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FOREWORD

Following my appointment as Minister, | indicated that | wanted to give more thought
to the changes being proposed under the Review of Public Administration and
ensure that the right choices were made in terms of our structures. 1 also indicated
that it was unlikely that there would be any further changes to structures before April

2009 and that the current Trust structures would remain largely as they are.

Over recent months, | have taken the opportunity to speak to a wide range of people
including patients, clients, carers and health and social care staff and | have reflected
at length on what has been said to me. | have also used this period of reflection to
consider examples of best practice and examine and evaluate other models, not only
in England, Scotland and Wales but also the Republic of Ireland, where they have

been faced with similar issues of reform.

| am also keen to ensure that any potential model will support democratisation within
the system and enable enhanced involvement of local government in the delivery of

health and social care.

First and foremost however, | want a modern and responsive health service which
puts patients and clients at the heart of its thinking. Changing the structure of the
health and social care system will not by itself deliver better outcomes for patients,
clients and carers, however better structures can be pivotal in ensuring that services
continue to improve. These proposals | believe would provide a streamlined and

democratically accountable way of managing our health service.

The success of these proposals is however dependent on the continuing dedication
and commitment of our health and social care staff, against ever increasing levels of

demand, need and expectation.

We are building the foundation for a vibrant and successful future for the health and
well-being of the people of Northern Ireland. | believe that we now have a unique
opportunity to truly transform our system into one that is world class and fit for the

twenty first century. Good health and social care is of great importance to all of us



and | would therefore encourage everyone to take the opportunity to comment on
these proposals.

Michael McGimpsey MLA

Minister of Health, Social Services & Public Safety



EXECUTIVE SUMMARY

The Review of Public Administration was launched by the Northern Ireland Executive
in June 2002 to deliver wide-ranging and comprehensive modernisation and reform

across the public sector.

There were two major phases for implementation of the RPA within health and social
care. The first phase involved the establishment of the 5 new integrated Health and
Social Care Trusts and the retention of the Northern Ireland Ambulance Trust with
effect from 1 April 2007. The second phase was scheduled for completion by April
2008 and included establishing new organisational arrangements to replace the
present four Health and Social Services Boards, four Health and Social Services

Councils and a number of Agencies.

In consideration of these proposed reforms within the devolved administration
context however, it was decided to go back to first principles in order to have clarity
about potential benefits as well as the essential attributes of any new structure. To
that end, the following guiding principles were developed which were used to assess

prospective organisational models:

The Service must be centred on the needs of patients, clients and carers.
Services must be efficient, with fair but challenging savings targets and all
unnecessary waste and duplication eliminated. Value for money is crucial and
therefore the delivery of services and all the supporting activities must be
focussed on maximising benefits to patients, clients and carers.

Forward looking, innovative health and social care organisations will be
encouraged delivering the services that they are commissioned to provide,
adhering to priorities, meeting targets and ensuring that performance is always
being improved.

Patients, clients and carers must be given the opportunity to voice their
concerns and be sure that they are being listened to — dignity, respect, equality
and fairness for patients, relatives and staff are at the core of the health and

social care system.



Quiality and standards will continually be driven up without compromise.

A model was subsequently identified that is proposed would best meet the purpose

of improving health and social care services. The main elements are:

a streamlined Regional Health and Social Care Board focused on
commissioning, performance management and improvement and financial
management which both encourages and ensures access to quality services
responsive to need;

dynamic Local Commissioning Groups with the active involvement of GPs;
professionals within social work, public health, nursing and Allied Health
Professionals; other primary care practitioners; and community representatives;
a smaller Department more sharply focused on its responsibilities for serving the
devolved administration, bringing forward legislation, and determining and
periodically reviewing policy, standards, priorities, and targets;

the establishment of a common services organisation to provide a broader
range of support functions for the health and social care service;

a new Regional Public Health Agency to create better inter-sectoral working to
tackle health promotion and inequalities and help realise the shared goal of a
better and healthier future for all our people, which would incorporate the
functions of the existing Health Promotion Agency;

action to reinforce the independence of the Health and Social Services Councils
and strengthen the regional aspects of patient, client and carer representation
while maintaining a strong local focus; and

increased democratisation through local government representation on key
bodies and improved partnership with local government and other stakeholders
in the commissioning and delivery of health and social care.

Plans involving a reduction of nearly 1,700 staff and savings of more than £53million
by April 2011 have already been agreed by Direct Rule Ministers and these plans
remain unchanged. It is envisaged that these proposals for organisational change
together with the rationalisation of Health and Social Care Trusts would help to

deliver the efficiencies required under the Comprehensive Spending Review. Any



decisions on future structures however, would be supported by human resource
policies to address the concerns of staff and implemented in close partnership with
staff side organisations.

Although extremely ambitious, it is proposed that these new structures would be set
up from 1 April 2009. This public consultation, which runs from 18 February to 12
May 2008, will provide a unique opportunity for the public, their representatives,
Health and Social Care staff, service users and all other key stakeholders to have

their say on the proposals in this document including the equality implications.



HOW TO RESPOND

A list of stakeholders who have received copies of this consultation document can be

found at Annex B .

If you wish to comment on the proposals contained within this document, please

complete and return the response guestionnaire which can be found at the back of

this consultation document (Annex C) or may be downloaded from the Department’s
website

(http://www.dhsspsni.gov.uk/index/consultations/cur rent consultations.htm ).

The completed response questionnaire can be returned by e-mail, post or fax.
Please contact the Department if you require any of these documents in other

formats.

The closing date for comments is Monday 12 May 2008. Responses cannot be

considered after this date.

Please address any queries you may have regarding this consultation, including
requiring additional copies of the document, to Siobhan McNicholl at the number

below.

By phone: 028 9052 0656
By fax: 028 9052 3482
By e-mail:  hscreforms@dhsspsni.gov.uk
In writing: Modernisation Directorate
Department of Health, Social Services and Public Safety
Room 1
Annex 6
Castle Buildings
Stormont Estate
Upper Newtownards Road
Belfast
BT4 3SQ

Please ensure that the completed response questionnaire includes: your name,
organisation (if relevant), address and telephone number, and whether your

comments represent your own view or the corporate view of your organisation.



Please note that responses to this consultation will be subject to the Freedom of
Information Act 2000 which gives the right of access to information held by public

authorities.
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1.2

1.3

1.4

REVIEW OF PUBLIC ADMINISTRATION

The Review of Public Administration (RPA) was launched by the Northern
Ireland Executive in June 2002 with the final outcome announced by the
Secretary of State in November 2005. Its purpose was to review Northern
Ireland’s system of public administration with a view to putting in place
modern, accountable and effective arrangements for public service delivery in
Northern Ireland. It allowed for joined up thinking and the promotion of key
cross cutting values such as efficiency, equality, accountability and co-

terminosity.

On 22 November 2005 the then Minister for Health, Social Services & Public
Safety announced the reorganisation of Northern Ireland’s health and social
services as part of the RPA. The result was to be significantly fewer health and
social services organisations, including:
a reduction from 19 existing Health & Social Services (HSS) Trusts to 6,
the abolition of Health and Social Services (HSS) Boards and replacing
them with the establishment of a single Health & Social Services
Authority with seven Local Commissioning Groups to replace the current
15 Local Health and Social Care Groups, and
the establishment of one Patient and Client Council to replace the

existing four Health and Social Services Councils.

A further announcement was made on 21 March 2006 about non-departmental
public bodies and agencies, which abolished seven agencies, and their
functions, staff, assets and liabilities would be transferred to other HPSS
bodies, including the proposed new Authority, the newly established Health
and Social Care (HSC) Trusts, and the Regulation and Quality Improvement
Authority.

There were two major phases for implementation of the RPA within health and
social care. The first phase involved the establishment of the 5 new integrated
HSC Trusts and the retention of the NI Ambulance Trust with effect from 1
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April 2007. The second phase was scheduled for completion by April 2008
and included establishing new organisational arrangements to replace the
present four Health and Social Services (HSS) Boards, four HSS Councils and

a number of Agencies.

In consideration of these proposed reforms within the devolved administration
context however, it was decided to go back to first principles in order to have
clarity about potential benefits as well as the essential attributes of any new
structure. To that end, guiding principles and criteria were developed which
were used to assess prospective organisational models including ensuring that
any potential model would support democratisation within the system and
enable enhanced involvement of local government in the delivery of health and

social care.



2.1

2.2

2.3

CONTEXT & PRINCIPLES

Since 8 May 2007, the Minister has been involved in substantive engagement
to determine the future structures for health and social care taking cognisance
of the views of a wide range of people including patients, clients, carers and
health and social care staff, to agree the scope of the review and
communicate this with key stakeholders. The original RPA proposals were

examined and a set of key guiding principles agreed as follows:

The service must be centred on the needs of patients, clients and carers.
Services must be efficient, with fair but challenging savings targets and
all unnecessary waste and duplication eliminated. Value for money is
crucial and therefore the delivery of services and all the supporting
activities must be focussed on maximising benefits to patients, clients
and carers.

Forward looking, innovative health and social care organisations will be
encouraged delivering the services that they are commissioned to
provide, adhering to priorities, meeting targets and ensuring that
performance is always being improved.

Patients, clients and carers must be given the opportunity to voice their
concerns and be sure that they are being listened to — dignity, respect,
equality and fairness for patients, relatives and staff are at the core of the
health and social care system.

Quiality and standards will continually be driven up without compromise.

In addition, account has been taken of other models in England, Scotland and
Wales, the Republic of Ireland (ROI), who have faced similar issues of reform.

