commenced employment until I left the Trust on 28February 2022. The following paragraphs set out the posts I held, the date of each tenure, the duties and responsibilities of each post, a reference to the attached job description and a statement as to whether the job description was an accurate reflection of the duties and responsibilities in each post, and other supporting documentation as referenced. 
	5.2 Post: Director of Performance and Reform from 1March 2015 to 16January 2017 in a temporary/ acting role and from 17January 2017 until 28February 2022, in a substantive role. The roles and responsibilities of the post have been included at paragraph 1.  The job description for this post is an accurate reflection of the roles and 
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	responsibilities of the post. Please see Relevant to HR, ref number 2b, SMTJD’s. Director P_R JD. 
	5.3 Post: Assistant Director Best Care Best Value from 1October 2009 to 19May 2011 in a temporary/ acting role and from 20May 2011 to 28February 2015 in a substantive role.  The roles and responsibilities of the post included responsibility for leading on the Trust’s Reform, Productivity and Efficiency plans, and responsibility for leading on development of the Trust’s continuous improvement function including development of a quality improvement strategy and building organizational capacity and capability 
	5.4 The job description included in the reference documentation for the post outlined at para 5.3 above is not an accurate reflection of the roles and responsibilities of the post. I was recruited to one of two posts with the title, Assistant Director of Performance Improvement. However, in response to a consultation exercise and proposals to restructure the performance improvement Division within the Directorate, the post I held was re-focused on the roles and responsibilities as outlined in para. 5.3. Ple
	Job Description Assistant Director of Performance Improvement-This can be found at Attachment folder S21 54 of 2022-Attachment 8 
	Consultation Exercise for Directorate Restructure that changed AD role to AD Best Care Best Value.  This can be found at Attachment folder S21 54 of 2022-Attachment 9 
	5.5 Post: Best Care Best Value Project Manager from 1October 2008 to 30September 2009.  The roles and responsibilities of the post included providing support and performance improvement expertise and invention to individual directorate and to corporate projects to assist in the delivery of efficiency targets.  To provide the Trust with information analyses that demonstrate performance against peers/ benchmarking etc to inform service change requirements. The job description for this post is an accurate refl
	12 
	6. Please provide a description of your line management in each role, naming those roles/ individuals to whom you directly report/ed and those departments, services, systems, roles and individuals whom you manage/d or had responsibility for. 
	6.1 Table 6.1 includes the individuals that I reported to in each role in the Southern Trust.  It is assumed that the specific dates of tenure of each of the Chief Executives and Acting/ Interim Chief Executives is included in the original Section 21 disclosure documents. I have included the approximate dates as far as I can recall in respect of each Chief Executive that I reported to during my tenure as Director of Performance and Reform. 
	Table 6.1 
	6.2 Table 6.2 includes the individuals and departments that I managed in each role I held in the Southern Trust 
	Table 6.2 Direct Reports to me as Director of Performance and Reform: 
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	Anne Marie Personal Assistant Clarke 
	7. Did your role change in terms of governance during your tenure? If so, explain how and why it changed. 
	7.1 My responsibilities as Director of Performance and Reform internally within the Trust remained broadly the same during my tenure save reflecting ways of working / expectations aligned to changes in the expectations of different individuals holding the 
	7.2 Externally my role as a ‘key link with the HSC Board on all commissioning and delivery issues’ (as per my JD as Director P&R) changed during my tenure due to changes to both commissioning and performance management leadership and functions in the Health and Social Care Board (HSCB) and Department of Health (DOH).  This impacted on strategic planning, service reform and performance management functions and therefore in this context I have included this additional system level context which may hold some 
	7.3 The start of my tenure as ‘acting’ Director in March 2015 coincided shortly afterward with the announcement by the then, Health Minister Simon Hamilton of the closure of the HSCB to reduce bureaucracy and move towards increased direct responsibility by the DOH on both financial and performance management through the creation of a specific directorate within the Department. This brought with it significant changes in both personnel and processes. In my experience and opinion (I would wish to be clear I a
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	accountability arrangements for HSC. Seven years on from the announcement that the HSCB was to close,  the Trust has operated in a context of ‘roll forward’ of the extant commissioning plan performance targets and a ‘roll forward’ and standing down of Trust Delivery Plans and Service and Budget Agreements, and deferral of the DOH / Trust ‘ground clearing’ and accountability regime meetings. 
	7.4 A new planning framework based on introducing a new Integrated Care System for Northern Ireland was consulted on between July– September 2021 and a NI Strategic Outcomes Framework is expected in 2022. Both these proposals remain at ‘concept’ level and have not been fully implemented. 
	8.1 My role as Director of Performance and Reform was subject to a performance review by the Chief Executive and ratification by the Trust Board remuneration committee.  For each of the 7 years of my tenure, as Director of Performance and Reform, I had in place an Individual Performance Review with personal objectives agreed with the Chief Executive. 
	Governance, Performance and Review 
	9. The Inquiry is keen to learn the process, procedures and personnel who were involved when governance concerns having the potential to impact on patient care and safety, performance and review arise.  It would be helpful for the Inquiry for you to explain how those aspects of your roles and responsibilities which 
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	were relevant to the operation, performance, review and governance of urology services, differed from and/ or overlapped with, for example, the roles of the Chief Executive, Medical Director, Clinical Director, Associate Medical Director and Head of Urology Service, Consultants or with any other role which had governance responsibility. 
	9.1 My role as Director of Performance and Reform was to advise the CX / TB through co-ordination of effective service plans and reports on all aspects of service planning and performance management which included bringing forward service proposals and performance reports for approval. 
	9.2 In respect of urology (and other specialties) any matters that are escalated through the extant performance management arrangements at Operational Directorate level that result in a variation in the core activity delivered against the Service and Budget Agreement and/or impact performance against Ministerial targets and objectives are included and reported in the Trust Performance report. These are included with an accompanying narrative and summary based on ‘exception reporting’ that is provided to all
	9.3 Where issues have been escalated, my role and that of my team included coordinating remedial strategies to address under-performance including for example commissioning additional clinic capacity from the independent sector and/ or coordinating support from other Trusts. Therefore, my role was one of co-ordination, supporting, planning and enabling performance improvements and not clinical governance or operational delivery and therefore differed from the role of CX, Medical Director, Clinical Director,
	9.4 My role and responsibilities overlapped on matters that concerned responding and/or identifying the need for remedial strategies to address under-performance. While issues pertaining to performance are discussed at Directorate Performance Meetings, my role overlapped with the Director of Acute Services in bringing forward relevant escalated performance issues for highlight to the Chief Executive for his/her 
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	accountability meetings with operational Directors and for escalation to the commissioner through the Trust/ HSCB Performance meetings as required. 
	9.5 The process of escalation of performance issues is generally through the Directorate Performance meetings but might also be via a one-to-one meeting between myself and the operational Director. I am also aware that in addition to Directorate Performance Meetings that were attended by my team, Directorates also had established operational / clinical governance meetings however neither myself nor members of my performance team were included in these meetings. 
	9.6 In respect of Directorate Performance meetings the purpose of these meetings was to discuss matters and highlight concerns having the potential to impact on operational performance for discussion and agreement on actions and/or escalations as required.  The process and procedures are set out in the Trust Performance Management Framework and the personnel involved in Directorate Performance Meetings is identified in the notes. My role and responsibility differed in respect of urology from others as I did
	9.7 The Trust Board approved establishment of a Performance Committee as a further sub-committee of the Trust Board in 2019 in preparation for changes to HSC performance management arrangements and in response to Trust Board members request to have further time allocated to discuss performance and to consider a broader scope of performance issues for assurance, beyond the performance reports that focused on performance against Ministerial targets and service and budget agreement. 
	9.8 At the first meeting of the Performance Committee in October 2019, the Chief Executive and I did an opening presentation to Committee members that included setting out the regional and local performance management arrangements at that time. This included reference to Draft HSC Performance management framework (June 
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	2017) as referenced at para 1.15 above that remained in ‘draft’ form and also referenced a further move by the then Transformation Implementation Group (chaired by Permanent Secretary) to establish a Strategic Performance Management Oversight Group. During my tenure, to the best of my knowledge, I do not recall that this strategic group was established.  Further system level accountability changes continue to be progressed following announcement of the legal closure of the HSCB but were still not finalized 
	9.9 In June 2020, the DOH made a temporary amendment to the Framework Document to establish a new Regional Management Board (RMB) that was responsible for overseeing the strategic framework for rebuilding HSC services in the post Covid19 pandemic period.  This document referenced further roll forward of Commissioning Plan Direction and stated “ CPD targets were to be reviewed to determine the optimum method of assessing the performance of Trusts in the delivery of services during the years 2020/21 and 2021/
	DOH Memorandum Temporary amendment of the HSC Framework document for period June 2020 to May 2022. Available publicly on DOH website. This can be found at Attachment folder S21 54 of 2022-Attachment 14 
	Southern Trust Rebuild plans. Available publicly on Trust and DOH website. This can be found at Attachment folder S21 54 of 2022-Attachment 15 
	Annual Quality Reports (AQR) 
	10. What was your role regarding the ‘Annual Quality Reports’? Did urology services/staff feature in any of these Reports? If yes please specify. I not, why not? 
	19 
	11.1 The types of information that was included in the Annual Quality Report came from the DOH agreed ‘minimum dataset’ that was agreed through the regional governance leads group in the first instance.  The Trust later supplemented this information with additional features provided by key contributors as described at para 
	20 
	11.3  With respect to the specific contents of the report I acknowledge that the AQR features and reads more like an annual report and celebration of improvement work and contained high level numbers and narrative across a range of areas. Aligned to the matters pertaining to this inquiry, the AQR did not hold the granular detail that might be expected in an operational report of good governance however, it was produced in line with the standards and expectation set by the Department of Health and its purpos
	11.4  I did not test the robustness of my systems of assurance specific to the development of the AQR beyond compliance with the parameters of the minimum data set and assurance of inclusion of robust and accurate data and oversight by the agreed committee and Trust Board. In my tenure as Director, the AQR was always approved and submitted to DOH in line with required deadlines and I received no comments, queries or challenges on content from the HSCB/ DOH. Please see the following:
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	Trust AQR which can be found at Attachment folder S21 54 of 2022-Attachment 16a-e. 
	A Sample copy of the DOH Minimum Data Set approved by the regional governance meeting for 2018/19 and 11.3b – a copy of a response letter from Francis Rice, Chief Executive to the DOH seeking assurance that the Trust has in place celebratory events to mark World Quality Day in 2016. This can be found at Attachment folder S21 54 of 2022-Attachment 17a-c. 
	13.1 The AQR report features high level governance overview metrics and snapshots of ongoing improvement work based on an annual report format that is a ‘look back’ view for quality assurance, forward-view recommendations were generally not included. 
	13.2   Based on the nature of the question, I suggest that the inquiry team may wish to seek additional information from the Clinical and Social Care team to describe how more granular detail and recommendations from specific audits, standards and guidelines, clinical governance, SAI, lessons learned forum recommendations etc. are reported back within Directorates and to the SMT. The mechanism for reporting and following up would have been through an established clinical and social care 
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	governance forum in each Directorate and ultimately through to Governance committee as appropriate. 
	14. Were these reports disseminated to the Trust Board or any committee or subcommittee of the Trust Board? IF so, by whom? If not, why not?. Were outcomes and decisions made at these meetings reflected in any Board documents? If yes please explain and provide relevant documentation. 
	13.3 The AQR is disseminated to the Patient Client Experience (PCE) Committee and also to the full Trust Board by the Director of Performance and Reform. The outcomes in terms of decision making was to provide for information/ challenge/ comments at PCE committee and also information/ challenge/ comments and ultimately approval from Trust Board. Discussion and outcomes from these meetings is included in minutes of meetings. It is assumed these are included in the suite of agendas, minutes from Trust Board a
	Quarterly Cancer Performance Meetings  
	15. What was the purpose of the Quarterly Cancer Performance Meetings? What was your role at the ‘Quarterly Cancer Performance Meetings? 
	15.1   The purpose of the Quarterly Cancer Performance Meeting was to enable a more detailed review of the performance against 14/31/62-day ministerial targets for cancer at a more granular specialty specific level ahead of the overarching HSCB / Trust performance meeting. The meeting was a service operational meeting attended by the Acute Assistant Directors for Cancer Services and Diagnostics and Operational Support Leads.  The meeting is also attended by either Head of Performance, Lynn Lappin and/or Les
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	to these meetings assessed and tested by the attendees at the meeting and, in particular, by you? 
	18.1   It is my understanding that the HSCB presented a slide deck of Trust information derived from the regional data warehouse (an information system that holds Trust level data that can be used for regional reports) by the HSCB/DOH to form the basis of the discussion on the Trust’s Cancer Performance position. And to my understanding this similar approach, used at the HSCB/Trust level performance meetings, was also the approach for the Cancer Performance meetings.  A slide deck of data/ information that 
	20.1   As noted at para 16.1, I did not attend the Cancer Performance Meetings and therefore, I am unable to comment on whether the meetings were quorate, and/ or if the urology specialty was touched on and discussed in any way at these meetings. 
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	22.1 I do not believe outcomes from these meetings were disseminated to Trust Board, or committees of the Trust Board.  Given the ‘operational’ focus of the Cancer Performance Meetings, I would not have expected these meetings to be disseminated to Trust Board.  However, from a performance perspective if there were decisions taken in terms of for example, securing additional in house or independent sector capacity, seeking support from other Trusts, or diverting patients to other providers etc. such actions
	Urology Services 
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	26.1 Not applicable, as noted at para 25.1 above, I had no direct meetings with urology unit/ services staff. 
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	30.1   I understand the clinical governance arrangements within urology services was the joint responsibility of the Assistant Director Acute Services with responsibility for 
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	surgery/ urology alongside the Associate Medical Director for surgery. The Governance Lead in the Acute Directorate would also have had a significant role in the governance arrangements within the Acute Directorate including monitoring and reporting/ escalating concerns etc. In terms of how I assured this governance oversight role was being done appropriately, I understood this to be a matter of responsibility of the Director of Acute Services in respect of operational impact and in respect of medical staff
	31. How did you assure yourself regarding patient risk and safety and performance in urology services in general? What systems were in place to assure you that appropriate standards were being met and maintained? 
	31.1 In respect of how I assured myself regarding patient risk and safety in urology as Director of Performance and Reform and as a member of SMT I relied on the monitoring, reporting and escalation system in place within the extant Clinical and Social Care Governance practices and procedures led by the Trust Medical Director. This mainly included assurance in respect of reporting through to SMT and the Trust’s Governance Committee. In some instances, I might also have received assurance and/or had the oppo
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	impacts on corporate performance through this particular mechanism was varied. Furthermore, whilst it is my understanding that direct one to one between the Chief Executive and Operational and Professional Directors continued during the pandemic, the Directorate Accountability meetings that were established and supported by me and my team were ‘stood down’ by Shane Devlin, Chief Executive during the pandemic period, with expectation that any patient risk and safety and performance issues would be highlighte
	31.2  In respect of how I received assurance of performance issues at service level, this was through the reporting mechanisms outlined in the Trust’s Performance Management Framework. Directorate Performance meetings at operational level, attended also by the Head of Performance and/or Assistant Director Performance Improvement were the main mechanism for providing assurance on specific specialty concerns and included circumstances where issues may impact on overall performance / capacity and therefore wer
	31.3  Further to reference in para 31.1 above to the issues escalated to accountability briefings provided to the CX, and the format and system for doing this varied by chief executive. To provide further information by way of explanation, as Director of Performance and Reform, I led provision of both Performance briefings and Transformation (previously BCBV/ Reform) briefings as part of other standing corporate reporting (Governance, HR and Finance briefings) for each operational Directorate 1 to 1 meeting
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	Executives, Mairead McAlinden and Paula Clarke. In 2018/19, my team also led on the development of Directorate ‘Dashboards’ to bring together a range of information sources agreed by Shane Devlin, Chief Executive with each Operational Directorate Team including Director and Assistant Directors.  This approach was introduced to align with the proposals to introduce a dedicated Performance Committee, a sub-committee of the Trust board to consider performance with a broader approach beyond the Commissioning Pl
	31 
	32 
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	reviewing urology performance in respect of patient pathway performance/ breaches, how they did this and where such reviews are recorded? 