Criteria were developed to assess potential structural models. The new
structures had to serve the clear strategic purpose of improving health and
social care services and thereby the health and well-being of the people of
Northern Ireland, by making services more efficient, more patient and client

centred, and more focused on prevention and primary care and less on
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institution-based care. The models were assessed against the agreed guiding
principles and criteria and a model identified that would best meet the purpose
of improving health and social care services. The following section sets out

this model in more detail.

11



3.1

3.2

PROPOSED MODEL & TIMESCALES

Changing the structure of the health and social care system will not by itself
deliver better outcomes for patients, clients and carers, however better
structures can be pivotal in ensuring that services continue to improve. The
diagram below sets out the proposed structures for Health and Social Care
from 1 April 2009.

.
: GPS/INDEPENDENT
Lo &PRIVATE SECTOR/
VOLUNTARY &
COMMUNITY

CSO — common services organisation

PCC — Patient Client Council

RPHA — Regional Public Health Agency
RHSCB — Regional Health & Social Care Board
LCGs — Local Commissioning Groups

The main elements of the proposals are:

a streamlined Regional Health and Social Care Board focused on

commissioning, performance management and improvement and

12



3.3

financial management which both encourages and ensures access to
guality services responsive to need,

dynamic Local Commissioning Groups with the active involvement of
GPs; professionals within social work, public health, nursing and Allied
Health Professionals; other primary care practitioners; and community
representatives;

a smaller Department more sharply focused on its responsibilities for
serving the devolved administration, bringing forward legislation, and
determining and periodically reviewing policy, standards, priorities, and
targets;

the establishment of a common services organisation to provide a
broader range of support functions for the health and social care service;
a new Regional Public Health Agency to create better inter-sectoral
working to tackle health promotion and inequalities and help realise the
shared goal of a better and healthier future for all our people, which
would incorporate the functions of the existing Health Promotion Agency;
action to reinforce the independence of the Health and Social Services
Councils and strengthen the regional aspects of patient, client and carer
representation while maintaining a strong local focus; and

increased democratisation through local government representation on
key bodies and improved partnership with local government and other
stakeholders in the commissioning and delivery of health and social care.

These proposals would provide a streamlined and democratically accountable
way of managing our health and social care system. £4billion is spent
annually across the health and social care system and there is therefore a
strong need to ensure that value for money is to the benefit of the population
of Northern Ireland. Plans involving a reduction of nearly 1,700 staff and
savings of more than £53million by April 2011 have already been agreed by
Direct Rule Ministers. The majority of these posts and savings are however,
already being addressed as part of the reconfiguration of the five newly
established integrated HSC Trusts. The remainder of the posts and savings

would be met under these proposals through these new organisations. In

13



addition, the new Regional Health and Social Care Board would be tasked with
generating new levels of efficiency and better productivity.

Although extremely ambitious, it is proposed that these new structures would
be set up from 1 April 2009. The following table outlines the proposed

implementation timescales:

TASK START END
DATE DATE
Consultation period 18/02/08 12/05/08
First Reading in Assembly 23/06/08 | = -------
Second Stage in Assembly 01/07/08 |  -------
Health Committee Stage 01/09/08 30/11/08

Consideration and Further Consideration Stages | 01/12/08 31/12/08

Final Stage and Royal Assent 01/01/09 28/02/09
Operative Date 01/03/09 |  --—----
Implementation 01/04/09 |  --—----

14



4.1

4.2

4.3

4.4

REGIONAL HEALTH AND SOCIAL CARE BOARD

The previous Direct Rule administration’s proposals included the
establishment of a large regional health authority to replace the four HSS
Boards and to take on some of the Department’s and its Agencies functions
with nearly 2,000 staff. The new structures propose a much more focused,
streamlined organisation, the Regional Health and Social Care Board

(RHSCB), which would have its own separate legal entity.

Constitution

The constitution of the Board of the proposed RHSCB must reflect the cardinal
principals of good governance, the focus being on the quality of care for
patients and clients, accountability, transparency, efficiency and effectiveness.
It must also reflect the significant responsibilities of this body for the
commissioning, performance and financial management of health and social
care services for the population of Northern Ireland, delegated statutory

obligations and annual expenditure of over £3billion.

Consideration has therefore been given to the constitution of comparable
bodies in England, Scotland, Wales and ROI and also the wider public sector
in Northern Ireland and it is proposed that the Board of the RHSCB should

comprise:

A Chair appointed by the Department;

Non-Executive Directors appointed by the Department including the Chief
Executive or a senior level Executive in the proposed Regional Public
Health Agency (Section 7);

A Chief Executive; and

Such other officers as may be prescribed having regard to the above

principles of good governance.

Functions
The core functions of the RHSCB would be performance management and

improvement, commissioning and financial management. In addition, the

15



presumption would be that the appropriate statutory functions currently carried
out by the HSS Boards would be undertaken by the new RHSCB unless the

Minister determines otherwise and subject to appropriate delegation of

responsibility at his discretion. It is also anticipated that the RHSCB would

host the new Safeguarding Board for Northern Ireland and would be

accountable for the management of contracts for the provision of Family

Health Services. The key points of the core functions are:

4.4.1

4.4.2

Strong performance management and improvement to ensure the
delivery of targets, objectives and standards set by the Minister, and
also the creation and promotion of a culture of continuous development.
Over time, it is anticipated that this would create a new vision based on
the 20 year strategy for the health and well being of the Northern
Ireland population. Making the most of the leadership and innovation
from professionals, local representatives and other stakeholders would
create a new drive for sustained change, and a system that positively
secures better health and social care — not just responding to the next
crisis of ill-health or social breakdown.

The population of Northern Ireland has benefited from significant
improvements in performance levels across health and social care over
recent years. Waiting times for care in hospitals have been
substantially reduced, long trolley waits in A&E Departments have
virtually been eliminated and access to a range of community and
specialist services has improved dramatically. The new organisation
would continue this pattern of improvement. It would, for example,
oversee the implementation of the recommendation made in the
Bamford Report (2007) which will ensure much needed improvement in
mental health and learning disability services. It would be responsible
for ensuring improvement in the care provided for those with long term

conditions and for increasing standards and quality levels.

Financial management of the health and social care system to ensure

we secure the best possible use of the budget allocated for health and

16



4.4.3

social care, and that we live within our means. Incentives and
sanctions would therefore be used to achieve the maximum possible
return on our investment including the introduction of a potential new
financial regime to align resource allocation with performance. The
new Regional Health and Social Care Board would be charged with the
task of generating new levels of efficiency and the delivery of better
productivity. It is anticipated that this would, over time, create
significant additional savings which would be reinvested into front line

services.

Commissioning is the process of planning and resourcing appropriate
services from the six HSC Trusts and other provider organisations and
improving the health and well-being of the population by a variety of
actions. It consists of assessing the needs of the whole population
being served; building the capacity of the population to improve their
own health by partnership working in local areas; working with other
key stakeholders including the new Regional Public Health Agency in
planning health and care services to meet current and emerging needs;
securing the delivery of efficient services and ensuring that they meet
standards for safe, good quality care; and using investment and

performance management to develop and reform services.

Commissioning Functions

The proposed arrangements present a major opportunity to have
commissioning that focuses on promoting health and well being, not
simply securing health and social care services. This means that we
need prevention, early intervention and good care management to be at
the heart of the commissioning arrangements. The commissioning
system in Northern Ireland would take advantage of the unique
opportunity to commission social care alongside health services. The
process would also have very strong links with local communities, with
voluntary and community sector organisations and the engagement of

communities in securing the health and well being of their people.

17



The needs of local populations differ and the pattern of current service
varies from place to place. Itis important, therefore, that new
commissioning arrangements are rooted in good local knowledge and
expertise and that appropriately constituted Local Commissioning
Groups (LCGs) have devolved responsibility for addressing the needs
of their local population while working within coherent regional policy
and strategy frameworks, available resources and performance targets.
It is recognised however that some services, by virtue of their specialist
nature, restricted volume or statutory accountability, must be

commissioned regionally.

Significant planning, purchasing and performance management
responsibility would therefore be positioned with LCGs. They would
forge partnerships with other relevant bodies to pursue programmes of
health improvement, to address health inequalities and pursue
opportunities to secure enhanced value for money and better resource

utilisation.

Constitution of LCGs

It is important that the commissioning function is on behalf of defined
population areas and that there are potential benefits in having co-
terminosity with local government. The Direct Rule arrangements for
commissioning however, suggested seven LCGs based on Peter Hain’s
proposals for seven District Councils under the RPA. In the absence of
firm proposals as yet however, for local government reorganisation, it is
proposed to have five LCGs covering the same geographical areas as
the five provider HSC Trusts and operating as committees of the new
RHSCB who would determine the detail of the LCGs role and
responsibilities. This arrangement would preserve co-terminosity
between each of the five LCGs and a number of District Councils as
they are currently configured. These proposals on the number of LCGs
however, would remain subject to review pending the outcome of

deliberations on local government reform.
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The Direct Rule proposals for the seven LCGs did not include input
from democratically elected local representatives in the important
process of planning and commissioning health and social care services.
It is proposed to seek views through consultation on the composition
and membership of these five commissioning groups to ensure that
both local people and councillors are given a strong voice in the system
whilst not putting in place unnecessary bureaucracy and red tape. This
would ensure a much more democratic and accountable process, while

retaining the strong benefits of primary care led commissioning.