	35.1   Patient pathways are defined within a number of system level documents including for example Integrated Elective Access Protocol and operational guidelines with respect to Cancer tracking etc. Arrangements for scrutiny and challenge and review of performance and performance breaches is through the Directorate level Performance meetings led by the Director of Acute Services and supported by the performance team in my Directorate.  However, operational management issues in respect of booking in, schedu
	35.2  I recall an Outpatient patient pathway review undertaken by the then Director of Acute Services, Dr. Gillian Rankin in approximately 2011/12.  The reason I recall this is that I was asked for a member of my team, Maria Wright to provide facilitation and support to her and her team on the basis that she had been involved in the original regional work to develop the Integrated Elective Access Protocol in 2008. 
	35.3  A subsequent review of Outpatient Booking processes led by the HSCB was completed in January 2015 prior to my tenure as Director of Performance and Reform. This resulted in an action plan for implementation in each Trust that was received in my 
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	office shortly after I took up post in June 2015 that identified actions for implementation within operational services for those with responsibility for booking and scheduling functions working along with operational Assistant Directors and Heads of Service in specialty areas. Please see 20150629 Action HSCT Review of OP Booking processes (letter to Directors of Planning) and supplementary emails A1,A2, A3.  This can be found at Attachment folder S21 54 of 2022-Attachments 19a-d 
	36. How could issues of concern relating to performance and review in urology services be bought to your attention? The Inquiry is interested in both internal concerns, as well as concerns emanating from outside the urology unit, such as from patients.  What systems or processes were in place for dealing with concerns raised? What is your view of the efficacy of those systems? 
	36.1   In general when there were operational issues relating to performance that required support for improvement these issues would be brought to my attention by the Director of Acute Services and/or an Assistant Director of Acute Services. This often came as a request for support from members of my planning team and or facilitation from the continuous improvement team for support for activities such as process mapping etc.  On occasion this support could be requested in conjunction with the HSCB as part 
	36.2  It is my understanding that concerns emanating from patients would be managed through the Trust complaints process and addressed through the clinical and social care governance arrangements within the Directorate. There is also opportunity for patient feedback to be received from a range of other sources including for example: stories included in revalidation processes, 10,000 voices, patient and client council reports, issues raised by MLAs on behalf of constituents and also through the regional port
	36.3  In light of the matters pertaining to this inquiry and the highlighting of clinical governance issues which I became aware of when this issue was escalated to SMT and Trust Board in July 2020 and which I now know may also have included specific links to administration processes that was being managed through an earlier MHPS process, I believe the efficacy of the current system is inadequate and opportunities for greater 
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	assurance through audit of urology pathways in particular may have been missed. It is a significant regret to me personally that now with more fulsome understanding of the scope and breadth of the matters of concern raised in this inquiry that I was not aware of the issues included in the MHPS process. Whilst protecting staff confidentiality is paramount it is possible that opportunities to mitigate patient safety risks may have been missed by considering the issues included in the MHPS from a medical / cli
	36.4   I recall a time when from a performance perspective every individual person that breached for example the 12-hour ED waiting time a subsequent operational response was prompted to action and ratify the position.  Regrettably given the excessive breaches in performance across all specialties and across the wider HSC system against the ministerial elective access targets and aligned to the unacceptable scale of the numbers of people waiting on lists a potential case of no longer seeing the wood for the
	36.5  I reference the more recent development of the regional RPOG group that is now working at system level to prioritise theatre capacity on a regional basis in line with clinical urgency as described at para 1.13. Regrettably the available capacity remains woefully inadequate to address the unacceptable waiting times in the Southern Trust and the wider HSC. 
	37. Did those systems or processes change over time? If so, how, by whom and why? 
	37.1 During my tenure in the Southern Trust I am consciously aware of potentially three different ‘Reviews of Clinical and Social Care Governance’ that were initiated by successive Medical Directors and/ or Chief Executives. I am not sure each were formal 
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	reviews or simple re-structuring of staff. One review took place in and around 2010 /2011 when Dr. John Simpson became Medical Director, another approximately two or three years later when Dr. Richard Wright became Medical Director and then most recently in 2018, when Dr. Maria O’Kane took up post as Medical Director. These resulted in changes mainly to structures.  While I was not directly affected by these changes as I held no responsibility for operational delivery of clinical and/or social care services
	37.2  Given I have no direct responsibility for clinical services I am unclear as to which clinical and social care structure and system is optimum and ultimately I believe the system remained in a state of flux with significant periods of instability, staff movement and changes in leadership personnel and leadership styles. For example, there was a period I recall when Margaret Marshall, the Acute Governance lead moved into the Assistant Director CSCG role and there was a vacant post in the acute directora
	37.3  As a Corporate Director, my role and responsibility in respect of governance functions included information governance and I was accountable as the Senior Information Risk Owner (SIRO) for the Trust. I never held any operational governance responsibilities or sat on any governance review/ SAI panels in respect of operational services during my tenure in the Trust and therefore, my awareness of any clinical 
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	governance and / or patient safety concerns and issues was through the Governance Sub-Committee of the Trust Board. 
	37.4  More recent changes to governance reporting at SMT level was introduced by Dr Maria O’Kane as Medical Director included bringing a summary to SMT from the weekly Corporate Governance meeting. I welcome the principle and spirit of this initiative particularly in respect of the collective primary responsibility of the senior management team for patient safety and in reference to my learning from this inquiry and my personal views as referenced at para 36.3, in respect of potential benefits in terms of m
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	44.1   The only action that was taken that I was made aware of specific to urology relates directly to matters pertaining to this inquiry. My responses at Paragraph 1 – 1.17 
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	outline the circumstances in which I became aware of the issues and actions taken in response to the matters pertaining to this inquiry. 
	46.1 I would have expected to have been informed via Governance Committee of any breakdown in clinical risk and patient safety. I would have expected this to have been escalated and reported either via the Medical Director or the Director of Acute Services, with the expectation that the operational AD would have escalated via the Directorate Governance forum. I expect concerns would have been raised via Directorate Governance meetings.  Staff from P&R Directorate are not included in these meetings and there
	Concerns regarding urology services 
	41 
	42 
	51.1 I was not directly informed of issues arising in urology nor did I attend any meetings / events in which any concerns regarding or touching upon urology were raised/ discussed prior to the issues that emerged pertaining to the matters included in this inquiry. 
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	what?  If not, why not and what way could those systems have operated differently?  Did those systems change over time and, if so, what were the changes? 
	54.1 I am not aware of what systems were put in place by either the Acute Directorate or the Medical Directorate for collecting patient level data to inform performance and review within the urology unit/ service. The data collected by the Performance team for reporting included numbers at specialty level and did not include patient level data. I also understand that as part of the medical revalidation process clinicians are required to provide patient reported feedback as part of the revalidation. I recogn
	55. Were you in attendance at any Trust Board and/ or committee/ sub-committee or other management meetings where the urology issues subject to this Inquiry were discussed? 
	55.1 I was in attendance at the August 2020 and September 2020 TB / Governance committee meetings where the urology issues subject to this inquiry were initially raised and discussed. In addition I attended a one-off meeting with SMT members involved in the internal oversight as a follow up to an SMT discussion in which I sought further information and assurance from colleagues. I also discussed directly with Shane Devlin, Chief Executive at my one-to-one meeting and during a Trust Board workshop my concern
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	on potential for reputational risk for the Trust associated with potential for perceived bias and did not in any way reflect any concerns regarding the capability or integrity of either individual. 
	Management 
	56. During your tenure, how well do you think performance and review objectives were set for consultant medical staff and for specialty teams? Please explain your answer by reference to any performance objectives relevant to urology during your time, providing documentation or sign-posting the Inquiry to any relevant documentation or personnel. 
	56.1   Prior to my tenure as Acting/ Director of P&R I was aware of an organizational project that was established to embed the job planning process and mechanisms (under chair of the then Chief Executive Mrs. Mairead McAlinden) that was supported by 2 members of the then ‘Reform Team’ from my Directorate.   This project included establishing ‘job planning’ at individual and team level with responsibility for the ongoing process resting with the Medical Director as I understood it 
	56.2  It is my understanding the Associate Medical Directors signed off job plans with Assistant Directors in the Acute Directorate. It was also my understanding that this process was then managed by specialty Heads of Service and Operational Support Leads (OSLs) and job plans were used to set out expectations of clinical capacity / PA’s for individual consultants and for overall specialty team capacity. Where this interfaced with performance is that Directorate leads defined the available clinical capacity
	56.3  If changes to job plans impacted in respect of the level of clinical activity that could be delivered against planned levels in the Service and Budget Agreement, this would be the subject of discussion at Directorate Performance meetings and risk mitigations agreed or in the absence of such mitigation, I would have expected these 
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	changes to be ‘escalated’ through the Directorate Performance meetings.  During my tenure, I experienced escalations as a result of this process that included for example clinicians going on career breaks, training, maternity leaves etc. 
	56.4   In respect of the urology service, the only issue I recall being escalated specifically in the Urology specialty in which performance issues were escalated as result of urology team capacity was when Dr Tyson was granted a career break for a period of at least 1 year (I do not recall the exact length of the career break). In my recollection, this impact was in the 2017/18 or 2018/19 financial year and impacted on urology specialty capacity and in particular on capacity for stone treatment and was sub
	57. Do you think job planning, appraisals and performance reviews operated to assist in assessing governance, performance and review within services? Whether your anser is yes or no, please explain. 
	57.1 Yes, I do believe the function of job planning, appraisal and performance review and the re-validation process (that includes patient testimonials and review of complaints etc) all operated with the intended aim of assisting the operational assessment of clinical governance, performance and review within services.  I also believe escalation of issues from this process might also signal the potential requirement for further review of patient safety and organisational risks and any need for further inves
	57.2   In respect of the relevance of the job planning process to the matters arising in this inquiry, I recall that Dr. Richard Wright brought forward draft proposals to SMT to improve the job planning processes in the Southern Trust in July 2018. I do not recall whether this draft proposal was ever finalised and implemented. 
	Reference: 54 of 2022. One Direction- Ten Steps to Success. Meaningful Job Planning for Consultants and SAS doctors working with the Southern Health and 
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	Social Care Trust , July 2018 . This can be found at Attachment folder S21 54 of 2022- Attachment 22. 
	59.1 In my experience a number of things impact on the quality of data I receive regarding performance and governance generally: 
	a. Performance data is aggregated to a specialty level and therefore while adequate for reporting specialty level performance for example waiting times, longest wait etc. and in line with expectations of HSCB etc. I acknowledge there are no inferences that can be made at individual clinician level to signal 
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	performance issues.  This level of individual data I understand would be clear at operational Directorate level. 
	b. In respect of governance data, the Director of Performance and Reform is not included in membership of operational directorate governance meetings. Therefore, I only became aware of issues as they are reported to SMT and/ or Trust Board. With the exception of a cover sheet to Trust Board and committee papers, there is no standard format of reporting to SMT/TB which can result in variance in quality, scope, detail and clarity of papers. 
	59.2  As a member of the SMT, I can recall a number of instances where information relating to governance concerns was reported. It would be my recollection that where this related to individual members of staff, I would not be made aware and this was as I understood it in an attempt to maintain confidentiality / privacy of those concerned particularly where there may have been ongoing HR processes underway. For example, I recall a number of instances during my tenure when governance issues were raised in t
	60. In matters concerning governance, performance and review, did you feel supported in your role by the general line management and medical line management hierarchy?  Whether your answer is yes or not, please explain by way of example, in particular regarding urology. 
	60.1   In matters concerning governance, performance and review in those instances where I was engaged by the operational teams, I did feel supported by the general line management and medical line management in instances where I was required to regionally escalate and locally support performance improvements as referenced in examples provided at para 1.16. 
	Learning 
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	64.1  Having had the opportunity to reflect, I feel the process and opportunity to engage fully with the problems in urology came in 2016 with the MHPS process.  Whilst there may have been further issues that I am not fully aware of that predated 2016, initiation of the MHPS process signaled a turning point but it was July 2020, four years later before the matters pertaining to this inquiry emerged. On this basis I feel it was the responsibility of the operational leadership team with responsibility for the
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	service including the AMD from a professional perspective that should have engaged fully in 2016 in terms of risk mitigation regarding Mr. O’Brien’s clinical practice and administrative process. I recognise however, that I was not involved in the details of this case and it may be that an action plan was agreed but was not implemented or followed up or the agreed plan was ineffective. 
	66.1   My experience during my tenure in the Southern Trust is that the clinical and social care governance arrangements were in a state of flux for a number of years.  I have no expertise regarding the optimum approach to deliver ‘fit for purpose’ governance arrangements that address the needs in a complex health and social care system, however, in reflecting on the key learning from reflection of matters included in 
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	this inquiry, the importance of clear roles and responsibilities particularly across operational vs professional lines of accountability is critical. I am aware of a number of internal reviews of clinical and social care governance during my tenure that arose under different Chief Executives and Medical Directors. In my view, some challenges may have resulted from frequent changes in the leadership roles supporting the Medical Director at Assistant Director level, including those with responsibility for cli
	66.2    Furthermore, a reduction in the senior expertise, experience and capacity within the Clinical Audit Department, to ensure effective clinical audit capability and assurance may also have been a contributing factor.  During the tenure of Dr. Richard Wright as Medical Director, he and I did have early discussions on bringing the clinical audit functions into greater alignment with the work of the quality improvement support team. It was my understanding that Mr. Simon Gibson, Assistant Director in the 
	66.3  There was a time when I did speak with my colleague Helen O’Neill, Director of Finance following an SMT meeting after a clinical governance issue was raised.  Other members of the team including medical, nursing and operational directors and the Director of Human Resources were aware as it related to a personnel issue. Both the Director of Finance and I felt unable to contribute effectively to the SMT discussion without even a basic knowledge of the issue. As I recall it we both raised the issue at an
	66.4  I do not recall when the discussion at para 66.2 was had,  but I do recall that a new process of bringing a brief to the Thursday SMT meeting, after the weekly governance meeting, was initiated by Dr. Maria O’Kane, after the date of this discussion. As I recall it, there was no weekly governance reporting coming to SMT meeting prior to this during my tenure (with exception of the full set of formal 
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	governance committee papers for approval) prior to quarterly governance committee meetings. 
	66.5  Subsequent to the introduction of the weekly report which I welcomed as a member of SMT, in respect of having a broader understanding of the organizational governance issues, I also expressed concerns regarding the narratives within the report that were written in language that raised further questions and concerns for me with regard to what the expectations were from SMT sharing the report in the style presented without the detailed understanding of what was happening operationally.  This was accepte
	66.6  Operational Directors as I recall from SMT discussions, tended to be well aware of the details from their own governance meetings and therefore the brief was intended for awareness and sharing across Directorates and with Corporate Directors who were not involved in Governance Meetings. 
	67. Given the Inquiry’s Terms of Reference, is there anything else you would like to add to assist the Inquiry in ensuring it has all the information relevant to those Terms? 
	67.1   Given the Inquiry’s Terms of Reference, and in the knowledge of the matters involved in this inquiry, there is some further historic information that I recall that may be relevant to those Terms from my role as ICATS Manager in the Southern Health and Social Services Board from 2006 to 2008 ( as noted at para.4). 
	67.2  I was involved in the development and commissioning of Integrated Care Assessment and Treatment Services (ICATS) in the Southern area. The development of ICATS which was one strand in a wider regional reform programme that was led by the Service Delivery Unit, as it was known at that time, to put in place actions to achieve new Ministerial targets that were set by the then health minister, Michael McGimpsey to address Northern Irelands extensive waiting list position across a number of specialties tha
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	and urology services. The specialties with the longest waiting lists in 2005/06 are broadly reflective of the current position across a range of specialties including urology. 