The LCGs would be constituted to have a good spread of expertise with
a bias, in terms of numbers, favouring those with close (preferably
daily) contact with the local population but they should also not be too
cumbersome. The proposals for change to the LCGs are as follows:

To have five LCGs, serving the same geographical areas as the
HSC Trusts. That structure would apply at least until the
implementation of new structures for local government, which
means that they would not change between 2008 and 2011;

To add 4 elected local representatives from the District or Borough
Councils whose areas would be served by that LCG; and

To ensure appropriate experience across the range of health and
social care programmes including mental health and learning

disability.

There are a number of possible ways in which these proposals could be
reflected in the composition of LCGs. The following structure is
suggested as one possible model, but views are sought through this
consultation on the proposals above and how best these and other
relevant considerations could be reflected in effective new
arrangements:

4 General Medical Practitioners,

1 pharmacist,

19



1 other Primary Care Practitioner (dentist or optometrist),
4 elected local representatives,

1 social care professional,

1 nurse,

1 public health medicine professional,

1 Allied Health Professional,

1 lay person and

1 Regional Health & Social Care Board representative.

The professional members of the LCGs should have expertise across
the various programmes of care particularly mental health and learning

disability.

Whatever model is accepted, the merit principle will continue to
underpin the selection process of LCG Board members in accordance
with the Office of the Commissioner for Public Appointments NI Code of

Practice.

The LCGs would be supported in their work by staff with a range of
technical commissioning skills such as information, strategic planning,
performance management, procurement, financial controls, monitoring
and regulation. In the interests both of building local agendas into
coherent regional approaches as well as being efficient in terms of staff
deployment, these staff with technical commissioning skills would also

have roles in contributing to work at a regional level.

LCG Governance

The RHSCB would ultimately be accountable for the outcomes of
commissioning functions discharged by LCGs. This includes the
statutory responsibility to contain expenditure within allocated
resources. The Chair of each LCG would be accountable to the Chair
of the RHSCB.

20



4.5

4.6

4.7

The RHSCB would approve each LCG’s Annual Commissioning Plan
and would be responsible for monitoring their performance. LCGs
would have delegated responsibility to commission services for the
population they cover, including the development of proposals to
ensure the active engagement of the range of primary care
professionals and the wider community. A Scheme of Delegation
would be produced specifying these responsibilities. They would be
responsible for the delivery of the objectives and outcomes set out in

their agreed commissioning plans.

Staffing

It is envisaged that the new RHSCB would employ, by the end of March 2011,
up to 400 staff undertaking the functions of commissioning (to include
appropriate clinical input), performance management, finance, statutory
functions and corporate services. The majority of these staff would transfer

from the existing HSS Boards.

Governance

The RHSCB would have a very clear management remit with both the power
and the authority to act on behalf of the Minister in striving for significant
improvements in efficiency and performance throughout the health and social
care system to bring about improved services to patients, clients and carers.
Its plans would be subject to the Minister’s approval and the Minister would
receive regular monitoring reports to show progress against his stated
expectations. There would also be minimum duplication between the RHSCB
and the Department, so that there would be the clearest possible
accountability and governance, and effective deployment of the appropriate
management skills. Furthermore, the six HSC Trusts would report directly to
the new RHSCB.

To adhere to Government Accounting NI guidance, a strategic-control
framework would be put in place between the new RHSCB and the
Department which would set out the key elements of resources; the

relationship and respective responsibilities of the Department, RHSCB Chief
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Executive and any other organisations as appropriate; accountability
arrangements with the Assembly; the strategic direction; performance
monitoring and review; and risk assessment. The framework would also
ensure that the RHSCB has sufficient and appropriate management and

financial controls to safeguard public funds.

4.8 In relation to the RHSCB’s wider responsibility to those for whom it
commissions services, it is intended that there would be local representation
on the Boards of the LCGs, a stronger regional voice for patients, clients and
carers through future proposals for the HSS Councils, the continuing
development of a stakeholder network including significant engagement with
the voluntary and community sector and the overarching regulatory role of the

Regulation and Quality Improvement Authority (RQIA).

Location

4.9  While it is expected that the new RHSCB would have a strong local presence,
decisions on location would be determined in line with policy guidance and
statutory requirements. That being the case, it would be necessary to have
temporary arrangements in place from April 2009 pending completion of the

necessary processes.

The Department is seeking your views on:

Q1. the functions, constitution and governance prop osals for the new

Regional Health and Social Care Board.

Q2. the functions, constitution and governance prop osals for the Local

Commissioning Groups, including membership.

Q3. the process for obtaining local government repr esentation on the Boards

of the Local Commissioning Groups.
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5.1

5.2

DEPARTMENT OF HEALTH, SOCIAL SERVICES & PUBLIC S AFETY

The new structures propose that the Department of Health, Social Services &
Public Safety (DHSSPS) would become considerably smaller to reflect its role
under the new arrangements. In tandem with the creation of the new RHSCB,
a review of departmental structures, roles, functions and staffing would also be
undertaken to respond to the changing agenda and drive forward a wider

reform programme.

The Department would be significantly reduced in its size but, for example,

would retain responsibility for:

support for the Minister in advising on and reviewing policy, legislation,
standards, priorities and targets, and in all aspects of business in the
Assembly, the Executive, the North South Ministerial Council and the
British Irish Council;

public health policy, cross-governmental public health strategy and the
governmental aspects of health improvement and protection and
emergency planning;

the regional performance and resource planning frameworks;

workforce and the commissioning of education and training;

input to the Programme for Government and Budget processes, including
the Public Service Agreements which will set the strategic framework for
the Minister’s priorities for Health and Social Care;

input to the Investment Strategy for NI (10+ years), and the prioritisation
and planning and programme management of strategic investments to
drive change;

providing a centre of specialist professional and technical estate
expertise which supports the development and maintenance of an
efficient and effective HSS estate for the delivery of health and personal
social services;

the strategic prioritisation of resources taking account of NICE

recommendations and National Service Frameworks;
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5.3

5.4

strategic policy development including the development of community,
voluntary and private sector capacity and service delivery; and

systems stewardship and management.

As a result, the Department would be more sharply focussed on its
responsibilities for serving the devolved administration, bringing forward
legislation, and determining and periodically reviewing policy, standards,
priorities, and targets for health and social care. The Department would drive
performance, primarily by setting strategic targets, tracking outcomes and
applying strategic change levers to ensure that the health and social care
system maintains a focus on delivering those outcomes, rather than being
involved in the day-to-day operational management, which would be the role
of the new RHSCB.

Functions
Within its overarching duty to promote an integrated system of health and
social care and to provide or secure the provision of services, the Department

would take forward functions that, for example:

are cross-governmental in nature (e.g. cross-governmental initiatives
such as in Investing for Health and the cross-governmental children’s
strategy Our Children Our Young People our Pledge and wider regulatory
responsibilities allied to the Medicines Act and Misuse of Drugs Act which
go beyond health and social care);

are focused on longer term health and wellbeing outcomes;

address the fundamentals of how the system is organised and the roles,
checks and balances that underpin its design;

are concerned with system-wide standards and expectations in terms of
service delivery; and

address the prioritisation of major programmes of care and associated

investments.
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5.5

5.6

5.7

5.8

5.9

The Department would retain responsibility under the Minister’s direction for
long term strategic planning. Responsibility for strategic regional policy
including public health policy would reside with the Department. These would
include specific policy issues where these determine overall patterns of
services, such as hospital or primary care, or define the boundaries of health
and social care, or relate to key processes to drive strategic change.

The Department would continue to be responsible for setting standards of
care, informed by the new RHSCB, the Regional Public Health Agency and
the RQIA among others, and in line with Ministerial views. It is therefore
proposed that the Research and Development Office that is currently part of
the Central Services Agency (CSA) would transfer to the Department to assist
with the setting of this direction and ensure the translation of public and clinical

research into improved services and patient outcomes.

Large-scale decisions which necessitate Departmental/Ministerial
involvement, for example, the decision to make a material change in the
strategic pattern of service delivery, would remain the responsibility of the
Department advised by the RHSCB.

The Department would advise the Minister on issues relating to the overall
direction of the service — for example, in relation to the delivery of longer term
health and wellbeing outcomes against inputs, the degrees of delegation of
decision-making from regional to local level and the boundaries of the services

to be provided by health and social care.

Staffing

These new structures propose that the Department would also be much
smaller with a staff of around 600 by the end of the Comprehensive Spending
Review (CSR) period. This would be achieved through previously announced
initiatives such as the CSR, in which the Executive approved 5% a year
reductions in Departmental Running Costs, the ongoing Northern Ireland Civil

Service Reforms and also a number of staff transferring to new organisations.
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5.10

5.11

5.12

5.13

These proposals assume the transfer of the Research and Development
Office which is currently part of the CSA, into the Department.

It is acknowledged that the system requires a professional information and
analysis function. Decisions have yet to be taken on this function which
currently resides with the Department. The function may be retained as a
coherent whole either within the Department or with the common services
organisation (CSO). Alternatively, the function could be split between the
various organisations with governance arrangements put in place to ensure
information-sharing where required. These options require detailed analysis
and review and are currently the subject of a separate exercise to be

completed by end April 2008.

Governance

The Department would continue to be accountable to the public via the
Assembly and the Minister for the performance of, and resources allocated to,
Health and Social Care. It would also continue to play a lead role in
accounting for the performance of the health and social care system, reflecting

the continuing need for Ministerial accountability in this area.

The Permanent Secretary, as the Department’s principal Accounting Officer
(the “Departmental Accounting Officer”), is responsible for the overall
organisation, management and staffing of the Department and for ensuring
that there is a high standard of financial management in the Department. The
Departmental Accounting Officer designates the Chief Executive of the
relevant health and social services body as the body’s Accounting Officer, and
may withdraw the accounting officer designation if he believes that the

incumbent is no longer suitable for the role.

In his role as Departmental Accounting Officer, the Permanent Secretary
would be empowered to apply appropriate incentives and sanctions to, the
RHSCB to ensure that:
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a. services are planned and organised to deliver Ministerial objectives,
including the maintenance of effective governance arrangements and a

sound system of internal control;

b. there is comprehensive performance improvement across the entire

health and social services;

c. resources (including the health and social services asset base) are used
in the most economic, efficient and effective way, with full regard to
regularity and propriety; and

d. there is strong professional leadership for health and social care.

5.14 The Department would put in place a strategic-control framework between it
and the RHSCB, in line with Government Accounting NI guidance, which
would set out the key elements of resources; the relationship and respective
responsibilities of the Department, RHSCB Chief Executive and any other
organisations as appropriate; accountability arrangements with the Assembly;
the strategic direction; performance monitoring and review; and risk
assessment. The Department would ensure through the framework that the
RHSCB has sufficient and appropriate management and financial controls to
safeguard public funds.

Q4. The Department is seeking your views on the fun  ctions, staffing and

governance proposals for DHSSPS.
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6.1

6.2

6.3

6.4

6.5

COMMON SERVICES ORGANISATION

In September 2007, the Department consulted on a proposal for the provision
of business and other common services to Health and Social Care in Northern
Ireland through the establishment of a shared services organisation. The aim
of this body was to bring together services which are common to the health

and social care organisations such as finance and recruitment of staff.

Following the public consultation, it has been decided to proceed with shared
services in Health and Social Care but that it would be part of a common
services organisation (CSO) which would provide a broader range of support
functions for the health and social care service including some from the

Department, the current HSS Boards, HSC Trusts and Agencies.

The establishment of a common services organisation would contribute to
streamlined and enhanced management and delivery so that the Department

and the new RHSCB could focus on their own primary responsibilities.

Location

The actual sites of any locations for a CSO would be determined in line with
policy guidance and statutory requirements. That being the case, it would be
necessary to have temporary arrangements in place from April 2009 pending

completion of the necessary processes.

Functions

The consultation paper Transformation of Business Services in Health and
Social Care — Shared Services issued by the Department in September 2007,
set out proposals for the common business functions of Human Resources,
Finance, Estate Management and Maintenance, Information Technology, and
Information and Procurement, which could be carried out on a shared services
basis. It was also noted that the operational elements within the Department’s
Directorate of Information Systems and the Information and Analysis
Directorate, the Health Estates Agency and legal services within the CSA

should also be considered for inclusion. The overall aim in taking this forward
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was to standardise and simplify processes in relation to relevant

administration functions to improve quality and achieve savings.

The following functions from HSS Boards, HSC Trusts and Agencies have

been determined as being the responsibility of a shared services organisation:

relevant Finance functions from the HSS Boards, HSC Trusts and Family
Practitioners Services Payments from CSA,

relevant Human Resource functions from the HSC Trusts, HSS Boards
and Agencies;

Estate Management and Maintenance from the HSC Trusts and HSS
Boards;

Information Technology from the HSC Trusts, HSS Boards and
Directorate of Information Systems, DHSSPS;

Elements of Information Management from the HSS Boards;
Procurement from the Regional Supplies Service within the CSA; and

Legal Services from within the CSA.

In addition to those above, it is also now proposed that shared services would,
for governance purposes be part of a common services organisation which
would provide a broader range of support functions for health and social care,

including the following additional functions:

Office of Research Ethics Committees, CSA,

Corporate Services, CSA,;

Monitoring of contractual compliance, including probity assurance, in
respect of General Practitioner, Dental, Pharmacy and Optometry
services, and the analysis of information to support contract management
and commissioning of these functions by the RHSCB. Substantial
elements of these tasks are currently undertaken by existing
Commissioning Boards;

Counter Fraud Unit, CSA;

Internal Audit from HSS Boards and HSC Trusts; and
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6.8

6.9

6.10

6.11

Q5.

A small number of Departmental staff in other functions such as HPSS

Superannuation Branch and Fraud.

Staffing

The consultation paper Transformation of Business Services in Health and
Social Care — Shared Services highlighted that staff would become employees
of a health and social care shared services organisation. It was envisaged
that this new organisation would employ, some 2100 staff, after savings. The
extra functions proposed for the CSO would include an additional number of
staff of around 300.

Governance

The most applicable governance model would involve the establishment of a
separate legal entity for the CSO and this organisation would be held
accountable through its Board to the Department. The CSO would be a HSC
organisation in the same way as the proposed RHSCB.

The CSO would serve a client base of health and social care organisations,
including the RHSCB, HSC Trusts and Agencies, with the objective of
ensuring an efficient, effective and economic service to all users. The service
offered would have to be consistent, responsive to changing customer needs
and local priorities. Appropriate arrangements would therefore also have to be
put in place to reflect the common services organisation’s accountability to its

clients — e.g. a hard charging regime.

A CSO would have to operate to clearly defined standards, within agreed and
measurable performance indicators and be equitable when dealing with
smaller health and social care organisations. It should be able to resolve
iIssues on a timely basis and have protocol arrangements to protect all data

and information held.

The Department is seeking your views on the add itional functions,
staffing and governance proposals for the common se rvices

organisation.
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7.1

7.2

7.3

PUBLIC HEALTH

The Minister’s proposals would put the public health agenda at the heart of the
Health and Social Care system. Improved health and well-being and reduced
health inequalities are the yardsticks by which the success of that system will

be measured. The key elements are:

Public health at the centre of policy and strategy at Ministerial/
Departmental level and across Government through the Ministerial
Group on Public Health;

Better coordination and delivery of interventions to protect and improve
health and well-being through a new Regional Public Health Agency that
together with other functions would subsume and build on the current
role of the Health Promotion Agency;

A stronger role for local government in shaping health improvement
programmes and in tackling the underlying causes of poor health;
Robust arrangements to provide public health support to the RHSCB and
its LCGs in developing their commissioning plans; and

A continued role for HSC Trusts in developing and delivering health
improvement and health protection programmes to meet key Ministerial

public health priorities.

Regional Public Health Agency

The new Regional Public Health Agency (RPHA) would be an integral part of
the Health and Social Care system. It would drive the public health agenda in
a way that is not possible under current arrangements. Bringing together the
wide range of existing public health functions, the RPHA would give a

renewed, enhanced and sustained focus on achieving key public health goals.
In keeping with the multi-professional nature of the public health agenda, the

work of the RPHA would also be multi-professional. The proposals below

outline in broad terms, the arrangements for providing the functions of the
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7.4

7.5

7.6

RPHA. However, views are particularly sought on how to make the work of
the RPHA fully multi-professional.

It is envisaged that the RPHA would have in the region of 250 to 350 staff and
would provide 3 key functions:

Health improvement;

Health protection; and

Public health support to commissioning and policy development.

While it is expected that the new RPHA would have both a regional and a

strong local presence, decisions on location would be determined in line with
policy guidance and statutory requirements. That being the case, it would be
necessary to have temporary arrangements in place from April 2009 pending

completion of the necessary processes.

Health Improvement

To ensure a coordinated and consistent approach to tackling the key public
health challenges, the RPHA would work with the Department, the RHSCB
and its LCGs, HSC Trusts, local government and other partners in health and
related sectors, to implement Ministerial policies on health improvement. It
would build on the work of existing partnerships between health and other
sectors to enhance the capacity and capability of those partnerships to
achieve demonstrable improvement in key public health measures, for
example, better mental health, lower suicide rates, lower levels of obesity,

drug and alcohol abuse, and ultimately, better life chances for all.

The RPHA would be commissioned directly by the Minister or through the
RHSCB, to provide public health programmes and initiatives at a regional
and/or local level. Those programmes and initiatives would be designed
within a common regional health improvement framework, to meet key

Ministerial objectives. They would be provided by the RPHA solely, or in
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1.7

7.8

7.9

7.10

partnership with other organisations in health, local government and other
sectors, including the voluntary sector. The Department would lead
development of the common regional health improvement framework through

a process that is fully inclusive of all key stakeholders.

The RPHA would work closely with local government, providing advice and
expertise to assist it in its role of improving the well-being of local populations.
This enhanced support to local government will be particularly important in the
future as it assumes a lead role in community planning. Local government
could be required, therefore, through legislation, to consult with the RPHA in
developing those plans. To further facilitate links with local government,
locally-elected representatives would be appointed to the Board of the RPHA.
The merit principle would continue to underpin the selection process of Board
members in accordance with the Office of the Commissioner for Public

Appointments NI Code of Practice.

Similarly, RPHA staff would be a new resource for HSC Trusts who, where
necessary, could draw upon the health improvement expertise in the RPHA in
developing their plans to improve the health of the people they serve. As
described later, RPHA health improvement staff would also provide public
health support to the RHSCB and its LCGs as they develop their health

improvement commissioning plans.

The RPHA would be an authoritative source of information on the health of the
public to all of the Health and Social Care system, partner organisations and
the public itself. It would analyse health and wellbeing trends to monitor
progress against key public health goals and would commission, and advise

on public health related research.

To enable the RPHA to fulfil its enhanced role in health improvement, it would
incorporate the functions of the Health Promotion Agency, the health and well-
being improvement functions of the existing HSS Boards, including
Community Development and Investing for Health, and the Health Action Zone

functions of HSC Trusts and HSS Boards. It would also incorporate the
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7.11

7.12

7.13

specialist health improvement functions of staff working currently within HSC
Trusts.