	67.3   The development of ICATS regionally was progressed alongside introduction of a new policy for managing patient referrals that remains in place currently. The Integrated Elective Access Protocol (IEAP) developed at that time has been reviewed and updated with the most up to date version issued in June 2020.  
	67.4   Introduction of ICATS services and the IEAP in 2006/07, signaled a service change away from the practice of General Practitioner’s (GP) making referrals to named consultants in secondary care and a shift to a new approach that included making referrals to a ‘specialty’ and the ‘pooling’ of specialty referrals for ‘triage’ by consultants and others such as a GP with a special interest (GPwSI) or other agreed members of the multi-disciplinary team for example in Orthopaedic ICATS, experienced physios w
	67.5   As part of the regional exercise to test ‘proof of concept’ for the change in ‘triage’ function proposed as part of the introduction of ICATS, a sample of referrals from each of the specialties was gathered to enable a ‘double blind’ type test where a practitioner other than a consultant completed the triage of referral and then a specialty consultant completed the same triage and the results were compared.  The purpose of this was to test and build confidence in the efficacy of the proposed change t
	67.6   At the time of conducting the review exercise, the intention was to take a ‘dip sample’ of referrals from a number of consultants. I recall a delay in accessing the referral letters from Mr. O’Brien and his secretary at that time that was reported by Sharon Glenny, the Urology ICATS Implementation Lead in Craigavon Area Hospital Group Trust (one of the legacy Trusts that merged to form the Southern Trust during the changes implemented as part of the Review of Public Administration that established th
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	recall any other difficulties reported by hospital specialty leads in accessing the referral letter samples from clinicians for the ‘triage’ pilots. 
	67.8   Whilst the original regional reform proposals for ICATS had included that all referrals go to a central point for team based ‘triage’, based on an electronic referral management system or ERMS as it was referred to at that time, as I recall it was found that the intended digital solution was unlikely to support the development and this aspect of the reform was ceased by Mr. Hugh Mullan who was the decision maker at that time.  Looking back the concept was very forward thinking in my view and somethin
	67.9   I am aware that a regional review of IEAP was completed sometime in and around January 2015 prior to my taking up post as Director of Performance and Reform. I am aware of this as I received a letter in June 2015 from Michael Bloomfield in his role as Director of Performance and Corporate Services at the HSCB, confirming the agreed action plan for implementation across all Trusts.  This action plan was sent to the operational Assistant Director of Acute Services, Anita Carroll involved in the review 
	67.10   I do not recall any issues or concerns regarding the implementation of the revised IEAP actions in June 2015 being raised with me by either the Acute Directorate team or by the HSCB and therefore, as this was a refresh of an existing procedure I assumed the action plan was simply a matter for implementation and that the Trust was broadly compliant with the policy, notwithstanding the potential for exceptions afforded 
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	by para 1.3.6 in the IEAP. Please see letter from Michael Bloomfield to Directors of Planning & Performance 26June 2015. This can be found at Attachment folder S21 54 of 2022-Attachment 5. 
	Statement of Truth 
	I believe that the facts stated in this witness statement are true. 
	Signed: Date: 15July 2022 
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	Attachment folder S21 54 of 2022 
	REPORT SUMMARY SHEET 
	o ED Admissions saw a surge over the Christmas and New Year commencing 18 December for a number of consecutive days leading to significant bed pressures in the run up to the Christmas period. Emergency admissions against predicted levels are illustrated below: 
	Table 1 Craigavon Area Hospital 
	Table 2 Daisy Hill Hospital 
	Analysis of admissions indicates 12% (296 more adult admissions in the month of December compared to the same period last year and over Christmas Eve, Christmas Day and Boxing Day, the Trust saw approximately 10-14% 60-80 more people in hospital beds than on these same days last year, reflecting higher acuity. Further snapshot analysis shows 26 admissions were from nursing homes to CAH (between 18 Dec-2 Jan) and while appropriate for admission some patients were directly admitted by GPs without being seen b
	Actions Taken & Lessons Learned from the Christmas and New Year Period 
	Operational: 
	 Performance Improvement Trajectories are now established across a number of specialities for new outpatient, inpatient & daycase activity to reflect a more pragmatic approach to agreeing the level of actual activity the Trust believes can be delivered in year that recognises issues around staffing etc. At the end of December: 
	Actions Taken: 
	 Workforce issues prevail in radiology with a 34% vacancy rate and to a lesser extent is also impacting on radiography locally. These workforce gaps affect both access times for elective patients and capacity for reporting diagnostic tests. Additional reporting capacity in and out of hours has been established in the Independent sector and this will be required in the medium term to support ongoing radiology vacancies. 
	Table 5: All Tumour sites 
	DECEMBER 2017 DASHBOARD FOR JANUARY 2018 TRUST BOARD 
	CORPORATE DASHBOARD - DECEMBER 2017 PERFORMANCE 
	The monthly performance report includes reporting against the 2017/2018 Commissioning Plan which reflects Ministerial priorities and contains 51 Objectives and Goals for Improvement (OGI), 44 are  relevant to the Southern Health and Social Care Trust or are Regional objectives to which the SHSCT will contribute.  Within the OGIs there may be several components which individually require to be achieved and also outlines a broad range of Associated Quality and Performance Indicators and these will be reported
	This report will develop as part of the Trusts performance management framework to include: 
	Note:  In the absence of HSCB technical guidance the basline volumes have been updated to reflect the 2016/2017 position.  Any OGIs which indicate a percentage increase / decrease have also been updated based on the 2016/2017 baselines.  
	Performance at 
	Green (G) 
	13 
	12 Amber (A) 
	OGI is partially achievable/achievable with additional resources 
	15 
	15* Red (R) 
	OGI is unlikely to be achievable/affordable 
	16 
	15 Blue (B) 
	Not applicable (Not a Trust Target) 
	7 
	7 White W) 
	Not yet assessed 
	0 
	2 
	51 
	51
	* Includes Amber and Yellow Performance assessments 
	Summary of Performance against Objectives & Goals for Improvement December 2017) 
	34% OGIs (19) Performance Assessed as 'Red - Not Achieved/Not on Track to Achieve': 
	1.6 Utilising Family Support Hubs 
	2.3.1 Healthcare Acquired Infections (C Diff) 
	4.4.1 Emergency Department (4-Hour) 
	4.4.2 Emergency Department (12-Hour) 
	4.8 Diagnostic Reporting (Urgents) 
	4.9.1 Suspect Breast Cancer (14-Day) 
	4.9.3 Cancer Pathway (62-Day) 
	4.11 Diagnostic Test:  2-part OGI - <9-weeks and >26-weeks 
	4.12 In-Patient/Day Case Treatment:  2-part OGI <13-weeks and >52-weeks 
	4.13.2 Mental Health Out-Patient Appointment (Adult Mental Health) 
	4.13.3 Mental Health Out-Patient Appointment (Dementia Services) 
	7.5 Service and Budget Agreement 
	7.7 Pharmacy Efficiency Programme 
	32% OGIs (17.5) Performance Assessed as 'Amber - Partially achieved': 
	1.3 Healthier Pregnancy Programme 
	1.4 Child Health Promotion (Healthy Child, Healthy Future) 
	1.5 Family Nurse Partnerships 
	1.7.1 Children in Care (Placement Change) 
	1.7.2 Children in Care (Adoption) 
	2.5 NEWS KPI 
	4.6 Hip Fractures 
	5.5.2 Mental Health Discharges:  2-part OGI - <7-days 
	8.2 Staff Sick Absence Levels 
	4% OGIs (2) Performance Assessed as 'Yellow - Substantially Achieved/On Track for Substantial Achievement': 
	5.5.1 Learning Disability Discharges:  2-part OGI - <7-days 
	5.5.2 Mental Health Discharges:  2-part OGI - >28-days 
	7.6.2 Acute Hospital Complex Discharges (7-Days) 
	26% OGIs (14.5) Performance Assessed as 'Green - Achieved/On Track to be Achieved': 
	1.1 A Fitter Future for All (Obesity Levels) 
	1.2 Tobacco Control Strategy (Smoking Reduction) 
	1.9 Diabetes Strategic Framework 
	2.3.2 Healthcare Acquired Infections (MRSA) 
	2.4 Sepsis Bundle 
	4.7 Ischaemic Stroke (Receive Thrombolysis) 
	5.5.1 Learning Disability Discharges:  2-part OGI - >28-days 
	7.6.1 Acute Hospital Complex Discharges (48-Hours) 
	ACCESS TIMES -MONTH ENDED DECEMBER 2017 AND PROJECTED MONTH END POSITION FOR JANUARY 2018 
	NOP = New Out-Patient IP = Elective In-Patient DC = Day Case 
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	work alongside acute hospital staff to provide additional support and to ensure all community based opportunities are explored. While this has made a significant contribution to management of hospital flow during these times of peak pressure, this also impacts on community based staff with increased demand for responsive wraparound community support arrangements post discharge. Based on learning from this new approach, the Trust is now considering requirements for a more sustainable model going forward. 
	Actions being taken: 
	Planning 
	peripatetic pool. However, challenges remain with 48.5% of those waiting over 13weeks, waiting for physiotherapy (2,028 people); the longest wait time remains static at 54-weeks Occupational Therapy (Adult) and 49 -weeks within Speech & Language Therapy (Adult). These areas will be a focus for improvement with additional funding allocated for Quarter 1. 
	Actions being taken: 
	 In line with ongoing regional reform led by the DOH, the Trust will establish local transformation oversight arrangements for the management of elective care. 
	 Overall, the Trust’s historic acute elective care Service and Budget Agreement (SBA) from April to February reflects a reduction in activity compared with the final position at the end of March 2017. In summary: 
	SOUTHERN HEALTH AND SOCIAL CARE TRUST CORPORATE DASHBOARD 
	FEBRUARY 2018 DASHBOARD FOR MARCH 2018 TRUST BOARD 
	CORPORATE DASHBOARD - FEBRUARY 2018 PERFORMANCE 
	The monthly performance report includes reporting against the 2017/2018 Commissioning Plan which reflects Ministerial priorities and contains 53 Objectives and Goals for Improvement (OGI), 44 are  relevant to the Southern Health and Social Care Trust or are Regional objectives to which the SHSCT will contribute.  Within the OGIs there may be several components which individually require to be achieved and also outlines a broad range of Associated Quality and Performance Indicators and these will be reported
	This report will develop as part of the Trusts performance management framework to include: 
	Note:  In the absence of HSCB technical guidance the baseline volumes have been updated to reflect the 2016/2017 position.  Any OGIs which indicate a percentage increase / decrease have also been updated based on the 2016/2017 baselines.  
	Performance at 
	Green (G) 
	12 
	10 Amber (A) 
	OGI is partially achievable/achievable with additional resources 
	16 
	13* Red (R) 
	OGI is unlikely to be achievable/affordable 
	16 
	19 Blue (B) 
	Not applicable (Not a Trust Target) 
	9 
	9 White W) 
	Not yet assessed 
	0 
	2 
	Note:  Amended TDP assessment totals 
	53 
	53
	* Includes Amber and Yellow Performance assessments 
	Summary of Performance against Objectives & Goals for Improvement February 2018) 
	43% OGIs (24) Performance Assessed as 'Red - Not Achieved/Not on Track to Achieve': 
	1.6 Utilising Family Support Hubs 
	2.3.1 Healthcare Acquired Infections (C Diff) 
	2.6 Medicines Optimisation Model 
	4.2 GP Out of Hours 
	4.4.1 Emergency Department (4-Hour) 
	4.4.2 Emergency Department (12-Hour) 
	4.8 Diagnostic Reporting (Urgents) 
	4.9.1 Suspect Breast Cancer (14-Day) 
	4.9.3 Cancer Pathway (62-Day) 
	4.11 Diagnostic Test:  2-part OGI - <9-weeks and >26-weeks 
	4.12 In-Patient/Day Case Treatment:  2-part OGI <13-weeks and >52-weeks 
	4.13.2 Mental Health Out-Patient Appointment (Adult Mental Health) 
	4.13.3 Mental Health Out-Patient Appointment (Dementia Services) 
	7.5 Service and Budget Agreement 
	8.2 Staff Sick Absence Levels 
	24% OGIs (13.5) Performance Assessed as 'Amber - Partially achieved': 
	1.3 Healthier Pregnancy Programme 
	1.4 Child Health Promotion (Healthy Child, Healthy Future) 
	1.5 Family Nurse Partnerships 
	1.7.1 Children in Care (Placement Change) 
	1.7.2 Children in Care (Adoption) 
	4.7 Ischaemic Stroke (Receive Thrombolysis) 
	7.6.3 Acute Hospital Non-Complex Discharges (6-Hours) 
	4% OGIs (2) Performance Assessed as 'Yellow - Substantially Achieved/On Track for Substantial Achievement': 
	5.5.1 Learning Disability Discharges:  2-part OGI - <7-days 
	5.5.2 Mental Health Discharges:  2-part OGI - >28-days 
	7.6.2 Acute Hospital Complex Discharges (7-Days) 
	25% OGIs (13.5) Performance Assessed as 'Green - Achieved/On Track to be Achieved': 
	1.1 A Fitter Future for All (Obesity Levels) 
	1.2 Tobacco Control Strategy (Smoking Reduction) 
	1.9 Diabetes Strategic Framework 
	2.3.2 Healthcare Acquired Infections (MRSA) 
	2.4 Sepsis Bundle 
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	SOUTHERN HEALTH AND SOCIAL CARE TRUST YEAR-END ASSESSMENT OF PERFORMANCE AGAINST COMMISSIONING PLAN OBJECTIVES AND GOALS FOR IMPROVEMENT (OGIs) FOR 2017/2018 
	CONTENTS 
	20180524_YearEndAssessment20172018_TB_V1_1_LLeeman-LLappin Amendment at TB 240518 
	SOUTHERN HEALTH AND SOCIAL CARE TRUST 
	YEAR-END ASSESSMENT OF PERFORMANCE AGAINST COMMISSIONING PLAN OBJECTIVES AND GOALS FOR IMPROVEMENT (OGIs) FOR 2016/2017 
	Note – A number of OGIs have sub-targets which have been assessed individually on the tables below; the collective position, which is also noted, is included in the summary table above. 
	* Denotes a variation between the HSCB year-end data on comparative activity and the Trust’s internal year-end assessment. These have been notified to HSCB for validation and are predominantly associated with the different timelines for running reports. 
	20180524_YearEndAssessment20172018_TB_V1_1_LLeeman-LLappin Amendment at TB 240518 
	Summary: Table 2 below provides a summary of the outcome of the 53 OGIs against their TDP assessment: 
	20180524_YearEndAssessment20172018_TB_V1_1_LLeeman-LLappin Amendment at TB 240518 
	Desired Outcome 1: Health and Social Care Services contribute to; reducing inequalities; ensuring that people are able to look after 
	TDP 
	SHSCT 
	SHSCT 2017/2018 Year-
	HSCB 2017/2018 
	Objectives and Goals for 
	RAG 
	Year-
	OGI 
	End Performance 
	Year-End Comparative 
	Key Issues/Points of Note 
	Improvement 
	End 
	Assessment 
	Information 
	RAG 
	1.1 A FITTER FUTURE FOR ALL (Obesity Levels): By March 2022 reduce the level of obesity by 4%, overweight and obesity by 3% for adults, and 3% & 2% for children 
	1.2 
	1.3 
	1.4 CHILD HEALTH PROMOTION (Healthy Child, Healthy Future): 
	By March 2019 ensure full delivery of universal child health promotion programme for Northern Ireland 'Healthy Child, Healthy Future'.  By that date -Antenatal contact will be delivered to all first time and vulnerable mothers; and 95% of two year old reviews must be 
	RAG status as validated in Director’s qualitative assessment at 31/3/18. 
	RAG status as validated in Director’s qualitative assessment at 31/3/18. 
	No Regional comparative assessment undertaken.  
	No Regional comparative assessment undertaken.  
	The Trust supports the achievement of this Regional objective via the delivery of specific commissioned services such as community nutrition and weight management programmes.  2017/2018 demonstrated a total of 54 community nutrition education programmes delivered 401 participants.  The Trust supports the achievement of this Regional objective via on-going smoking cessation services and maintenance of smoke free sites. Initial Quarters 1 to 3 figures for 2017/2018 demonstrates 1,062 people having used the se
	The Trust supports the achievement of this Regional objective via the implementation of the new antenatal pathway across all areas and the ‘Saving Babies Lives’ initiative.  Training programme has been rolled out for midwives and enhanced monitoring is in place for women with increased risk factors of Intrauterine Growth Restriction. Pathway requires to be further embedded. 
	The Trust supports the achievement of this Regional objective with a 2% increase in the percentage of two year olds who have their assessment completed (85% at December 2017 (+2% at September 2017)). Priority is also given to first time, or vulnerable mothers for antenatal contact Visits. 
	Delivery continues to be challenged with the ability to fill permanent and temporary vacancies in the health visiting team coupled with a high level of children on 
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	SHSCT 
	(OGI = >13 weeks =0) 
	A number of actions have been undertaken within 
	demonstrated 97 patients 
	the Trust to support this area, including the 
	 Regional Total 
	waiting in excess of 13
	development of a new workforce model; and re
	1,474 
	weeks with the longest 
	direction of appropriate lower level referrals to other 
	wait at 60-weeks.  
	services.  In addition a review of Psychological 
	Therapies is planned to be undertaken in 2018/2019. March 2018 demonstrated a total waiting list of 486 patients in comparison to 450 at March 2017. 
	Desired Outcome 5: People, including those with disabilities or long term conditions, or who are frail, are supported to recover from periods of ill health and are able to live independently and at home or in a homely setting in the community 
	SHSC T 
	Information RAG 5.2 
	DIRECT PAYMENTS: By March 
	Whilst the Trust achieved an increase in the level of 
	2018, secure a 10% increase in 
	at 31 March 2018 = 777 
	direct payments in 2017/2018 in comparison to 
	the number of direct payments to 
	Latest available 
	2016/2017 an improvement of only +3.5% was 
	all service 
	position is QE 31 
	achieved against the objective level sought of +10%. 
	(OGI = 826) 
	December 2017 (Q3): 
	demonstrated 751 direct 
	A review was undertaken within the Mental Health 
	payments. 
	Directorate, of clients that declined ‘Direct Payment’  SEHSCT 1,009 
	with clients advising that they were happy with their current service/delivery; they demonstrated 
	 SHSCT 743 reluctance to becoming an employer; and difficulties 
	 WHSCT 896 
	 Regional Total 
	challenging. 
	4,193 
	All new direct payments are now paid at the Trust’s Self-Directed Support (SDS) rate and now fall under the SDS OGI (5.3).  SDS provides the same choice and control without the issues of direct management and it is anticipated that direct payment may reduce as SDS gathers momentum.   
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	SHSCT 
	24 out of 1,381 in excess of 7-days equating to 1.74% in 2016/2017. 
	ACUTE HOSPITAL NON
	7.6.3 
	2017/2018 demonstrates an increase in performance 
	COMPLEX DISCHARGES 
	of +2.9% in comparison to 2016/2017 with the 
	(6-Hours): 
	number of non-complex discharges remaining  BHSCT 96% 
	By March 2018, ensure that all 
	relatively static.  
	 NHSCT 93% 
	non-complex discharges from an 
	 SEHSCT 87% 
	acute hospital take place within six 
	Discharge management continues to be a focus of
	hours. 
	demonstrated 91.6%. 
	the Trust planning around unscheduled care with key 
	(OGI = <6 hours = 100%) 
	actions including ‘Home for Lunch’; utilisation of both 
	 Regional Total 
	2017/2018 demonstrated 
	94% 
	34,386 out of 36,401 
	investment in ward based pharmacy to support junior discharges within 6-hours 
	medical staff; promoting ward flow and earlier compared to 
	discharge; and on-going focus on patient flow via the 32,359 out of 35,330 in 
	daily ‘control room’ function.  2016/2017. 
	7.7 
	PHARMACY EFFICIENCY 
	RAG status as validated 
	PROGRAMME: 
	in Director’s qualitative 
	By March 2018, to obtain savings 
	assessment at 31/3/18. 
	assessment undertaken.  
	set at £1.4 million, which has increased from the 
	of at least £38m through the 
	original estimated level of savings of £834,000. Regional Medicines Optimisation Efficiency Programme as a portion 
	Whilst the Trust will continue to contribute to this 
	of the £90m prescribing 
	objective this new level of savings sought is not 
	efficiencies sought, separate from 
	achievable without cutting pharmacy services or 
	PPRS receipts by March 2019. 
	limiting treatments offered by the Trust.  The Trust achieved savings of £737,000 at 31 March 2018.  
	Desired Outcome 8: People who work in health and social care services are supported to look after their own health and wellbeing and to continuously improve the information, support, care and treatment they provide 
	8.1 
	SEASONAL FLU VACCINE: By 
	The Chief Medical 
	December 2017, to ensure at least 
	period April 2017 to 
	Officer confirmed a 29% 
	40% of Trust staff (healthcare and 
	March 2018 = 28% 
	* uptake of frontline 
	social care staff) have received the 
	Health and Social Care 
	seasonal flu vaccine. 
	staff achieved by Trusts.  
	2016/2017. The Flu Vaccine programme finished on 
	(OGI = 40%) 
	31 March 2018. 
	Occupational Health is working on a new Peer vaccination model, for the 2018/2019 flu vaccine 
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	Infographic adapted from Information Analysis Directorate (DHSSPS) ‘Emergency Care Waiting Time Statistics for Northern Ireland (January – March 2018)’ 
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	Summary of Key Issues / Points of Escalation 
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	SHSCT >52-weeks Waits 
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	0 
	April 2016 -July 2018 
	SHSCT 
	Regional Total ->52-weeks waits 
	 Inpatient (IP) and Daycase (DC) waits over 52-week similarly increased with 23.0% waiting in excess of 52 weeks (2,393 people). The longest waits related to gaps in service capacity present in urology, general surgery, pain management and orthopaedics. 
	analysis is ongoing in this area to inform an options for improvement in this area. This will be finalised in Quarter 3. 
	 Primary Care Mental Health capacity has been adversely affected by staff vacancies, sick leave and Maternity Leave. Interviews have recently been held to recruit for replacement posts, however, if the successful candidates accept the posts they are unlikely to be in post until towards the end of Q3. The Trust has undertaken a number of actions to support adult mental health, including, additional recurrent investment for core staffing; review of appropriate threshold for Tier 3 services; and additional ca
	Annex A – Unscheduled Care Action Plan 
	Southern Trust -Report of Recent ED Pressures 31July 2018 
	The following report highlights key issues regarding recent ED pressures and action being taken by the Southern Trust as discussed and agreed with the HSCB at a meeting held on 20July attended by Trust Directors and Assistant Directors with Director of Commissioning and the Interim Director of Performance Management and Service Improvement and PHA representatives. 
	Unscheduled care pressures are increasingly experienced throughout the year on both our acute hospital sites such that the use of the terminology ‘winter pressures’ is no longer relevant. 
	The performance of the Trust’s ED Department against Ministerial 4 and 12 hour targets is reliant on a whole system response for delivery and is impacted by a myriad of workforce factors such as the availability and effectiveness of senior decision making and multidisciplinary team assessment processes as well as capacity in terms of inpatient beds and availability of appropriate community capacity to support timely hospital discharge to ensure safe, high quality care. 
	The Southern Trust experienced heightened pressures from the start of July and commenced an internal review to compare the current performance with the same period in the previous year and to identify key factors contributing. Appendix 1 summarises the key findings from start of July through the 12July holiday period. In summary a range of factors contributed to the Trust’s ED performance most of which falls outside the immediate management of the ED department itself. 
	The impact on elective care performance must also be noted.  Given the high volumes of red flag and urgent patient slots prioritised for theatre and outpatient slots, the Trust has tried to balance and protect elective work during what is the traditional summer period however, with heightened unscheduled pressures in July this year this approach to balance and protect elective care unfortunately impacts on unscheduled care including ED performance. 
	Some immediate lessons learned is the need for more robust implementation of the protocol  to refer to GPOOH from ED and also processes to ensure opportunities to refer to community based pathways such as ICS, reablement, discharge to assess and acute care at home are maximised. 
	The Trust works in partnership with the Southern USC Locality Network Group and has in place an internal USC Operational Improvement Group. An action plan is in place to progress work agreed through this forum as well as through the Transformation 
	Some actions require focused management and clinical actions and others require additional funding (mainly supporting workforce) to effect sustained change/ improvement. A summary of the key actions are as follows: 
	To address ED performance: 
	1. Actions to ensure a refocus on the 60 minute plan including the following performance KPIs: 
	2. ‘In-reach’ / pull -to frail elderly assessment and respiratory assessment areas (Subject to transformation funding re: ambulatory care). The Trust has highlighted the ability to increase assessment capacity on both hospital sites as a top priority critical to transformation of acute services locally. As identified by the DOH, the Trust has identified the necessary capital funds from its CRL in 2018/19 to support transformation. 
	: 
	3. Concerns raised by staff at ward level during the July holiday period resulting from additional patients placed on wards will be listened and responded to as appropriate. Co-design of the 18/19 escalation plan/processes and the ability to safely flex bed capacity will impact on future performance. 
	To improve patient Flow: 
	4. The Trust has established a quality improvement project to improve the site coordination/ control room functions working to optimise patient flow across both acute hospital sites. This includes system wide interface and liaison functions across all operational directorates. This is subject to transformation funding to support this change. 
	To increase capacity: 
	5. The Trust is focused on workforce planning to address the following key challenges impacting on USC: 
	6. The establishment of new paediatric units has opened the opportunity for additional bed capacity in the old children’s ward (3N) to address a number of safety and performance concerns related to bed utilisation.  The Trust is developing a business case to deliver additional bed capacity. This will be subject to identification of capital and revenue funding including the availability of appropriate workforce to ensure safe and appropriate staffing levels can be delivered. 
	To improve patient discharge: 
	7. The Trust will continue to focus on key KPIs aligned to optimising effective discharge including: 
	The Trust continues to seek to balance the delivery of safe and effective unscheduled care alongside the need to protect and ensure the safe delivery of elective care services for the local population. 
	A key focus for the Trust as agreed with the HSCB at the review meeting held on the 20July is over the coming months a corporate focus on delivery of our key transformation priorities including ambulatory care, control room and roll out / spread of new service models such as acute care at home, older persons assessment unit, discharge to assess principles, psychiatric liaison to ED etc. 
	System level support from the DOH, HSCB and other Trusts and primary care also remains critical to improving the Trust’s performance.  Funding support to progress transformation priorities in primary care as well as ambulatory care developments, new service models (i.e. elective), and appropriate bed capacity for delivery of safe care remains critical to performance improvement. 
	In addition, further work to progress a regional approach to care home placements as an interim care option as well as a regional agreement on a standardised approach to financial assessment to ensure equity across the region is also welcomed. 
	Appendix 1 
	ED Attendances: 
	 Increased 4% overall in line with annual growth patterns experienced re: demography however, DHH experienced 14% more attendances over the same 2 week period compared with 2017. No marked increase at CAH however, given our hospital network arrangement between sites including internal diverts etc. the overall attendance is relevant to individual site performance. 
	Admissions via ED: 
	 Fairly comparable to last year but DHH saw 30 more admissions over 2 weeks compared to 2017.  (DHH Avg 25/day – 30 to 31 on the 11& 12July). CAH had 70 admissions on 11July in run up to holiday period (daily average c.65/day) 
	Hospital Discharges: 
	 Discharges rates were comparable to the same period last year however, with increased attendances and low bed capacity this level is no longer enough to even maintain (versus improve) performance. In particular, low days on 12July &1416July(c 40-42 /day) contributed to the ‘tipping point’ on CAH site from 16– 19July before the position was recovered. 
	Outliers: 
	 As medical wards become saturated, the Trust must resort to outlying patients in another ward until the appropriate specialty bed becomes available. Compared with the same period last year, the Trust experienced a significant increase in outlying patients, on average 20 per day higher than over the same period last year and over the weekend of the 14and 15July this rose to 30 more outlying patients per day. This poses significant challenges to effective and efficient management of medical patients and con
	12 Hr target breaches in ED: 
	 Significant increases compared with last year on both sites 
	GP OOH: 
	 The GPOOH staffing has improved over last year and adequate cover was maintained over the period. In terms of pattern of attendances, the 13July saw the largest ever attendance related to ‘repeat prescriptions’. It is assumed this may have been a result of perceived or actual closure and lack of access to GP services on the 12 &13July. 
	Domiciliary Care Capacity in the Southern area: 
	 The ability to start and maintain appropriate packages of care in the community is critical to maintaining patient flow from hospital to community or to avoid hospital admissions. Capacity issues in both statutory and independent sectors are an ongoing challenge exacerbated by Independent sector providers ‘handing back’ 16 patients in the first week of July directly impacting on capacity of Trust delivered domiciliary care services. 
	Hospital Bed Capacity/ challenges: 
	Workforce: 
	E.g. ED, Acute Medicine 
	 Workforce challenges were further compounded by the changeover of junior grade staff at the start of July with previous post-holders more experienced and in place at CAH for 18+ months. 
	Core team capacity especially within District Nursing limits ability to accept patients requiring IV’s and Insulin therapy due to a range of workforce issues. 