Health improvement staff in the existing HSS Boards, HSC Trusts and the
Health Promotion Agency have a strong track record in multi-sectoral working,
not least in establishing partnerships under the Investing for Health
programme. However, there is a limit to what they can do under existing
structures. Drawing the existing HSC health improvement expertise into the
RPHA would ensure more coordinated working and thereby enable health
improvement staff to take on an enhanced and expanded role in supporting
HSC Trusts, primary care, local government, and other sectors that influence
the underlying determinants of health and well-being — education, housing, the
environment, transport, the business sector, policing and so on. The new
RPHA would therefore provide much greater opportunity for public health
experts to advise, work in partnership with, and support all relevant
organisations in achieving fundamental improvement in people’s health and

wellbeing.

RPHA staff would be based regionally and locally, co-located with, or near to

colleagues in LCGs, HSC Trusts and local government.

Health Protection

The statutory health protection functions of the existing HSS Boards would
transfer to a new Health Protection Unit in the RPHA. This new unit would also
incorporate the functions of the Communicable Disease Surveillance Centre,
and the Health Care Associated Infection Surveillance Centre. This would
strengthen the health protection function in Northern Ireland by creating a unit
that has the critical size, resilience, surge capacity and expertise to plan for
and respond to health protection incidents. It would also ensure that there are
clear and unambiguous lines of accountability for surveillance, prevention and
control of infection, and emergency planning. Strong links between the new
Health Protection Unit, the Health Protection Agency (UK) and local
government environmental health departments would be retained and

developed.
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7.14

7.15

7.16

7.17

7.18

By positioning the Health Protection Unit within the RPHA the latter would
have direct access to specialist health protection expertise and would be able
to deploy that expertise to areas of greatest Ministerial and public concern.
The RPHA would also ensure that the Health Protection Unit has access to
additional staff/resources if necessary, to respond effectively to major
incidents. This may include developing contractual arrangements with HSC

Trusts.

The Health Protection Unit would be an important regional resource, providing
expert health protection advice to the Minister, Department and HSC Trusts on
prevention and control of infection, emergency planning, immunisation
programmes and other health protection issues. Staff from the Unit would
also provide professional support on health protection-related commissioning
to the RHSCB. The Unit would also facilitate collaboration with Great Britain

and the ROI on major threats to public health.

Accountability for the statutory health protection functions would be through a
designated senior medical professional within the RPHA who would have

executive responsibility for health protection.

Public Health Support to Commissioning and Policy D evelopment
Public health support to the commissioning function of the RHSCB would
include, for example, developing service frameworks, redesigning services,
facilitating regional multidisciplinary forums and networks of frontline staff,
governance and coordination of population screening programmes and
assuring the safety and quality of services. Support to commissioning from
public health staff would therefore ensure that services develop in a way that

is credible to frontline staff and consistent with evidence-based good practice.

To ensure that commissioning plans have public health at their core, the
RHSCB and its LCGs would be required, through legislation, to seek advice
from the RPHA when developing their commissioning plans. To deliver that
public health advice, relevant public health staff within the RPHA would have

an agreed contracted commitment to the RHSCB. That commitment may be
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7.19

to the regional and/or local commissioning function of the Regional Health and
Social Care Board. To further embed public health support within
commissioning, public health staff from the RPHA would be co-located with
staff of the RHSCB and its LCGs. In addition, the Chief Executive or a senior-
level Executive in the RPHA would be a non-Executive member of the Board
of the Regional Health and Social Care Board.

RPHA public health staff would also advise the Minister and Department on
the development of strategies and policies relating to public health. They
would be a source of public health expertise to other organisations with a
shared public health agenda, including voluntary organisations. The
establishment of the RPHA therefore provides an important new centre of
public health expertise, drawing together existing resources to create a
focused, coordinated drive for sustained improvement in public health.

The Department is seeking your views on the proposa |

Q6.

Q7.

Q8.

Qo.

to create a Regional Public Health Agency andt he functions it would

undertake.

to incorporate Health and Social Care Trust spe  cialist health

improvement functions into the Regional Public Heal th Agency.

that, in the future, local government could be required, through
legislation, to consult with the Regional Public He alth Agency when
developing its community plans.

that the Regional Health and Social Care Board  and its Local
Commissioning Groups would be required, through leg islation, to seek
advice from the Regional Public Health Agency when developing their

commissioning plans.
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Q10. to appoint the Chief Executive or a senior Exe  cutive of the Regional
Public Health Agency as a non-Executive of the Boar  d of the Regional

Health and Social Care Board.

Q11. of how to make the work of the Regional Public Health Agency fully
multi-professional.
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8.1

8.2

8.3

Q12.

AGENCIES OF THE DEPARTMENT

Previous Direct Rule proposals recommended the amalgamation of a number
of Agencies into a new multi-purpose Authority. Given the streamlined nature
of the proposed RHSCB and the emphasis on core functions, this was no
longer felt to be appropriate. It is therefore proposed to retain a number of the
existing Agencies but opportunities would be explored to increase current
levels of efficiency and productivity. These would include the NI Practice &
Educational Council , the NI Medical & Dental Training Agency , the NI
Blood Transfusion Service , the Guardian Ad Litem Agency and the NI

Social Care Council .

The Regulation and Quality Improvement Authority would also be retained
but its role would include the current functions of the Mental Health
Commission which are considered to be complementary to those of the
RQIA. In line with previous RPA proposals the NI Regional Medical Physics
Agency would become part of the Belfast HSC Trust.

The functions of the Central Services Agency would transfer to the common

services organisation and the Department. The Health Estates Agency

would remain an executive agency of the Department.

The Department is seeking your views on the pr  oposals for the above

Agencies.
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9.1

9.2

9.3

HEALTH AND SOCIAL SERVICES COUNCILS

The consumer voice in relation to health and personal social services in
Northern Ireland is currently provided through four Health and Social Services
Councils. Under the terms of the RPA decisions taken in November 2005 by
Direct Rule Ministers, these four Councils were to be replaced by a single
health and social care user’s body — the Patient Client Council (PCC). This
new body was to have a role in engaging with the patient, client and

communities:

in promoting their health and wellbeing;

in getting the best from the service; and

in providing effective advocacy when the service is not doing what it
should to meet patients’ just needs and demands.

The role envisaged for a PCC as proposed by the Direct Rule administration
now requires further consideration and views are sought on new
arrangements which would give patient, client and carer representatives a
powerful regional voice but also ensure a strong, local focus and provide

locally elected representatives with an active role.

Functions

It is proposed that the functions of the new organisation(s) would be to:

represent the interests of the public;

promote the involvement of the public;

provide advocacy services;

provide advice and information to the public about the design,
commissioning and delivery of health and social care; and

such other functions as may be prescribed.

In carrying out these roles it is proposed that the work of the new

organisation(s) would be supported by a statutory requirement being placed
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9.4

9.5

on other health service bodies to engage with it, in carrying out its functions
and have due regard to the representations and requests made by it.

Independence

In order to ensure that the new consumer body or bodies are and are seen to
be independent, it is proposed that they would be funded by and directly
accountable to the Department, be able to employ their own staff and make
their own arrangements for, among others, the provision of accommodation.

The following organisational models have been identified.

Organisational Models

The following two options describe structures that are aligned with the new
integrated HSC Trusts, designed to ensure that the new organisation(s) are
well placed to engage with service providers and are well equipped to

articulate the public voice and promote and represent the public interest.

Option 1

9.5.1 A single, independent, regional body along the lines previously
suggested for the proposed PCC, but required by statute to establish
five groups/committees operating within the same geographical areas
as the five integrated HSC Trusts. This model would provide the
regional organisation with a locally based network and a physical

presence in each HSC Trust area.

Option 2

9.5.2 Five separately constituted independent local bodies each operating
within the same geographical areas as in Option 1. These local bodies
would be required by statute to work together on a collaborative basis,
to provide a more effective regional focus where appropriate to
represent the interests and promote the involvement of the patients,

clients and carers.
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9.6

Q13.

Q14.

Constitution of new organisation(s)

It is proposed that any new organisation(s) should provide for local
government representation. In considering the broader membership, the size
and composition of Health and Social Services Councils is currently
determined by the Department, subject to the requirement that at least 4/10
members are appointed from nominations submitted by relevant District
Councils and 3/10 from voluntary organisations. Whatever model is accepted,
the merit principle will continue to underpin the selection process of Board
members in accordance with the guidance of the Office of the Commissioner
for Public Appointments NI Code of Practice.

The Department is seeking your views on the pr  oposals for the two
options to replace the HSS Councils.

The Department is seeking your views on the co  nstitution of the new

organisation(s) under each of the proposed options to replace the HSS

Councils.
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10.

10.1

10.2

10.3

10.4

10.5

REDUCING COSTS AND BUREAUCRACY

The overall RPA’s purpose was to review Northern Ireland’s system of public
administration with a view to putting in place modern, accountable and
effective arrangements for public service delivery in Northern Ireland. This
has therefore been the main driving force for developing a new Health and
Social Care structural model, which would deliver benefits and identify further

efficiencies.

Early work on this had already commenced under Direct Rule administration
to identify an option that would deliver the efficiency savings to be gained, as
set out by Deloitte in its December 2005 Report, on the implementation of the

RPA proposals.

In late 2006, development on a Strategic Business Case was initiated to
provide the strategic justification of the structural decisions, taken with regard
to RPA in health and social care, which would result in the identified efficiency
savings being realised. This Strategic Business Case was subsequently
approved by DFP in July 2007.

The Strategic Business Case preferred option was to examine Admin &
Clerical, Professional Management and Front Line Admin & Clerical staff in
order to deliver the efficiency savings required under RPA. It was therefore
recognised that there are a number of aspects of working practice in Northern
Ireland that do not reflect the most efficient approach and therefore do not
work to achieve the highest possible productivity, though it is important to bear
in mind that administrative and clerical support staff assist clinicians in many
ways and without them, there would be considerable misuse of the time and
productivity of professional staff. It was therefore accepted that there existed

scope to achieve improvement across this area.

To ensure that the benefits were delivered and costs released, it was clear

that front line staff needed to be enhanced. The preferred option highlighted
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10.6

10.7

10.8

pay savings of some £48million and an additional £5million, non-pay savings,

a total saving of £53million.

It was further highlighted that the scope for the change primarily lay with
administrative and managerial staff in HSC Trusts and HSS Boards and a
small number within those Agencies affected by the RPA. Those staff who
were predominantly engaged in providing services to patients and clients were

unlikely to be affected.

The new proposals, as set out in this consultation paper, give a commitment
that there would be no increase to the previous Direct Rule savings of
£53million and a reduction of around 1,700 posts. Indeed, the majority of
these posts and savings are already being addressed as part of the
reconfiguration of the five newly established integrated HSC Trusts. The
remainder of these posts and savings would therefore be met under these

proposals, through the new organisations.

Following the consultation period and assessment of the responses, the new
structures can therefore be confirmed and further work and a more detailed
analysis will take place at that stage, to determine those organisations
affected by the savings including a CSO. This will in turn inform the
development of a new Strategic Business Case for DFP scrutiny and approval
which would be an integral part of this process. In addition, any decisions on
future structures would be supported by human resource policies to address

concerns of staff. The following section sets this out in more detail.
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111

11.2

11.3

HUMAN RESOURCES

The implementation of future arrangements would be supported by human
resources policies that set out how staffing issues will be handled. They will
build on the policies already implemented for the previous stage of RPA
implementation in Health and Social Care and will address the concerns of
staff and those who represent them. It is recognised that this round of
organisational change has the added dimension of civil servants transferring
to the HSC. This will raise new issues and we will work with the relevant staff
organisations to address these. HR policies will comply and complement the
Public Services Commission (PSC) Guiding Principles. The Department will

continue to work with the PSC on the implementation of the guiding principles.

Human resource processes would largely reflect the principles followed for the
transfer of staff to HSC Trusts. A Staff Transfer Scheme would be developed
in line with PSC Guiding Principle 3 in consultation with the trade unions. This
should be available well in advance of the date of transfer. All staff employed
in the HPSS have a guarantee that they would be assigned to an employer at
the relevant time of transfer for them as individuals. However there is no
guarantee that all staff in the affected areas would retain their current jobs as
restructuring would be necessary to achieve the effective implementation of
RPA.

The HPSS HR Framework and the EVRER (Employment, Voluntary
Redundancy and Early Retirement) Scheme would continue to apply and their
applicability to implementation would be scrutinised on an ongoing basis so
that any necessary amendments can be made. Vacancy controls would
continue to operate to maximise employment options for displaced staff. A
balance of vacancy controls, suitable alternative employment, early
retirements and voluntary redundancies may be sufficient to avoid the need for
any compulsory redundancies. Every possible effort would be made to avoid
compulsory redundancies to keep valuable skills and experience in the HPSS,
minimise costs and provide value for money but it is not possible to give a

guarantee of no compulsory redundancies.
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115

The Department will work with key stakeholders in developing the HR
principles that will guide this phase of implementation. There would be an
overall group with oversight of the change, which would comprise the
Department, affected employers and trade union representatives and would
inform the development of any further policy documents needed as
implementation is progressed. This could be the existing HR RPA
Implementation group that is composed of HSC Employers, trade unions and
officials from the Department. It will be necessary to review its composition to
ensure that all relevant parties are represented. This Group would link with
other established HSC forums such as the Joint Negotiating Forum and the

Partnership Forum as appropriate.

If the proposals in this document are confirmed (with or without amendment)
by the Executive in June, and the Assembly approves the principles of the
forthcoming Bill in July, the employers in the HSC system and the Department
will move as quickly as possible to identify, for each individual member of staff,
the appropriate body which would become their employer from 1 April 2009
(subject to completion of the passage of the legislation through the Assembly).
Some preparatory work on this will need to be done (on a without prejudice
basis) in the next few months, to prepare the ground and ensure there is time
for the necessary detailed consultation with staff representatives and trade

unions.
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12. EQUALITY

12.1 The full Equality Impact Assessment can be found at Annex A .
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13.

13.1

13.2

13.3

Q15.

HUMAN RIGHTS

The Department is committed to the safeguarding and promotion of human
rights in all aspects of its work. The Human Rights Act 1998 gives effect in UK
law to the European Convention on Human Rights and requires legislation to
be interpreted so far as is possible in a way which is compatible with the
Convention rights and makes it unlawful for a public authority to act

incompatibly with the Convention rights.

All public authorities have a positive obligation to ensure that respect for
human rights is at the core of their day to day work. In developing these
proposals, the Department has sought to comply with its human rights

obligations.
Having considered the proposals, the Department considers that the policy

developed is consistent with its human rights obligations.

The Department is seeking your views on the hu  man rights implications
of the proposals for Health and Social Care reform and any issues you

think relevant.
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ABBREVIATIONS

A&E
CSA
CSO
CSR
DFP
DHSSPS
EQIA
HPA
HPSS
HSC
HSS
LCG
MHC
NIBTS
NICE
NICS
NIGALA
NIMDTA
NIRMPA
PCC
PSC
RHSCB
ROI
RPA
RPHA
RQIA

Accident and Emergency

Central Services Agency

common services organisation
Comprehensive Spending Review

Department of Finance and Personnel

Department of Health, Social Services and Public Safety

Equality Impact Assessment

Health Promotion Agency

Health and Personal Social Services
Health and Social Care

Health and Social Services

Local Commissioning Group

Mental Health Commission

Northern Ireland Blood Transfusion Service
National Institute for Clinical Excellence
Northern Ireland Civil Service

Northern Ireland Guardian Ad Litem Agency
NI Medical & Dental Training Agency

NI Regional Medical Physics Agency
Patient Client Council

Public Service Commission

Regional Health & Social Care Board
Republic of Ireland

Review of Public Administration

Regional Public Health Agency

Regulation and Quality Improvement Authority
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11

1.2

1.3

1.4

15

INTRODUCTION

This document seeks to assess the equality impact on those considered to be
affected by the proposals for Health and Social Care in the Minister’s
announcement of 4 February 2008. It follows the steps for conducting an

EQIA as set out in Equality Commission’s practical guidance.

Section 75
Under Section 75 (S75) of the Northern Ireland Act 1998, the Department of
Health, Social Services and Public Safety (DHSSPS) is required to have due

regard to the need to promote the equality of opportunity:

between persons of different religious belief, political opinion, racial
group, age, marital status or sexual orientation;

between men and women generally;

between persons with a disability and persons without; and

between persons with dependants and persons without.

In addition, without prejudice to the above obligation, the Department is also
required to have regard to the desirability of promoting good relations between

persons of different religious belief, political opinion or racial group.

In response to the Act, DHSSPS prepared an Equality Scheme which was
approved by the Equality Commission and can be accessed at
http://www.dhsspsni.gov.uk/equality-scheme.pdf.

Screening

Normally a screening process is used to identify which policies or decisions
are likely to have a significant/major impact on, or consequence for, people
including those in any of the nine specified equality groups. If it is decided that
a policy or decision does have significant/major issues relating to equality, it is
then necessary to carry out a more detailed exercise called an Equality Impact
Assessment (EQIA).
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EQIA

Attention to equality considerations at an early developmental stage can
identify potential problems when a policy is being implemented and can help in
developing ways to deal with them as they arise. As this policy would lead to
significant changes in health and social care structures and consequently
have a major impact on staff, it was decided to proceed straight to an EQIA.

Public Service Commission

The Public Service Commission (PSC) was established in March 2006 to
make recommendations to Government on the guiding principles and steps
necessary to safeguard the interests of staff and to ensure their smooth
transfer to new organisations established as a consequence of Government
decisions on the RPA, taking into account statutory obligations, including
those arising from Section 75 of the Northern Ireland Act 1998.

To date, the PSC has developed nine Guiding Principles which have been
accepted by Government/Executive and accordingly will become
Departmental policy covering all affected organisations. A further Guiding

Principle is in draft form.
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POLICY AIM

Aims of the Policy

The aim of the policy is to introduce proposals to reform the health and social
care system that will serve the clear strategic purpose of improving health and
social care services and thereby the health and well-being of the people of
Northern Ireland, by making services more efficient, more patient and client
centred, and more focused on prevention and primary care and less on
institution-based care. The proposals will build on the changes already put in
place and provide a streamlined and democratically accountable way of

managing our health and social care services.

The main elements of the proposals are:-

a streamlined Regional Health and Social Care Board focused on
commissioning, performance management and improvement and
financial management which both encourages and ensures access to
guality services responsive to need;

dynamic Local Commissioning Groups with the active involvement of
GPs; professionals within social work, public health, nursing and Allied
Health Professionals; other primary care practitioners; and community
representatives;

a smaller Department more sharply focused on its responsibilities for
serving the devolved administration, bringing forward legislation, and
determining and periodically reviewing policy, standards, priorities, and
targets;

the establishment of a common services organisation to provide a
broader range of support functions for the health and social care service;
a new Regional Public Health Agency to create better inter-sectoral
working to tackle health promotion and inequalities and help realise the
shared goal of a better and healthier future for all our people, which

would incorporate the functions of the existing Health Promotion Agency;
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action to reinforce the independence of the Health and Social Services
Councils and strengthen the regional aspects of patient, client and carer
representation while maintaining a strong local focus; and

increased democratisation through local government representation on
key bodies and improved partnership with local government and other

stakeholders in the commissioning and delivery of health and social care.