	Summary Findings: 
	End 
	SOUTHERN HEALTH AND SOCIAL CARE TRUST 
	JULY 2018 DASHBOARD FOR AUGUST 2018 TRUST BOARD 
	CORPORATE DASHBOARD - JULY 2018 PERFORMANCE 
	The monthly performance report includes reporting against the 2017/2018 Commissioning Plan which reflects Ministerial priorities and contains 53 Objectives and Goals for Improvement (OGI), 44 are  relevant to the Southern Health and Social Care Trust or are Regional objectives to which the SHSCT will contribute.  Within the OGIs there may be several components which individually require to be achieved and also outlines a broad range of Associated Quality and Performance Indicators and these will be reported
	This report will develop as part of the Trusts performance management framework to include: 
	Performance at 
	TDP ASSESSMENT (against CPD objectives for 2017/2018) 
	July 2018 
	Green (G) 
	12 
	10 
	Amber (A) 
	16 
	17* Red (R) 
	OGI is unlikely to be achievable/affordable 
	16 
	17 Blue (B) 
	Not applicable (Not a Trust Target) 
	9 
	9 White W) 
	Not yet assessed 
	0 
	0 
	Note:  Amended TDP assessment totals 
	53 
	53
	* Includes Amber and Yellow Performance assessments 
	Summary of Performance against Objectives & Goals for Improvement July 2018 
	37% OGIs (20.5) Performance Assessed as 'Red - Not Achieved/Not on Track to Achieve': 
	4.2 GP Out of Hours 
	4.4.1 Emergency Department (4-Hour) 
	4.4.2 Emergency Department (12-Hour) 
	4.8 Diagnostic Reporting (Urgents) 
	4.9.3 Cancer Pathway (62-Day) 
	4.11 Diagnostic Test:  2-part OGI - <9-weeks and >26-weeks 
	4.12 In-Patient/Day Case Treatment:  2-part OGI <13-weeks and >52-weeks 
	4.13.2 Mental Health Out-Patient Appointment (Adult Mental Health) 
	4.13.3 Mental Health Out-Patient Appointment (Dementia Services) 
	5.4 Allied Health Professionals 
	5.5.2 Mental Health Discharges:  2-part OGI - >28-days 
	7.4 Hospital Cancelled Out-Patient Appointments 
	7.5 Service and Budget Agreement 
	8.2 Staff Sick Absence Levels 
	23% OGIs (12.5) Performance Assessed as 'Amber - Partially achieved': 
	1.3 Healthier Pregnancy Programme 
	1.4 Child Health Promotion (Healthy Child, Healthy Future) 
	1.5 Family Nurse Partnerships 
	1.7.1 Children in Care (Placement Change) 
	1.7.2 Children in Care (Adoption) 
	2.3.1 Healthcare Acquired Infections (C Diff) 
	5.5.2 Mental Health Discharges:  2-part OGI - >28-days 
	8.3 Q2020 Attributes Framework 
	13% OGIs (7) Performance Assessed as 'Yellow - Substantially Achieved/On Track for Substantial Achievement': 
	4.5 Emergency Department (2 Hour) 
	4.6 Hip Fractures 
	4.9.1 Suspect Breast Cancer (14-Day) 
	4.9.2 Cancer Pathway (31-Day) 
	6.4 UNOCINI Assessments 
	7.6.2 Acute Hospital Complex Discharges (7-Days) 
	7.6.3 Acute Hospital Non-Complex Discharges (6-Hours) 
	27% OGIs (15) Performance Assessed as 'Green - Achieved/On Track to be Achieved': 
	1.1 A Fitter Future for All (Obesity Levels) 
	1.2 Tobacco Control Strategy (Smoking Reduction) 
	1.9 Diabetes Strategic Framework 
	2.3.2 Healthcare Acquired Infections (MRSA) 
	2.4 Sepsis Bundle 
	6.2 Community Based Short Breaks 
	OUTPATIENTS 
	INPATIENTS/DAY CASES 
	DIAGNOSTICS -ENDOSCOPY 
	DIAGNOSTICS -NON-IMAGING 
	CHILDREN & YOUNG PEOPLE'S SERVICES -AUTISM 
	MENTAL HEALTH SERVICES (MHD) 
	ALLIED HEALTH PROFESSIONALS (AHPs) 
	IP = Elective In-Patient DC = Day Case NOP = New Out-Patient 
	Quality care – for you, with you REPORT SUMMARY SHEET 
	Version FINAL DRAFT Approved at SMT 19- Sep-18 For Approval at Trust Board 27-Sep-18 
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	This Trust Delivery Plan (TDP) represents the response of the Southern Health & Social 
	Department of Health -sets the 
	Care Trust to the Health & Social Care Board 
	Commissioning Plan Direction 
	(HSCB) & Public Health Agency (PHA) 
	Health and Social Care Board The Commissioning Plan itself is developed in response to the Draft Commissioning Plan (PHA) – publish Commissioning Direction 2018/19 published by the Department of Health (DOH). It sets out the priorities, aims and improvement objectives for Southern Local Commissioning 
	the Health & Social Care (HSC) sector. 
	Group (SLCG) – ‘Priorities’ 
	It identifies specific areas of focus for the 2018/19 financial year but also seeks to set 
	Southern Health and Social Care 
	these within the context of the broader 
	Trust Trust Delivery Plan 2018-19 
	outcomes that the Department and the HSC want to achieve as we work together to build a world-class health and social care service for the people of Northern Ireland. 
	It also identifies a number of associated quality and performance indicators against which the HSC should monitor performance and take improvement action as required. The Direction is structured around four strategic aims linked to the most recent publication of the vision set out for Health in Health and Wellbeing 2026 ‘Delivering Together’: 
	This TDP will provide a response to the regional commissioning priorities and decisions for 2018/19 set by the Department of Health and the HSCB & PHA as well as priorities and decisions being taken forward at a local level by the Southern Local 
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	Commissioning Group. It also advises of the Trust’s position in regards to each of the quality and performance indicators identified under each of the 4 key themes. 
	2 Local Context – Summary Overview 
	Over the last 2 Comprehensive Spending Review (CSR) periods, the Trust has a balanced financial position with regard to cash release and productivity targets. Current financial planning is set in the context of the Southern Trust’s overall position with respect to performance, relative efficiency and significant demographic pressures compared with the rest of the region: 
	Some Facts & Figures: 
	-Turnover 7.9% -Sickness and Absence 5.25% 
	continue to demonstrate the Trust’s efficiency relative to peers. 
	• Demography: We have seen local population growth of 23.7% between 2000 and 2017 compared with the NI average of 11.2% and the Southern area is projected to grow at a higher rate within all age groups than the rest of Northern Ireland. An overall 19.9% increase is projected in the total population of the Southern area between 2017 and 2039 compared to a 7.9% increase for Northern Ireland as a whole.  
	5| Page 
	The Trust’s operational performance and financial saving requirements for 2018/19 are set in the context of what has already been achieved as well as emerging pressures within our hospital and community services particularly in relation to our demographic growth and increased demand in unscheduled care. 
	The Trust understands that the Department of Health’s expectations in relation to the Trust Delivery Plan process in 2018/19 are as follows: 
	Our approach in 2018/19: 
	The Trust welcomes the opportunity for greater flexibility however recognises the significant challenge this presents in the context of an underlying ‘recurrent’ deficit position. To that end, the Trust will prioritise recurrent funding to address service pressures resulting from sustaining delivery of current service models in the first instance. 
	Traditionally any additional in year non recurrent financial allocations or ‘slippage’ is allocated to support achievement of issues affecting patient safety and key performance targets in the first instance and to minimise the in-year impact on core service delivery of longer term savings plans that are necessary to address the recurrent deficit position. 
	The Trust’s financial plan for 2018/19 is detailed in Section 4. The Trust anticipates key challenges in 2018/19 related to increasing demand and significant workforce pressures impacting on performance. The Trust’s overarching priority will be to deliver safe, high quality health and social care to local service users. 
	6| Page 
	In line with the NI Executive’s Programme for Government, it is expected that Trusts review their strategic plans to align to the revised departmental planning horizon and reflect the outcomes and indicators when finalised. During 2018/19, the Trust will continue to assess our plans in this context and in respect of wider Health and Social Care changes, including how the recommendations of the Donaldson Review “The Right Time: The Right Place” (December 2014) are progressed and specifically the outcomes set
	‘Delivering Together’ provides a roadmap for radical transformation in Health and Social Care (HSC) and highlights the critical role that ‘Co-production’ and ‘Co-design’ must play in this reform. The Trust welcomes and supports this commitment that will build on the effective community development and strong personal and public involvement (PPI) approaches that are well established in the Southern area. 
	The Trust will continue to work at a regional level to deliver the service transformation set out in ‘Delivering Together’ 
	In June 2017, the Trust Board endorsed our new four year Corporate Plan 2017/18 
	– 2020/21 ‘Improving Together’. This four year plan builds on our previous 3 year Strategic Plan 2015-2018, “Improving through Change” and sets out the strategic direction for the four year period. It includes challenges and opportunities to create better health outcomes for the population in the Southern area. 
	Our Corporate Plan recognises the need for service reform as a result of the changing needs of our local population, new ways of delivering care and treatment and the financial and workforce resources available to us. 
	The 
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	Despite the challenges facing the health and social care sector, we remain committed to the corporate objectives of the Trust and where appropriate we will publically consult with our key stakeholders on service change. 
	In planning for these changes we will work with our staff (eg the unscheduled care ‘café conversations), service users and carers, families and our wider local communities to better inform and influence how we develop and improve our services. 
	A Summary of some of the key features of our local demographic profile that impacts on our Trust Delivery Plan is as follows: 
	During 2018/19, it is expected the Southern Trust area will be required to respond to: 
	• Increased numbers of people with one or more long term condition. Over 52,000 people in the Southern area are on a GP register of people suffering from hypertension, whilst 22,574 people are registered as having asthma. Over 17,000 people (aged 17+) are on GP registers as having diabetes and over 14,000 are registered as having heart disease. Many will be registered as having more than one condition, the likelihood of which increases with an ageing 
	8| Page 
	population. In terms of mental health, 3,186 people were on registers in Southern area GP practices as having a mental health condition; 
	Qualities and Outcomes Framework Data Southern Area 2017 
	These include: 
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	and retaining medical, nursing and other professional staff, given the shortages regionally and nationally. In 2017/18 the Trust used demography funding to fund a number of additional medical posts. Recruitment to these posts and existing vacancies is ongoing. In 2018/19 it is proposed to strengthen the Infection 
	rd
	Control service, including recruiting a consultant microbiologist and associated team; 
	The Directorate has highlighted 2 particular areas of pressure as part of the Transformation process: 
	These include: 
	• Increased number of Looked after Children (LAC) in the Southern Trust (547 June 2018 compared with 525 in 2017 and 375 in 2011). This equates to a 46% increase in the Looked after Children population over the past seven years. The associated budgetary implications of this service pressure include additional 
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	basic costs of placement provision and professional supports in addition to significant increase in legal fees. These challenges have also been reflected in a significant increase in staff associated costs as each Looked After Child has to have an identified statutory social worker; 
	These include: 
	As demonstrated in section 2, year on year the older population in particular is increasing and with that there is a need for core teams to support an increasing 
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	number of individuals with increasingly complex conditions, in either their own homes or other community settings, to remain as independent as possible. It will be important that Trusts are supported to enhance the existing core teams and services that are experiencing increasing demands due to demographic and epidemiological changes in the populations we serve. 
	The Directorate also continues to face significant challenges regarding the appointment of all disciplines of staff, including medical staff, given the limited availability of staff across the region. This affects the delivery of core services such as District nursing, AHPs, GP Out of Hours, Non-Acute Hospitals and Acute Care at Home, and may also impact the implementation of transformation projects. Service KPIs are also affected including GP Out of Hours, which is on the Directorate Risk Register. The Tru
	Capacity in domiciliary care remains a challenge with unmet need. Instability in the market place is a feature with the Trust having to provide contingency care arrangements on an ongoing basis. A range of recruitment and patient centred approaches are in place within the Trust. 
	Support for implementation of the Regional Domiciliary Care Workforce Report ‘A Managed Change’ would be welcomed including fair pay/hourly rates to providers, career pathway development and retention approaches. 
	Compliance with Self Directed Support (SDS) targets is of concern especially in terms of the uptake levels for some groups including older people. Procurement to facilitate “Managed Care Budgets” and equity of access in line with eligibility criteria for traditional services versus SDS options also needs further consideration by the Commissioner. 
	Governance arrangements with the Independent Sector including Domiciliary Care Providers and Care Homes need to be strengthened to assure ourselves of quality care and financial probity. Internal arrangements within the gift of the Trust have been strengthened and the Care homes transformational projects will impact positively on quality care provision. Further regional approaches are welcomed including “Live Monitoring” of domiciliary Care. 
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	Supply and Recruitment 
	The shortage of Registered Nurses across the UK, and indeed globally, continues, which impacts directly on the Trust’s ability to replace vacant posts. The Trust welcomes the increase in the number of commissioned student nurse and student midwife places by the Department of Health as one measure of contributing to addressing this shortage. 
	Actions being taken address: 
	Delivering Care 
	Delivering Care is a policy framework, commissioned by the Chief Nursing Officer, Department of Health, to support the provision of high quality care which is safe and effective in hospital and community settings. This has been progressed through the development of a series of phases to determine staff ranges for the Nursing and Midwifery workforce in a range of major specialties. The only phase that has received full funding in order to implement the agreed safe staffing level is Phase 1, acute medical and
	The Future Nurse 
	The Nursing and Midwifery Council (NMC), as the United Kingdom regulator for the professions of nursing and midwifery, undertook a radical review of nurse education standards over the past two years. The new standards for nurse education have been ratified by NMC Council and are due for implementation in Northern Ireland in September 2020. The Trust is working with the three local universities, the Department of Health and the other Trusts, to plan for implementation. 
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	The Southern Trust continues to work to address the short, medium and long term workforce challenges facing our medical workforce, particularly in our Acute Services Division, including: 
	The Southern Trust continues to work to analyse and improve recruitment and advertising strategies, with the aim of reaching a wider pool of potential medical staff across the UK and further afield – with a focus on hard-to-fill posts. We continue to engage with the ongoing regional International recruitment campaigns. Student Physician Associates are now on placement within the Trust, with plans to recruit permanent Associates once training period is complete. The Trust has also recruited its first qualifi
	Following the February 2018 changeover of rotational doctors in training, the vacancy rate in respect of fully funded training posts was approximately 9% (21 vacancies out of a total population of 235 training doctors). In addition there were a further 4% part-vacancies (11 out of our total 235 training doctors) as a result of part time doctors being allocated into full time positions. The Southern Trust continues to monitor and report on the impact these vacancies have on working patterns and the risks ass
	Regional Northern Ireland fill rates for Junior Doctor posts from NIMDTA continue to decrease year on year, and increased challenges from August 2018 are being experienced. 
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	In addition to medical and nursing vacancies, the Trust continues to face challenges linked to the availability of staff in other professions, including clinical psychologists, day care support workers and domiciliary care staffing to support community based services and maintaining individuals in their own homes. 
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	The Trust Delivery Plan details how the Trust plans to deliver against each of the service requirements which have been identified for 2018/19 in order to provide assurances around the effectiveness of the Trust’s governance arrangements and our plans to strengthen existing arrangements to ensure the transparency and accountability of our performance. 
	During 2018/19 the Trust will be expected to achieve financial break-even and specifically to deliver on challenging performance targets set out in the commissioning plan. Our plans to achieve this are set out in Section 4 reflecting a balanced approach to pragmatic, in year actions alongside focused processes to identify the local reforms that will contribute towards securing the recurring financial savings required. In particular: 
	The Trust has a culture of quality improvement and continually strives to build capacity and capability that empowers front line staff to make improvements in how we deliver services. The Trust will continue to utilise its Best Care Best Value approach to ensure that service reforms aimed at improving care, increasing capacity and improving performance are progressed during 2018/19 with particular emphasis on prioritising our resources to address key service pressures in unscheduled care, addressing workfor
	The Trust has in place robust monitoring and accountability arrangements for the delivery of targets and implementation of the service improvement and reform priorities. 
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	The Trust will continue to work in partnership with the HSCB, PHA and Southern LCG to deliver improvements in quality, productivity, efficiency, effectiveness and patient and client outcomes and experience as set out within the draft Commissioning Plan for 2018/19. 
	The Trust remains committed to seeking to maximise performance against specific Objectives and Goals for Improvement (OGIs) and has agreed trajectories for improvement in identified areas for 2018/19 in line with new performance management arrangements. However, this is set in the context of significant unscheduled care, financial and workforce pressures faced by the HSC during this financial year. 
	The sections below detail the Trust’s assessment of its anticipated performance against OGIs however, it should be noted that this assessment of performance is subject to possible change linked to the impact of continued workforce pressures and the current financial position as detailed in Section 4. 
	The Trust’s response to each of the target areas has been assessed as: 
	Summary Assessment of Targets 
	Of the 67 priorities in the Commissioning Plan Direction 2018/19, 3 are identified as not applicable to the Trust and 17 are regional/multi-agency objectives to which the Trust will contribute. For these regional/multi-agency objectives the Trust has assessed its own contribution and made an assessment of achievability of this. 
	An overall summary of the Trust’s assessment of deliverability of the targets / indicators set for 2018/19 against the RAG status index is provided in the table overleaf. 
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	The table overleaf provides a summary overview of the Trust’s assessment against each individual OGI. It should be noted that a RAG status has been included for individual elements of each OGI where applicable and these have been considered in informing an overall achievability status to the target. 
	This section also provides a rationale for the assessment of each OGI based on the current known context at time of writing the TDP. 
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	2018/2019 COMMISSIONING PLAN DIRECTION FORMING INTERIM OBJECTIVES AND GOALS FOR IMPROVEMENT FOR2018/2019 
	Desired outcome 1: Health and social care services contribute to; reducing inequalities; ensuring that people are able to look after and improve their own health and wellbeing, and live in good health for longer. 
	In 2017/2018 1317 people were engaged with and set a ‘quit date’ and at 4-weeks 65% of these people remained quit. 
	In 208/19 the Trust will seek to engage with a total of 1657 people and set a ‘quit date’ to include: 
	Trust actions will include training of 460 staff to deliver ‘brief 
	Desired outcome 4: Health and social care services are centred on helping to maintain or improve the quality of life of 
	people who use those services Trust Response 2018/2019 
	The Trust, in respect of the Bannview Practice, has increase the number of available appointments in 
	established a multi-disciplinary team capacity of Nurse GP practices compared to 2017/2018 
	Practitioners and Pharmacists along with the GP which will 
	facilitate an increase in the number of available appointments within the Practice. 
	Lead Director – OPPC 
	However, a baseline of available appointments requires to be established to facilitate analysis of the increase and this work will be taken forward in year. 
	Whilst there is no baseline the practice has increased capacity which sees this objective achieved. 
	acute/ urgent calls to GP OOH triaged within 20 87.70% 
	minutes. The Trust continues to be challenged to provide full cover in GP Out of Hours despite a range of on-going initiatives. In addition to G.P provision the current service provision includes; Home Triage, Nurse Advisors (Triagers), Nurse Practitioners and Pharmacists. 
	Lead Director – OPPC 
	The Trust has undertaken a number of initiatives to reduce inappropriate contacts in the out of hours period and whilst on occasions contacts have reduced, there are days when there has been an increase. Unfortunately funding has been based on contacts and has been reduced which presents challenges in sustaining the current level of capacity to meet 
	(cancer) and clinically urgent referrals in the first instance; non recurrent resources have been made available for red flag/urgent work however this does not typically impact on wait times; and 
	• Utilisation of funding secured via the confidence and supply monies to address longest waits including CT and MRI. 
	The ability to improve performance will require recurrent investment, with the ability to secure both the necessary infrastructure and workforce. Due to the volume of specialist CT procedures, where additional capacity cannot be secured in house the Trust is unable to eradicated waits over 26 weeks 
	Physiological Measurement – The Trust does not anticipate achievement of this objective associated with recurrent capacity gaps and accrued backlogs. 
	The Trust has received recurrent funding for one element of Cardiac Investigations (TTEs) however this does not meet the gaps within the other diagnostics and does not address the backlog. The Trust is further challenged with its ability to recruit and retain the Cardiac Physiologist workforce. 
	Endoscopy – The Trust does not anticipate achievement of this objective associated with workforce issues and the competing clinical demands for red flag (cancer); clinically urgent; urgent planned repeats (backlogged); routine planned repeats (backlogged); and routine. 
	Challenges prevail however in the provision of specialist CT diagnostics including colonography and angiography due to increasing demand and limited provision. 
	Actions to improve include: 
	The ability to improve performance will require recurrent investment, with the ability to secure both the necessary infrastructure and workforce. Due to the volume of specialist CT procedures, where additional capacity cannot be secured in house the Trust is unable to eradicated waits over 26 weeks 
	Physiological Measurement – The Trust does not anticipate achievement of this objective associated with recurrent capacity gaps and accrued backlogs. 
	Whilst the Trust has received recurrent funding for one element of Cardiac Investigations (TTEs) this does not meet the gaps within the other diagnostics. The Trust has been allocated non-recurrent funding from the Confidence & Supply deal to facilitate the clearance of patients waiting in excess of 26-weeks at 31 March 2018. 
	under the Self Directed Support approach. The Trust undertook a number of actions to seek to improve uptake in 2017/2018 including: 
	Despite this, challenges remain including a general reluctance of individuals to become an employer and a reduced workforce providing care support (as experienced in domiciliary care). The requirement for a short (declarity) order from the Office of Care and Protection for individuals with limited capacity has also had a negative impact on the uptake of direct payments, particularly in dementia and older persons programmes associated with the timeline for this. 
	All new direct payments are now paid at the Trust’s Self-Directed Support (SDS) rate and now fall under the SDS OGI (5.2). SDS provides the same choice and control without the issues of direct management and it is anticipated that direct payment may reduce as SDS gathers momentum. As such the assessment of this objective for this year remains as not likely to be achieved. 
	To improve understanding of trends in these areas the Trust will actively monitor trends in uptake by programme of care. 
	the Southern Trust will be embarking on a significant plan of action over the coming months which once facilitated will give assurance that the Southern Trust is committed to fully implementing both Self Directed Support and Managed Budgets (once outstanding regional legal, contractual and procurement issues have been resolved). 
	The Trust has taken a number of actions in year to increase uptake including: 
	Whilst the Trust is committed to working towards the implementation of Managed Budgets, challenges remain including continued work still needing to be finalised with regional contracts, DLS, PALS & HSCB to significantly increase individual choice and control for individuals hoping to avail of SDS and as such the Trust has assessed this 
	total available bed capacity for both learning disability and mental health. 
	Patient flow challenges are resulting in the emergence of a new ‘long stay’ population that consists of people with rehabilitation and/or complex needs that are proving difficult to manage in the community. 
	Trust actions include: 
	Challenges also prevail around the lack of consistent regional agreement on specialist rates affecting the ability to secure value for money locally. The Trust will seek the support of the social care procurement unit to consider procurement of high cost/complex packages and stimulation of the market sector to achieve greater value for money where opportunities present. 
	The Trust has assessed this objective as not achievable. 
	be embedded in all programmes. 
	A range of initiatives are in place to support level 2 training programmes. However achievement of this target is more challenging associated with the current level of resources and capacity available to support/ deliver the required training and the timeline associated with Level 2 training, as typically the programmes are of a longer duration and may not be completed in year. 
	Examples of programmes in place include: 
	submitted a bid for establishment of a temporary Trust dysphagia team from transformation funding to include one Band 8a Service Implementation Lead, two Band 7 AHPs (1 Dietetics and 1 SLT) and two band 4 support staff. 
	The Trust will contribute and support the development of training at a regional level. 
	Regional Commissioning Plan Priorities 
	UNSCHEDULED CARE (9) 
	ELECTIVE CARE (7) 
	MATERNITY & CHILD HEALTH (14) 
	FAMILY AND CHILDCARE (13) 
	CARE OF THE ELDERLY (13) 
	MENTAL HEALTH (10) 
	LEARNING DISABILITY (6) 
	PHYSICAL DISABILITY (3) 
	Not Applicable 10 
	Not Applicable 5 
	Not Applicable 2 
	Diabetes (11) 
	Respiratory (4) 
	Non Applicable 1 
	Cardiovascular (5) 
	Non Applicable 1 
	PALLIATIVE CARE SERVICES (7) 
	Local Commissioning Plan Priorities (15) 
	The Financial Strategy for the Trust moving into 2018/19 is set in the context of the approach to future financial planning outlined by the Department of Health in October 2015. In summary the approach was aimed at identifying all available opportunities that could be deployed in seeking to manage a challenging financial position, whilst also securing delivery of reform and transformation. 
	The approach identified a number of key principles that apply to the current financial year:
	Financial Position 2018/19 
	The Trust is responsible for developing a financial plan which demonstrates the ability to live within the overall allocation and the savings which are planned to achieve. The Trust, in agreement with HSCB/PHA, will continue to redirect £1.9m of 2015/16 demography funding to support the ongoing pressures at Daisy Hill Hospital Emergency Department. 
	The Health and Social Care system has been working collaboratively to address the significant financial pressures facing the service in 2018/19. It has been well publicised that the cost of providing services is increasing, with estimates suggesting 5-6% annually. This is due to an increasing ageing population with greater and more complex needs, increasing costs for goods and services, growing expertise and innovation which mean a more extensive range of continually developing services are available, suppo
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	The forecast cost to maintain existing services in 2018/19, was estimated in the December 2017 Northern Ireland Budget Consultation, to be some £5.466m in NI. This represents an increase of £281m or 5% when compared to the overall outturn for 2017/18. 
	The outlook for 2018/19 is indicating that the capital and revenue resources will be increasingly constrained. The Trust has been working closely with the HSCB and DoH to financially plan for 2018/19. On 8March 2018 the Secretary of State for Northern Ireland announced a budget for Northern Ireland. 
	The scale of the gap between funding and costs is reflected in the amount to be released by Trusts through opportunities for savings\income generation of some £61.6m, summarised as follows:
	Regional savings\income generation opportunities 
	This is against a background of increasing demand in both acute and community services at Trust level, waiting list pressures and an already stretched resource base. 
	Initial figures indicated that even after all savings and efficiencies above are delivered, an unfunded gap of some £31m would remain. However, recent communications from HSCB has confirmed that the DoH has secured non-recurrent funding to bridge this gap, removing the requirement for a permitted overspend by Trusts in the form of a planned “control total”. 
	The Trust has received confirmation of its indicative allocations and contribution requirements towards the savings targets, these are summarized below:
	Trust requirements against regional savings\income generation opportunities 
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	The most significant observation from the above is that the Trust has not been tasked to contribute to the overall regional gap of £44.7m. The Trust’s fair share of this funding gap is £7.3m. Ongoing negotiations between the Trust, the HSCB and DoH specifically around the capitation inequity gap have secured this positive result for 2018/19 which means the Trust is not required to make this level of savings. 
	It is important to remember, that before account is taken of the new savings targets above, the Trust entered the new financial year with an opening recurrent gap of some £16.3m. A regional review conducted by Directors of Pharmacy has concluded with a marginal revision being made to the recurrent impact of the 2017/18 savings generated from the medicines optimisation programme. This has added £0.2m to our opening gap. HSCB have now confirmed funding of £15.8m to support in part this revised opening gap, le
	Total Gap to be Addressed before additional pressures 
	The Trust has received confirmation from HSCB and PHA of a level of indicative funding available for 2018/19 totalling £614.5k. The Trust is assuming that the PHA will continue to fund a number of projects on a non-recurrent basis, totalling £200k, that commissioned courses will be funded by the DoH to the level of £900k and that £1.9m funding will be released to support Undergraduate Medical and Dental Education. 
	In addition the Trust is also anticipating non-RRL income from a range of different sources as indicated below. These figures have been established by using the 2017/18 actual audited position reduced for one-off elements of income and by increasing other income streams to represent the full year effect of recurrent income received part way through 2017/18. 
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	Total Income Available 2018/19 
	In estimating the expenditure projections for 2018/19 there are a number of factors to take into account:
	In advance of taking into account emerging pressures the Trust expects to spend some £666.9m during 2018/19. 
	The total gap therefore between committed expenditure and indicative income before new pressures in 2018/19 is as summarised below. 
	A robust financial strategy must also address all known new and emerging inescapable pressures. The Trust has identified an inescapable pressure of £1m, directly associated with superannuation auto-enrolment and this must therefore be added onto the gap of £2.6m identified above, increasing the total savings requirement to £3.6m. 
	Addressing the Forecasted Gap 2018/19 
	This section will deal with each component of the gap in turn:
	• £1.8m of the remaining gap is directly related to the predicted underachievement of the Trust’s share of the medicines optimisation savings target. The target to be achieved is £1.9m plus the balance of £0.2m from 2017/18. The HSCB then confirmed £309k non-recurrent funding support creating a gap to be resolved of £1.8m. The Trust is confident that it can secure £548k of the remaining target leaving a shortfall of £1.2m. 
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	Regionally there is currently a gap of almost £10m against this target. At the point of writing, HSCB and DoH colleagues have not yet identified a source of funding to assist with bridging this gap and advised that, at this stage; 
	Remaining Gap to be addressed is £2.9m and is summarised below:
	A range of no\low impact proposals, totalling £2.9m, have been identified to address the remaining gap, they are:
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	time required to recruit it is not unreasonable to expect an unplanned non-recurrent expenditure benefit of a minimum of £0.8m. 
	The table below summarises the overall gap to be addressed and the measures being proposed to address this gap. 
	HSCB has advised that the preparation of this financial plan should be based on an assumption that any emerging pressures together with undelivered in year savings are required to be addressed by alternative savings proposals. The Trust, through the above measures, has addressed in full the in-year savings requirement and will present break-even. In addition the Trust has identified a few emerging pressures, namely additional agency and locum expenditure and increased costs associated with Looked After Chil
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	The Human Resources & Organisational Development Directorate has a central role to play in supporting the Trust to achieve its strategic objectives during 2018/19 in what will be another challenging and changing time in the delivery of services to patients and clients in the provision of health and social care. The Directorate, through the Business Partner arrangements continues to work closely with other Trust Directorates and Trade Unions to develop and deliver services, in order to meet the needs of our 
	During 2018/19, the HR Directorate will undergo a period of restructuring with a result that there will be greater strategic capacity for organisational development and development of our core HR services to provide a more focused and integrated approach to strategic workforce, organisational development and people management issues. 
	The Department’s Workforce Strategy ‘Delivering for our People’ has been launched in early 2018/19, and provides the overarching framework for resolving fundamental problems with the supply, recruitment and retention of the highly trained and talented health and social care workforce in NI. The Trust will be actively involved in the implementation structures at regional level associated with the HSC Workforce Strategy.  
	The Trust’s Workforce Strategy for the next 5 years (2019 – 2024) will be developed in line with the overarching HSC Workforce Strategy with an annual management plan to set out the programme of work for the Human Resources Directorate for each year which will support both the regional and local Workforce Strategy and Trust Corporate Plan. 
	A key part of the Trust’s workforce strategy will be in Workforce & Organisation Development. The Trust is committed to building the capacity of the organisation and its workforce to achieving improved outcomes and high quality, safe and effective standards of patient/client care, within a challenging environment. The Trust’s Staff Survey Action Plan continues to provide the focus for a range of initiatives. 
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	Key activities for 2018/19 are as follows:
	The Trust remains committed to ensuring effective Recruitment and Selection as a means to ensure the right people, with the right skills are deployed in sufficient numbers in the right place, at the right time, to allow the Trust to effectively deliver all essential services. However, given the ongoing recruitment and retention difficulties particularly in the medical and nursing workforces, but not exclusively, there are significant challenges to this. 
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	In the above context, key areas for 2018/19 in terms of improving how we attract, recruit and retain staff, will be: 
	HR continues to assist managers with the challenge of workforce modernisation and reconfiguration of services in line with service reform priorities. This will nurture quality improvement and innovative approaches to the way services are delivered to ensure safety and quality of care for our patient and clients. 
	In 2018/19, in order to achieve the successful delivery of service reform and modernisation, quality improvements, increased productivity and reduced costs, the workforce modernisation programme will:
	The Trust will continue to use workforce management information and analysis to support its decision making for service delivery, including workforce planning which is critical in helping the Trust ensure it has the right people in the right place at the right time to deliver, and modernise, health and social care services. The Trust will also continue to support Directorates and work in partnership with DOH, HSC Board, Trade Union representatives and staff on various workforce planning initiatives. The Tru
	Section 75 of the Northern Ireland Act 1998 (the Act) requires public authorities, in carrying out their functions relating to Northern Ireland, to have due regard to the 
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	need to promote equality of opportunity and regard to the desirability of promoting good relations across a range of categories outlined in the Act. In our Equality Scheme we set out how the Southern Health and Social Care Trust (the Trust) proposes to fulfil the Section 75 statutory duties. We realise the important role that the community and voluntary sector and the general public have to play to ensure the Section 75 statutory duties are effectively implemented. Our Equality Scheme demonstrates how deter
	The Trust is also mindful of the Human Rights Act, which was enacted in October 2000, and will seek to ensure that this Scheme is compatible with the European Convention on Human Rights. Further, the Trust is mindful of its duties under Section 49A of the Disability Discrimination Act 1995 (DDA 1995) (as amended by Article 5 of the Disability Discrimination (NI) Order 2006) when carrying out its functions.  
	Through the application of our Equality Scheme, specifically through the methodologies of Equality Screening, Equality Impact Assessments (EQIA) the Trust will seek to promote and further its equality duties. 
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	The Trust has received notification of its Capital Resource Limit (CRL) for 2018-19.  Capital allocations are confirmed for the following projects: 
	229 | P a ge 
	Primary and Community Care 
	Newry Community Treatment and Care Centre (CTCC) 
	The new Community Treatment and Care Centre (CTCC) in Newry is one of two pathfinder projects in Northern Ireland, to test the affordability and viability of a revenue based solution to funding primary and community care infrastructure, as an alternative to the traditional capital procurement route, given constraints on available capital funding. 