Groups affected by the Policy

It is envisaged that these proposals for Health and Social Care reform would
primarily affect administrative and professional managerial staff in HSS
Boards, some of the Agencies, HSC Trusts and the Department. The
organisations that have been identified as being affected by the reforms

proposed and have been considered in this EQIA are:

Health and Social Services (HSS) Boards;

Health and Social Services (HSS) Councils’;

Central Services Agency (CSA);

NI Regional Medical Physics Agency (NIRMPA);

Mental Health Commission (MHC)?;

Health Promotion Agency (HPA);

Regulation and Quality Improvement Authority (RQIA)?; and

Department of Health, Social Services & Public Safety (DHSSPS).

' HSS Council staff are included in the HSS Board statistics.

®There are no statistics available for MHC (overall numbers are small and on
secondment from the NICS).

®RQIA would only be affected by it subsuming the Mental Health Commission.

In addition, a number of staff working within the health promotion/improvement
functions of the HSC Trusts would be potential employees of the new
Regional Public Health Agency; and a similar number of staff working within
internal audit functions of the HSC Trusts would also be potential employees
of the common services organisation, would also be affected by the proposals

for HSC reform. Whilst it has not been possible to disaggregate information
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on these groups from the overall statistics held on all HSC Trust staff, they
have been considered in the analysis of the HSC sector as a whole.

Service users
In addition to the affected organisations, account has been taken of HSC
service users in the analysis of the whole Northern Ireland population.
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CONSIDERATION OF AVAILABLE DATA & RESEARCH

Sources of Information

In carrying out this EQIA, the Department considered a range of quantitative
and qualitative data in line with the Equality Commission’s Practical Guidance
on Equality Impact Assessments. The main data sources are:

Northern Ireland Health & Personal Social Services Workforce Census
2006;

Specific data collected by Information & Analysis Directorate in DHSSPS
on the affected organisations;

Statistics from Diversity Network website;

Key Facts Workforce Bulletin for quarter ending September 2007;

2001 Census of Population (Northern Ireland);

The Equal Opportunities Commission for Northern Ireland (EOCNI) Cost
of Caring Report 1993;

Transformation of Business Services in Health and Social Care — Shared
Service EQIA (September 2007);

Human Resources Framework EQIA (October 2006);

DFP Framework to Underpin Decisions on the Location of Public Sector
Jobs resulting from the RPA (November 2007); and

EQIA on Flexible working policies by NIMDTA, HPA, CSA, NIBTS,
NIGALA and NIRMPA (June 2003).

All available information on both the S75 groups and individual workforce
categories has been collated and analysed for the staff within the affected
organisations listed in paragraphs 2.3 and 2.4. In addition, other statistical
information was obtained on the HSC sector as a whole and the Northern

Ireland population. The data shows the following trends:-



Administration & Clerical function (excluding the D epartment)
Nearly 84% of the overall workforce in the affected organisations work in an
administration and clerical function which compares to 22% of the workforce in
the whole HSC sector.
Nearly 84% of the workforce in the four HSS Boards work in the
administration & clerical function;
Nearly 95% of the workforce in the CSA work in the administration &
clerical function;
88% of the workforce in RQIA work in the administration & clerical
function;
18% of NIRMPA work in the administration & clerical function; and

95% of HPA work in the administration & clerical function.

Professional & Clinical Function (excluding the Dep artment)
Nearly 12% of the overall workforce in the affected organisations work in a
Professional and Clinical function which compares to 57% of the workforce in

the whole HSC sector.

Gender
Nearly 81% of the overall workforce in the Admin and Clerical function of the
whole HSC sector is female compared to 78% for the overall workforce in the
HSC sector and DHSSPS.

72% of the HSS Boards personnel are female;

44% of NIRMPA personnel are female;

nearly 71% of RQIA personnel are female;

68% of HPA personnel are female;

56% of CSA personnel are female; and

nearly 49% of DHSSPS personnel are female.

Age
Approximately one in five staff employed in either the HSC sector or DHSSPS
are aged 50 years or over. A further fifth of staff (20%) are aged under 30

years old.



Around a fifth of staff in HSS Boards (21%), CSA (20%) and NIRMPA
(19%) are aged 50 years or over;

More than two-fifths of RQIA staff (45%) are aged 50 years or over;
More than a quarter of DHSSPS staff (28%) are aged 50 years and over,
13% of HPA staff are aged 50 years or over; and

NIRMPA (24%), CSA (22%) and HPA (21%) have the highest proportion
of staff aged less than 30 years old.

Religion
The religious balance in Northern Ireland is recorded as 43.76% Roman
Catholic; 53.13% Protestant and other related Christian denominations; 0.39%
who belong to "other religions and philosophies”; and 2.72% who cannot be
allocated.
The religious profile of staff in the HSC sector and DHSSPS combined
(excluding staff for whom religion was not known) is 49% Roman Catholic
and 51% Protestant;
HSS Boards (excluding staff for whom religion is not known) have nearly
48% Roman Catholic and nearly 52% Protestant;
NIRMPA (excluding staff for whom religion is not known) has nearly 46%
Roman Catholic and nearly 54% Protestant;
RQIA (excluding staff for whom religion is not known) has 52% Roman
Catholic and nearly 48% Protestant;
CSA (excluding staff for whom religion is not known) has 53% Roman
Catholic and 47% Protestant; and
The religious profile of DHSSPS staff (excluding staff for whom religion is
not known or not determined) is 42% Roman Catholic and 58%

Protestant.

Marital Status
Just over 48% of the adult population in Northern Ireland are married and 33%
are single. Within the affected organisations:
almost a third of staff (32%) in the HSC sector (including DHSSPS) are
single;
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more than three-fifths of the HSC sector are either married or cohabiting
(62%);

four in five RQIA staff are either married or cohabiting (80%);

almost two-fifths of HPA (39%) and CSA staff (37%) are single; and
more than a third of DHSSPS staff are single (31%).

Disability
Around 20% of the population within Northern Ireland have a recognised
disability.
Overall less than 1% of staff employed in the HSC sector and DHSSPS
declared a disability;
Similarly, a small percentage (less than 2%) of staff have indicated that
they have a disability across the affected organisations; and
In contrast 5% of HPA staff and 4% of DHSSPS staff declared a
disability.

Ethnicity
Figures estimate that only 0.85% of the population in Northern Ireland are
from ethnic and minority communities compared to 9% of the population in
Great Britain.
Current records show that the workforce in the affected organisations is
predominantly classified as white.

The affected organisations do not currently hold any information on their staff
for the remaining S75 groups i.e. Dependant Status, Sexual Orientation and
Political Opinion. Adverse impacts for these groups however, have been

considered in paragraph 4.17.

Conclusions
From the data considered the following conclusions have been made:



The majority of the workforce in most of the affected organisations work
in the administration and clerical function. The exception is NIRMPA

whose workforce is mainly in the Professional Technical function.

About an eighth of the workforce in the affected organisations work in the
Professional and Clinical function.

Whilst the majority of the workforce in the affected organisations is
female (with the exception of NIRMPA and DHSSPS), this majority is not
as great as the overall majority in the HSC sector.

The largest proportion of staff aged 50 years or over work in RQIA.
Conversely, the largest proportion of staff aged under 30 years old
worked in NIRMPA, HPA and CSA.

The religion of the workforce in the affected organisations is fairly
representative of the religious make-up of the whole Northern Ireland

population and the HSC sector generally.

A relatively large proportion of staff in RQIA are either married or
cohabiting whereas a relatively large proportion of NIRMPA staff are
single.

Most of the workforce in the affected organisations have not declared a
disability. The proportion of staff that have declared a disability in the
affected organisations was similar to that in the overall HSC sector with
the exception of staff working in the HPA and DHSSPS. This data
however, is based on staff members identifying themselves as having a

disability and may under-record the actual incidence of disability.
Although current records indicate that the workforce in the affected

organisations is predominantly classified as white, this information may

not be accurate as information on the ethnic background of staff in the

10



affected organisations has only been sought relatively recently from
applicants to new posts and not all the affected organisations have

surveyed their total workforce.
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4.2

4.3

4.4

4.5

ASSESSMENT OF IMPACTS

The proposals in the policy will primarily impact on staff within the affected

organisations listed in paragraphs 2.3 and 2.4. The main impacts would be:

staff possibly having to relocate to a new work site; and
the proposed reduction in the overall number of posts under

commitments previously announced under the RPA.

Relocation

Decisions have yet to be made on the location of the organisations affected,
however the Department recognises that a number of staff may be required to

relocate and the subsequent effect this may have upon them.

In November 2007, the Finance Minister, published a framework to underpin
decisions on the location of public sector jobs resulting from the RPA. The
framework will, in the short term, provide a robust and transparent process for
decisions on location for any of the public sector bodies involved. The
Minister has made a commitment that the decisions made would be objective,
fair and well informed. In the longer term, to allow a more strategic approach
to the location of public sector jobs, a review of the policy on the location of

public-sector jobs in Northern Ireland has been commissioned.

The actual site of any locations for the new organisations under these
proposals for HSC reform would be determined in line with policy guidance
and statutory requirements. The decisions on possible new locations would
take into consideration the improvement of service delivery, achieving value
for money, maximising social and economic benefits, the impact on staff and
equality issues and would require intensive and meaningful consultation with

staff, their representatives, and other interested parties.