	In April 2013, Ministerial Direction confirmed that the project should proceed to third party development (3PD) procurement and in February 2016 the Trust received an instruction from the then Department of Health Social Security and Public Safety to proceed to appoint the Preferred Bidder for the Newry CCTC project. 
	In 2017/18 the preferred bidder was appointed and works concluded on the detailed design of the building. The project is now reaching the end of the Preferred Bidder stage of procurement. The Trust will conclude the Review of Design Data (RDD) and a Full Business Case (FBC) will be developed and submitted to the Department of Health and the Health and Social Care Board. It is currently anticipated that the formal award of contract for the new facility will be undertaken in late Autumn of this year, with the
	Dungannon Health & Care Centre 
	The Primary Care Infrastructure Programme Strategic Implementation Plan (SIP) sets out the regional plan for investment in primary care infrastructure and is based on a hub and spoke model. The Department of Health (DoH) recognises that further Primary and Community Care Centre developments (hubs) will be required to deliver the Minister’s vision, Health and Wellbeing 2026: Delivering Together. The DoH has reaffirmed this position and has requested the HSCB and the Health and Social Care Trusts (the Trusts)
	230 | P a ge 
	The Trust continues to be committed to the delivery of the NI Executive Asset Management Strategy which requires the optimum use of property assets and rationalisation of surplus assets and vacant assets for which there is no deliverable foreseeable need, ensuring property costs demonstrate value for money. The Trust has agreed its planned and potential disposals for 2018/19 and progress against targets will continue to be reviewed with the Department of Health Asset Management Unit through the current esta
	General Capital / MES UPDATE 
	The Trust has received a General Capital Allocation for 2018/19 of £4,286,410 General Capital will be allocated to the following areas: 
	Trust Capital Priorities Review 
	The Trust has completed a capital prioritisation exercise led by DHSSPS which was submitted in July 2016. Given the age and condition of the Trust infrastructure and particularly the challenges presented in the current acute hospital estate, this prioritisation proved extremely difficult as a number of schemes would be seen by the Trust as being a priority 1. 
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	The Trust’s top 5 ranked schemes were: 
	-Craigavon Area Hospital Pharmacy Aseptic Suite (which has been 
	subsequently approved and is being constructed, as per CRL allocation 
	above); -Craigavon Area Hospital Site Redevelopment Phase 1; -Craigavon Area Hospital 2CT Scanner (which has been subsequently 
	approved, as per CRL allocation above); -Daisy Hill Hospital Evacuation Strategy; -Oakridge Day Care Centre for Adults with a Learning Disability. 
	There is a severe low voltage capacity constraint at Craigavon Area Hospital which will restrict future development on the site. A project is in progress which will identify a preferred option to increase capacity and an outline business case will be submitted to the Department of Health in 2018/19. 
	The Trust has identified a range of measures to address the gap during 2018/19. These measures include payroll reductions and non-recurrent slippage on financial investments. The details of these proposals are included in the Financial Templates attached in Appendix 1. 
	“Health & Wellbeing 2026: Delivering Together” set the blueprint for how the health and social care system is to be transformed. In response, the Department of Health and HSCB has set out plans for investment in 2018/19 and 2019/20. 
	The Trust will work in partnership with the DOH and HSCB to implement local transformation projects in line with funding allocated to the Trust. Some examples of transformation areas that the Trust will focus on in 2018/19 are as follows: 
	The Trust welcomes the availability of transformation funding to support a range of services for local people however, acknowledges that delivery of the programme will also present some challenges/risks during the 2018/19 period, which will need to be kept under ongoing review including: 
	The Trust has re-designated its well established Best Care Best Value Programme to establish a Transformation Programme Board that will provide strategic oversight, work with DOH/HSCB Project leads to agree expected outcomes and ensure effective implementation of the Transformation Programme within the Trust. 
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	The Trust has an Integrated Governance Framework in place which brings overall coherence to the various component parts of governance. This sets out the arrangements by which the Trust Board, which has primary responsibility for effective governance, will be assured that there is a comprehensive system for all aspects of governance including financial, organisational, clinical and social care; that objectives are being met and services are safe and of a high quality. Committee structures are in place to ref
	The Governance Committee is the overarching strategic Committee responsible for providing assurance to the Board on all aspects of governance (except financial control which is the remit of the Audit Committee). The Trust continues to strengthen its governance arrangements and their effectiveness will continue to be regularly considered by this Committee. 
	A systematic approach is taken to ensure that the systems upon which the Trust relies are challenged and tested. The Board Assurance Framework is an integral part of the Trust’s governance arrangements and is compiled in conjunction with all Directorates. The Assurance Framework for 2018/19 defines the organisation’s objectives, identifying risks to their achievement, highlighting the key controls through which these risks will be managed and the sources of assurance about the effectiveness of these control
	The framework will provide the Board with the necessary information to enable them to: 
	The Corporate Risk Register is complementary to and works in conjunction with the Assurance framework. A high level summary of the Corporate Risk Register is included with the Board Assurance Framework and this provides the Board with information on other significant risks that are under active management and review. The Corporate Risk Register is reviewed by the Governance Committee on a quarterly basis and by SMT monthly. 
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	The key components of Risk Management within the Trust are underpinned by the Controls Assurance Standard for Risk Management and the Trust’s Risk Management Strategy and procedures for the identification and management of risk within the organisation. 
	Each service Directorate has a Governance team who facilitate the senior management of the Directorate (the Director, Assistant Directors and Associate Medical Directors) to identify, assess and manage risk within their area of responsibility. 
	The key objectives for 2018/19 are to promote further the risk identification and management process within all Directorates across all divisions and within each team of staff working within the Trust. The Senior Management Team and Trust Board via the Governance Committee will keep under regular review the identified risks ensuring they are managed, monitored and escalated externally where appropriate. Directorate Risk Registers are in place at team, division and directorate levels within the Trust and inf
	The new Emergency Planning Controls Assurance Standards requires that the Trust: 
	“Has an annual work programme to mitigate against identified risks and incorporate the lessons identified relating to emergency planning (including details of training and exercises and past incidents) and improve response.” 
	This is achieved through: 
	The Medical Director supported by the Assistant Director of Clinical and Social Care Governance has the responsibility for providing assurance regarding Clinical and Social Care Governance systems and processes within the Trust. The Clinical and Social Care Governance structures are embedded within the organisation and cut across all professions and Directorates. 
	In 2018/19 the Trust’s Clinical and Social Care Governance agenda will continue be shaped by professional standards and learning lessons from key internal and external reports. This process includes the reporting of incidents, scrutiny of risk associated with the provision of clinical and social care, safe systems of care delivery, the reporting of serious adverse incidents and the lessons learned. 
	During 2018/19 the Trust strives to continuously develop and improve its clinical and social care governance arrangements by undertaking to: 
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	Promoting health and wellbeing and reducing health inequalities remains a key priority for the Trust. The Trust continues to work closely with partners from across the statutory, community and voluntary sectors to ensure effective collaborative approaches to address the needs of local communities. This will include: 
	Personal and Public Involvement and Patient Client Experience 
	The Trust is committed to ensuring the active and meaningful involvement of individuals, communities and stakeholders in improving the design, delivery and efficiency of services. 
	In promoting Personal and Public Involvement the Trust will: 
	Making Life Better; 
	• Continue to participate in the 10,000 Voices Project in line with the agreed regional action plan for 2018/19. 
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	This should reflect both the planned 2018/19 in -year and full year projected financial position. Please note that Confidence & Supply Transformation Funding and associated expenditure is not to be included in the TDP teturns. 
	As it is currently projected that the total forecast expenditure for all Trusts in 2018/19 is to exceed the level of income currently available for 2018/19, the DoH has given approval for a number of Trusts to carry a level of authorised over spend as part of their 2018/19 Financial Plan. The Trust's notified Control Total must not be exceeded during 2018/19 and Trusts will be required to make every effort to minimise the level of authorised overspend. In the absence of a Minister, no decision can be taken 
	FP2 Reconciliation of RRL Income 
	This table should be used to indicate income assumptions by reconciling current RRL to planned income anticipated from HSCB and PHA. Once agreed as part of the TDP, additional Trust income is not to be assumed without the approval of DoH. 
	FP3 Trust Savings Target 2018/19 (excluding Regional Pharmacy -see Table 3a) 
	In regard to the advised Trust Savings Target for 2018/19, this table should reflect the savings plan proposals included within the calculation of the financial position. As appropriate, a commentary should be included against planned measures together with a RAG status. Additional rows can be inserted as required. Each proposal should be identified by Programme of Care. 
	FP3a Regional Medicines Optimisation Efficiency Savings 2018/19 
	This table is to indicate the proposals to address the Trust's Medicines Optimisation Efficiency target for 2018/19, which it is expected will be delivered to the target level set. All Medicines efficiency savings are to be reported against this target. 
	FP4 Workforce Planning -Indicative Impact on WTE 
	Trusts should provide estimate of staffing impact of the cash releasing plans detailed on FP3 and indicative allocations/investments on paid WTE. 
	FP5 Workforce Planning -Total Staff 
	This should indicate the projected paid WTE for the Trust analysed between Trust's staff and Agency/Locum staff and across all staff groups 
	This table should analyse all expenditure in 2018/19 by Programme of Care before impact of any savings delivery 
	FP8 Demography 
	Gross pressure by Scheme by Programme of Care should be recorded with slippage identified separately in the proforma and the Trust identifying: 
	-The level of modelled demand that will be avoided in year by the reform and transformation investments made by LCGs in prior years 
	-The level of demand that is realised in year that can be addressed through productivity and other cash avoidance means 
	FP9 Reconciliation Check 
	This table provides high level reconciliation between FP1 in year position and the tables on Income (FP2), Expenditure (FP7) and Savings (FP3 & FP3a). 
	Notes: 
	SHSCT 
	Date Completed: 
	SHSCT 
	Date Completed: 
	INFORMATION FOR TRUST DELIVERY PLANS 2018/19 Name of Trust: FP3a 
	SHSCT 
	Date Completed: 
	Regional Medicines Optimisation Efficiency Savings 2018/19 
	INFORMATION FOR TRUST DELIVERY PLANS 2018/19 FP4 
	Trust 
	SHSCT 
	Date Completed: 
	2018/19 Gross Planned Workforce Reductions (Savings Plans on FP3) (Show Reductions as Negatives) 
	This table is expected to capture the WTE (or WTE Equivalents) of all Reductions incorporated in the Trust Savings Plan. 
	2018/19 Planned Increases due to Backfill (Increases due to Re-Provision to facilitate Savings Plans on FP3) 
	This table is expected to capture the WTE (or WTE Equivalents) of increases due to re-provision to facilitate savings (e.g. Skill mix adjustments) in the Trust Savings Plan. 
	2018/19 Planned Workforce Increases (New Investments) 
	This table is expected to capture the WTE (or WTE Equivalents) of increases due to indicative HSCB Investment (e.g. Demography and other Service Development) 
	2018/19 Net Planned Workforce Increases (Decreases) 
	SHSCT 
	Date Completed: 
	FP6 
	SHSCT 
	Date Completed: 
	Detail of Income 2018/19 
	Should agree to FP2 
	FP7 
	INFORMATION FOR TRUST DELIVERY PLANS 2018/19 TRUST: 
	SHSCT 
	Date Completed: 
	Detail of Expenditure 2018/19 
	-3,804 
	FP8 
	INFORMATION FOR TRUST DELIVERY PLANS 2018/19 TRUST: 
	SHSCT 
	Date Completed: 
	INFORMATION FOR TRUST DELIVERY PLANS 2018/19 RECONCILIATION CHECK 
	Executive Summary 
	Professor Rafael Bengoa (Chair) Dr Alan Stout Bronagh Scott Mairead McAlinden Mr Mark A Taylor 
	Sean Holland Fionnuala McAndrew 
	Alastair Campbell Vikki Greenwood Catherine Tumelty 
	The Panel would also like to record their gratitude to the many organisations and individuals from across the HSC who gave their time and expertise to informing this work. The report would not have been possible without their involvement. 
	The Northern Ireland Executive invests annually almost £4.6 billion, or 46% of its entire budget, in providing health and social care services for the people of Northern Ireland. If costs rise as predicted, with a 6% budget increase required annually simply to stand still, then we can expect the budgetary requirement to double to more than £9 billion by 2026/27 to maintain the current system. This is clearly not sustainable given the many other public services needed by the 
	Northern Ireland population, many of which also have a significant impact on 
	health and well being by providing employment, education, good housing, and a safe society. 
	While the need for financial sustainability is indisputable, it is far from the only 
	reason a new service model is required. Generally, people in Northern Ireland are living longer, and with increasingly complex needs that require more support from health and social care services. The health and social care system here (the HSC) is currently unable to meet these needs in a responsive way and maintaining the 
	current configuration of services is tying up resources in the acute sector which 
	would have a greater impact if they were invested in primary and social care. 
	Moreover, there are still striking health inequalities across Northern Ireland and reducing these in a systematic way will require more investment in the prevention of ill-health and promotion of good health and wellbeing needs. Long term solutions will therefore require a fundamental reshaping of HSC service delivery to put in place a new model of care designed to meet the needs and challenges of today and this century. 
	Furthermore, the trends in healthcare towards a more personalised, preventative, participative, and predictive model of care will not happen at the necessary speed in the present fragmented and reactive model of care. All four of these essential trends require integrated care and effective system leadership as a precondition. 
	The stark options facing the HSC system are either to resist change and see services deteriorate to the point of collapse over time, or to embrace transformation and work to create a modern, sustainable service that is properly equipped to help people stay as healthy as possible and to provide them with the right type of care when they need it. 
	It is likely that additional resources will be required to deliver this transformation. 
	However, if new funding is made available, the system must try to find the right balance between investing in strategic transformation and day to day fire fighting. 
	This report presents an opportunity for transformation that must be seized and acted upon. 
	The Burning Platform – AnUnassailable Case for Change 
	The Expert Panel was tasked with producing proposals to remodel the HSC in order to deliver safe, high quality and sustainable services for the population of Northern Ireland. 
	As a first step in setting about its task the Panel examined the wider socio
	economic environment, in which the HSC exists, and the internal dynamics within the health and care system. This examination has been necessary in order to understand the demographic changes of the past 25 years in wider society that are impacting on health and social care and the key underlying features of today’s HSC, all of which have rendered the current model of service delivery unsustainable. 
	By identifying these changes in society and the key features prevalent within the current HSC model, we have attempted to articulate the challenges and opportunities which the proposed new model will address. These are summarised as follows and explored in more depth in the full report: 
	• Society has changed dramatically. Patients’ needs have changed. Yet the HSC overall still offers broadly the same reactive, acute-centred model as it has provided since the second half of the 20th Century. 
	• While overall population health has improved, there are still significant 
	health inequalities in the most deprived areas. Less money is spent 
	overall on health and social care in the most deprived areas. 
	• Waiting lists are the highest in the UK and there are significant pressures 
	in primary care, social care and in emergency departments. 
	• Expensive new technologies – treatments, medication and therapies – which are proven to be effective, and which are provided in other jurisdictions, cannot be funded here. 
	to daily fire fighting and crisis management. 
	• The current acute model relies heavily on expensive locum and agency staff. The medical workforce can no longer provide the level of 24/7 care required to safely deliver the existing configuration of hospital and primary care. Many services are vulnerable and are struggling to recruit and retain staff. Some of these are very close to collapse. 
	community and voluntary sectors. 
	• The system is funded as well as other parts of the NHS, but waiting times 
	for access to urgent and planned hospital care are significantly longer. 
	• Current service provision and commissioning is overly transactional, based on historical patterns and not on assessed population need. Services are not always planned around patients’ needs but rather on filling rotas and maintaining unsustainable models. 
	Faced with demographic shifts and increased demand, the current service model is 
	not financially or practically sustainable in the medium to long term. 
	Faced with demographic shifts and increased demand, the current service model is not financially or practically sustainable in the medium to long term. 
	It is clear that the current model, even if optimally managed, will not be enough to meet future demand. 
	The most meaningful, and the most difficult, change will involve moving to a more patient centred, population health model, delivered at a sustainable cost. 
	The Panel’s Vision – A New Model for Health and Social Care 
	The burning platform illustrates the challenges the system is currently, and will continue, to face if it does not transform. It is clear that the current model, even if optimally managed, will not be enough to meet future demand. 
	This will require whole system transformation, involving significant cultural and 
	operational reform. As part of this, it will be necessary to rationalise some, more specialist, services in order to free up resources and invest them more effectively in new delivery models. This is one component of transformation, but the most 
	meaningful, and the most difficult, change will involve moving to a more patient 
	centred, population health model, delivered at a sustainable cost. 
	The Triple Aim is a well known, internationally recognised framework that is already being used to guide some innovative projects in Northern Ireland. It is characterised by a focus on three objectives: 
	The Triple Aim provides a strong focus on optimising these three dimensions equally and is a useful structure for reform. 
	Given the intrinsic importance of the front line workforce in any transformational change, the panel recommends including a fourth dimension (sometimes called the quadruple aim) based on improving the work life of those who deliver care. 
	The Panel recommends using the dimensions of the Triple Aim as a framework for reform, including an increased emphasis on the experience of those who deliver care. 
	The present model of care in Northern Ireland is not delivered on a population agenda. It is struggling to provide continuity of care in an organised way and the organisations delivering it are still operating in silos. There is a need to move away from hospital centred care to a more integrated model. 
	At a provider level, changes are already being carried out to achieve the size and scale required to better manage and change the current demand for services. GPs are organising themselves into Federations, Trusts are networking across boundaries and there is increased partnership with the community, voluntary and independent sectors. However, this is happening without clear strategic direction, and under outdated contract models and output targets. 
	This report proposes developing Accountable Care Systems (ACS) to integrate – by agreement rather than by creating new organisations – the provider sector to take collective responsibility. Accountable Care Systems would also provide a structure for better patient engagement, empowering people to become active participants in their own care. 
	There are key decisions to be taken and preparatory work to be carried out on the size of the population these systems will serve, their new governance arrangements, support tools they will need, how they will engage with the public, and new cost and quality measures that are measurable, comparable and outcome based. 
	Under an ACS, providers would collectively be held accountable – under a shared leadership model – for achieving a set of pre-agreed quality outcomes within a given budget or expenditure target, with agreed risk share arrangements and incentives. They would also need to have maximum autonomy to make rapid and sustained changes to improve care and outcomes for the population they serve. 
	Of course, not all services will be amenable to this model. Some services are so specialist that they must be delivered at a Northern Ireland level. These will require a different commissioning or provider model – set at a regional level – to ensure specialised resources are concentrated on a small number of high volume sites. 
	Accountable Care Systems would provide a structure for better patient engagement, empowering people to become active participants in their own care. 
	The Panel recommends that the HSC should move to: 
	Northern Ireland already has many of the key buildings blocks to move forwards on this agenda, perhaps more so than many other places around the world. For example, Integrated Care Partnerships and the majority of GP Federations are already in place, but these building blocks need to be taken to the next level and be fully enabled with devolved autonomy and incentivising funding mechanisms linked to measurable population outcomes. 
	There has been a great deal of work taken forward which can be developed further to progress this agenda. Key aspects for development include: 
	There is a shift in other countries from activity based commissioning, paying for activity, to commissioning for value. A value based model in Northern Ireland would need to reinforce an integrated primary and community health and social care delivery model so that more can be done outside the acute setting, 
	Finally, there is also now an increasing acceptance that people who use health and social care services will have views on how they should be treated as individuals and as groups. It is now recognised that people should be treated with respect and their views must be acknowledged. Major changes to services should be consulted upon and developed with users. Co-production involves breaking down barriers between professionals and the people they serve, recognising people who use services as assets with unique 
	The expertise in these areas is rapidly growing and Northern Ireland could develop real capability if it chooses to adopt these approaches as part of reform. 
	The Panel recommends that the HSC should continue its positive work to invest in and develop the areas listed above. 
	There should be particular focus on the three key areas of workforce, eHealth and integration: 
	Transforming the HSC is an enormous and complex task that will need to be progressed steadily over at least the next ten years. 
	These reforms must become the strategy for health and social care 
	Transforming the HSC is an enormous and complex task that will need to be progressed steadily over at least the next ten years. However, in order for this to happen, the transformation process needs to be aligned around a common, service-wide vision of transformation. It cannot be a series of isolated initiatives. 
	These reforms must become the strategy for health and social care and this will need to be led and articulated at the highest level. 
	The Minister should create, communicate and lead a clear, powerful, long term vision for the Health and Social Care system as a first step in the implementation process. 
	The Panel has identified three separate components for practical implementation: 
	These have different life spans, but they are all urgent, they are all connected, and they should all be launched simultaneously. 
	This is a mid-term agenda, but it must start now. If health system transformation is going to succeed, it will require supportive polices that incorporate longer time 
	horizons, alongside regular milestones to build confidence in the direction of 
	travel. 
	The HSC has the potential to harness the strengths of different parts of the system, across organisational silos, across sectors and beyond what is traditionally considered to be the health and care sector. However this transformation will need to be conceived and implemented as an integrated package. The panel therefore proposes a series of time bound actions linked to the dimensions of the Triple Aim framework and an additional dimension focused on the Health and Care professional’s experience. 
	Alongside the Minister’s vision for health and social care, the Panel recommends that plans, costs and timescales for introducing each of the following actions should be prepared within the next 12 months. It is vital that the implementation of these actions is led by health and care professionals and managers. 
	• Some work on risk stratification has already been carried out at General 
	Practice level. This should be built on to introduce a comprehensive, 
	system wide approach to risk stratification in of the entire NI population. 
	care systems, bringing together the provider sectors for a defined 
	population into a single accountable leadership. The ACS would be responsible for utilising a capitation based budget across organisational and professional boundaries including local infrastructure to achieve agreed improvements in population outcomes. 
	• The Programme for Government is moving towards outcome based measures to judge the impact of political decisions and the use of public funding on the population. The success measures for new ACS models should also be outcome focused, and should be measures of population health with priorities for improvement. The Panel recommends the development of a relatively small set of outcome based metrics. 
	populations and associated care functions. This should include 
	enhanced roles for the skilled but not qualified workforce. 
	Many of these recommendations will require additional, transitional funding. The Panel recommends that the Minister should establish a ring fenced transformation fund to ensure this process is appropriately resourced. 
	For this purpose, the panel recommends the creation of a transformation board, supported by the Department, linked to the Executive’s health and well-being strategy. 
	Northern Ireland has many examples of good practice that are consistent with a move to accountable care systems. Many of these could simply be scaled up and implemented on a regional basis where they will drive the system change and improved population outcomes set out in this report. Some examples of these are set out in more detail in the body of this report. The process of scaling up must however be a managed process. 
	The system should identify and scale up at least two innovative projects per year where there is clear evidence of improved outcomes for patients or service users. 
	The Panel recommends that the Minister should adopt a continuous improvement methodology to support the reform of health care towards local systems of care. 
	To make this actionable, it is necessary to continue with plans to create stronger quality improvement systems. While the exact remit for this will need to be decided by the Minister, the Panel feels that it should be locally owned and tasked with providing support and intelligence to enable new projects at the provider level. 
	There is clear and unambiguous evidence to show that specialised procedures concentrated on a smaller number of sites and dealing with a higher volume of patients, will improve outcomes. Due to the key importance of rationalisation in freeing up resources for transformation, the rationalisation agenda is dealt with separately in the next section. 
	The significant rises in waiting lists and waiting times in the past year have received significant media coverage. While clinicians and managers have made every effort 
	to ensure that the clinical impact on patients has been kept to a minimum, it is clear that this mismatch between demand and capacity has had a negative impact on the 
	public’s confidence in the HSC. Stabilisation will require significant improvements 
	in performance with regard to waiting lists and waiting times. This is necessary to 
	regain public confidence in the system. 
	The Panel recommends that the Minister takes steps to address elective care performance. However, while this is important, it should not be allowed to overshadow the need for long term transformation. 
	Changes such as these are not easy to pull off. They will require political, managerial and clinical leadership to come together to ensure that the case for 
	change is fully evidenced, efficiently implemented and effectively communicated. 
	The model of care proposed for the future in this report will require a new form of system leadership in order to achieve integration of care and true networking among delivery organisations. Top-down command and control will not accomplish this and it will fail to exploit the energy in the organisation. The changes required by the Triple Aim approach will be more successful if they are implemented in a setting which encourages clinician and health professional engagement. Change is everybody’s business. 
	Change is everybody’s business. 
	The Panel recommends that at the strategic leadership level, the HSC should: 
	If we are to fully support transformation, as well as reconfiguration of services, 
	there is a potential to fully engage with our staff, partners and the public. The new “social movement” approach, currently being adopted in the NHS, provides helpful context. 
	These new approaches, often underpinned by social media, can act as catalysts for discussion and a way of mobilising communities and individuals to become more involved in the way health and social care is delivered. They offer greater connectivity with voices that might otherwise be hard to reach, opportunities for collaboration, thought diversity, and a culture of openness. 
	The choice is 
	not whether to 
	keep services 
	as they are or 
	change to a new model. Put bluntly, there is 
	no meaningful choice to make. The alternatives 
	are either planned change 
	or change 
	prompted 
	by crisis. 
	The Panel recommends that the HSC should consider whether there needs to be a platform for a more open and immediate conversation with staff and service users. 
	If the model proposed in this report is to be successfully implemented, then it is inevitable that the way services are currently provided will need to change. The evidence contained in the burning platform shows the clear impact of inaction. Furthermore, changing these services is not optional; it is inevitable. The choice is not whether to keep services as they are or change to a new model. Put bluntly, there is no meaningful choice to make. The alternatives are either planned change or change prompted by
	Focusing resources on specialist sites means that: 
	deliver a safe, high quality, 24/7 service; 
	However, it is not appropriate for this report to dictate to people in different parts of Northern Ireland what services they should and should not expect to be located in their area or local hospital. 
	Furthermore, in the course of the many meetings, seminars, events and visits that the Panel has held and attended, it has become clear that clinicians and managers here already have a strong vision of what needs to be done to make services 
	sustainable. The difficulty does not lie in deciding what needs to be done. The difficulty lies in doing it. 
	This panel has developed a set of criteria for assessing the sustainability of services. We believe that those taking the decisions on the sustainability of a service should apply the following criteria: 
	that of peers or of alternative ‘out of hospital’ alternatives 
	due to a combination of the above factors. 
	The Panel has developed a list of specialties that should be prioritised for review and this should be worked through systematically from this point. 
	The difficulty does not lie in deciding what needs to be done. The difficulty lies in doing it. 
	The Panel recommends that the Department should formally endorse the criteria and apply them to five services each year to set out the future configuration of services to be commissioned (or not) from the Accountable Care Systems. 
	If applying the criteria leads to the conclusion that the service is vulnerable, plans for reconfiguration should be developed and actioned within this twelve month period. 
	The Panel recommends the identification of a senior leader to lead this process at a regional level. 
	This process should be collaborative and inclusive and based on the criteria above. 
	Finally, if these difficult decisions are going to be made, they must be taken and 
	supported by leaders at all levels of the HSC. 
	This can only work if every part of the system is moving in the same direction and working towards a common goal. Clinicians must identify the evidence for change, managers must ensure that the correct processes are followed, and the Minister, 
	supported by the Executive, must act quickly to take the final decision. All three 
	groups will need to be prepared to defend the decision publicly and openly, and to honestly communicate the need for change with local politicians, the public and individual service users. 
	There is one overriding message that the Panel has taken away from the many interactions we have had with those working within or in partnership with the system; the HSC and its staff are ready and willing to embrace the transformational change required to deliver not just sustainable services, but services that are world leading in terms of improved health outcomes and better experiences for those receiving, using and delivering services. 
	than a long and difficult road. These reforms are ambitious, and they need to be ambitious. The Panel has no doubt that Northern Ireland has both the people and the energy to deliver a world class health and care system. There is no better time to start than now. 
	The HSC and its staff are ready and willing to embrace the transformational change required to deliver not just sustainable services, but services that are world leading in terms of improved health outcomes and better experiences for those receiving, using and delivering services. 
	HSC Trust Directors of Planning and Performance 
	Performance and Corporate Services 
	HSC Board Headquarters 12-22 Linenhall Street Belfast BT2 8BS Tel : Email:   
	Our Ref: MB516 Date: 11 July 2017 
	Dear Colleagues 
	At its meeting on 28 June 2017, the Transformation Implementation Group (TIG) approved the draft HSC Performance Management Framework subject to a number of minor changes, for submission to an incoming Minister for approval and subsequent issue by way of a Departmental Policy Guidance Circular. 
	In preparation for that, it has been agreed that work should commence on progressing an important element of the Framework for implementation during 2017/18 – the introduction of Performance Improvement Trajectories. The purpose and basis of Performance Improvement Trajectories is set out in paragraphs 7 to 15 of the Draft Framework enclosed with Richard Pengelly’s letter to TIG members on 22 June 2017. This includes an acknowledgement that “the pace of improvement will be dependent on a range of factors, n
	As indicated at paragraph 10 of the Draft Performance Management Framework, the initial focus for Performance Improvement Trajectories will be on Unscheduled Care (4 hour), Ambulance response times (Cat A), Elective Care (delivery of core capacity), Cancer waiting times (14, 31 and 62 days), and Mental Health waiting times (9 and 13 weeks). 
	We agreed at the Directors of Planning and Performance meeting on 3 July that our teams will work together over the summer to develop a consistent approach to the development of trajectories in the above areas by the end of August, and to propose what the next phase of measures should be, including important quality measures and reflecting wider aspects of assurance and accountability. 
	Lisa McWilliams will facilitate an initial discussion to start this process, and I would ask you to advise Lisa who she should contact from your Trust. The outcome of this exercise will need to be the development of realistic yet stretching trajectories by 31 August 2017 for Departmental approval, representing the best outcome that each Trust can reasonably be expected to deliver in Quarters 2 and 3 of 2017/18. Trajectories should be based on robust improvement plans to deliver the agreed level of performan
	Please advise Lisa of your representative to attend a meeting to take this work forward by 21 July, and we will discuss again further at the August DoPs meeting. 
	Yours sincerely 
	cc Jackie Johnston, DoH Lisa McWilliams, HSCB 
	(Noted at Performance Committee Dec 2019; Review December 2020) 
	Directorate of Performance & Reform November 2019 
	This Performance Management Framework (PMF) has been updated to reflect the following: 
	In August 2019, the regional Transformation Implementation Group (TIG) advised of its intention to establish a Strategic Performance Management Oversight Board for the HSC. The outputs of this Oversight Board will inform the further development of the Trusts Performance Management Framework. 
	2 
	Through the effective operation of the Performance Management Framework, the Trust will be able to provide increased assurance throughout the organisation and to external stakeholders that: 
	3 
	Diagram 1 
	These 
	4 
	In adhering to these principles, the Performance Framework will have the following key features: 
	1. Strategic Direction, Corporate Objectives and annual plans for the organisation. 
	The Performance Framework will set out the above through two key documents: 
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	The Trust will utilise scorecards for performance information which reflect best practice and provide monitoring alongside assessment of risk and assurance. The Trust will develop capacity for development of dashboard technology and support Teams working with corporate information to develop visual and user friendly dashboards reflecting integrated information. 
	4. Specialist performance reporting for agreed performance targets and key performance indicators (KPIs), including but not restricted to Commissioning Plan 
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	Objectives and Goals for Improvement (OGIs) and Nursing & Allied Health Professional KPIs, finance and human resources & organisational development available at all levels of the organisation in a format and level of detail appropriate to management needs. 
	5. External Assurance 
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