As a result, it would be necessary to have temporary arrangements in place
for April 2009 pending completion of the necessary processes. The need for

equality screening for temporary locations would be dependent on the nature

12
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of the proposals being suggested. The decisions on proposed long-term sites
would be subject to separate screenings/EQIAs. Location and/or relocation

of staff is therefore not dealt with, within the pa rameters of this EQIA .

Proposed Reduction in Posts

The consultation paper has confirmed previous RPA proposals for a reduction
of around 1,700 staff by April 2011. The majority of these posts,
approximately 1,300, will however be delivered by the five newly established
integrated HSC Trusts. In relation to the remaining reduction in posts, this will
be decided following the consultation period and assessment of the
responses. The new structures will then be confirmed and this will allow
further work and analysis to take place, to determine in more detail the post

reductions that would be delivered by those organisations concerned.

It is however recognised, that the potential reduction in staffing levels of the
organisations affected is significant and Section 11 of the consultation paper
has set out the human resource implications. The Department has already
developed a HPSS Human Resource Framework to inform decisions on

reductions in staff numbers and redeployment of staff in the HSC sector.

The Framework takes account of the Guiding Principles which were developed
by the PSC and have been accepted by the Executive. A full Equality Impact
Assessment was carried out on the Framework in autumn 2006. This EQIA
focused on equality considerations, seeking to ensure fairness and equity of
treatment of staff as the HSC went through structural reconfiguration. It
analysed the equality consideration for transfer arrangements, compulsory
redundancies, location, training and re-training and gives clear direction for the
HSC organisations in regard to future monitoring as the changes are
implemented at operational level. The full EQIA can be accessed at

http://www.dhsspsni.gov.uk/eqia report.doc

The Framework, which sets out the arrangements to govern the management
of staff and staff issues during structural reorganisation, was implemented for

the changes that have already taken place within the HSC sector i.e. the

13
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411

4.12

4.13

4.14

transfer of staff to the newly established HSC Trusts in April 2007, and it will
apply to this further phase.

The Framework is supported by detailed schemes relating to employment,
redeployment, voluntary redundancy, early retirement and vacancy controls.
In relation to the proposals for staff in the affected organisations, Staff
Transfer Schemes would be developed in line with PSC’s 3™ Guiding Principle
and in consultation with the trade unions. The appropriate Scheme would be
made available to staff and their representatives in advance of their date of

transfer.

All staff employed in the affected organisations would have a guarantee that
they would be assigned to an employer at the time of transfer. However, there
IS no guarantee that all staff in the affected organisations would retain their

current jobs as further restructuring and job reductions occur.

The affected organisations are already operating a vacancy control procedure
which has resulted in a significant numbers of vacancies and employment of
staff on a short-term and agency basis. These vacancy controls would
maximise employment options for displaced staff. There would therefore also
be opportunities to retrain and to take up further employment within the HSC
system.

Vacancy controls will continue to apply and their applicability to
implementation will be scrutinised on an ongoing basis and any necessary
amendments made to address the concerns of staff and those who represent
them.

Redundancies

A balance of vacancy controls, suitable alternative employment, early
retirements and voluntary redundancies may be sufficient to avoid the need for
any compulsory redundancies. Every possible effort would be made to avoid

compulsory redundancies, keep valuable skills and experience in the HPSS,

14
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4.17

minimise costs and provide value for money, however it is not possible to give

a guarantee of no compulsory redundancies.

Positive Impacts

The Department recognises that the proposals for HSC reform would affect
staff employed by the organisations concerned and each person would view
the proposals from a different perspective depending on their personal
circumstances and attitudes. The assessment has however, identified some

beneficial impacts of the proposed policy for staff:

enhanced opportunities for staff to develop new skills and areas of
expertise;

improved career prospects in the longer term within bigger (though fewer)
and more strongly focussed organisations;

increased job satisfaction through continually improving systems;

better working environments and equipment; and

more opportunity to alter working patterns.

Service Users
Paragraph 2.1 sets out the aims of these proposals, namely to make services
more efficient, more patient and client centred, and more focused on
prevention and primary care and less on institution-based care. There is no
evidence to suggest that there would be any potential adverse impact on
service users however the following potential benefits have been identified:
improved services to users through improved performance management
and stronger focus on service improvement;
streamlined bureaucracy and fewer points of contact; and
the proposed efficiency savings would be reinvested into frontline

services.

Section 75 Groups
A summary of the impact on the S75 groups is detailed below. The mitigating

measures against these are summarised in the following section.

15



Gender

There is a potential adverse impact on females in relation to the proposed
reduction in posts. In most of the affected organisations, there are a
substantially larger proportion of females and research shows that females

continue to be those primarily with family and carer commitments.

Females are more likely than males to work part-time or have an alternative
flexible working pattern so any increase in travelling time may have a greater

impact on them than full-time workers.

The possible change in location would also adversely impact on females and
this impact would be dealt with separately when the long-term locations of the

new organisations are considered.

Age

Using early retirement as part of the mechanism to avoid compulsory
redundancies may lead to a disproportionate number of older people leaving
the affected organisations. This in turn may lead to an overall loss of valuable
skills, expertise and experience. Those leaving through early retirement
however, would be on a voluntary basis and therefore no differential impact is

envisaged in relation to these individuals.

In most of the affected organisations, the greatest percentage of staff are
between 35 and 49 which makes this group more vulnerable to possible post

reductions.

Research shows that young people tend to be concentrated in lower grades
so there may be a differential impact on this group if the possible post

reductions occur in the lower grades.
Younger people tend to have less access to private transport and are more

likely to still live in the family home, so any change in location may have an

adverse impact on them and their finances.

16



Research shows that people over 50 do not access training and retraining
opportunities to the same extent as those below this age. This may result in a
differential impact through a lower level of preparedness on the part of those
over 50, if they are required to carry out new functions within their new

organisation.

Religion
There is no evidence to suggest any adverse impact on any individuals by

reason of their religious belief in relation to the proposed reduction in posts.

Changes in location for staff however, may potentially differentially impact on
people from different religious beliefs as some areas could be perceived as
more welcoming than others. Concerns regarding safety, such as access
routes, must be taken into account. This impact would be considered further

when decisions on the long-term location of the new organisations are made.

The provision of training and retraining opportunities may also potentially
impact on staff within this group depending on where the training courses are

located.

Marital Status

Research shows that the majority of females who have family and caring
responsibilities tend to be married. As most of the affected organisations have
a larger percentage of married persons, the proposed reforms therefore may

potentially adversely impact on married females.

Disability
There is no evidence to suggest any adverse impact on any individuals by
reason of their perceived disability in relation to the proposed reduction in

posts.

Changes to employment arrangements may however, impact differentially on

people with a disability if alternative transport arrangements are required for

17



relocation or redeployment. However, reasonable adjustments/arrangements

would be considered for all staff including those with a disability.

Persons with a learning disability are less likely to have access to private
transport and therefore may find it more difficult to adapt to a new location or
working environment. Again, this impact would be considered further when

decisions on the location of the new organisations are made.

Ethnicity
There is no evidence to suggest any adverse impact on any individuals by

reason of their ethnicity in relation to the proposed reduction in posts.

Changes in working location may however, impact differentially on this group
as people from different racial groups could perceive some areas as less
welcoming than others. Particular attention to this group would need to be
paid when location decisions are made. Training and retraining may also
impact on this group as the delivery of training programmes could lead to
problems for people from different cultures or who do not speak English as a
first language. As previously stated, this impact would be considered further

when decisions on the long-term location of the new organisations are made.

Sexual Orientation

There is no data on the number of lesbians, gay men and bisexuals in
Northern Ireland as no national census has ever asked people to define their
sexuality. There is also, no information held on any individual's sexual
orientation within the affected organisations. There is no evidence however to
suggest that there would be a significant differential impact on anyone by

reason of their sexual orientation.

Political Opinion

There is no information held on political opinion for any individual’s within the
affected organisations. Evidence does suggest that political opinion is often

linked to religion and it has already been highlighted that changes in location

for staff may potentially differentially impact on people from different religious
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beliefs as some areas could be perceived as more welcoming than others.
This impact would however, be considered further when decisions on the

location of the new organisations are made.

Dependant Status

There is a potential adverse impact on those people with dependants if
changes are made to their employment arrangements and location. As
already stated the care of dependants is normally carried out by women. The
affected organisations already provide flexible working or family friendly
arrangements and policies. Staff with dependants may be adversely affected
as any increase to their travelling time would impact on their caring
arrangements including increased cost and it may take longer to respond to
emergencies at home. Again, this impact would be considered further when

decisions on the long-term location of the new organisations are made.

In Conclusion

There are some gaps in the available knowledge concerning some of the S75
groupings employed in the affected organisations. Consideration would be
given by the new organisations to the Monitoring Guidance for Use by Public
Authorities issued by the Equality Commission NI in order to improve

information and better understand and mitigate impacts of policy changes.

Although the proposals may have an adverse impact on some of the S75
groups, procedures would be designed to ensure that there is no unlawful
direct or indirect discrimination against any particular individual or group of

employees.
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CONSIDERATION OF MITIGATING MEASURES

Experiences and lessons learnt from previous reorganisation exercises in
relation to equality have been examined and used as appropriate in

considering the mitigating measures.

The following mitigating measures have been identified in relation to the

proposed reduction in posts:

The Department will comply with all relevant employment and equal
opportunities legislation when implementing the proposed changes. Any
decisions in respect of appointments, promotions, identification of staff at
risk and selection for redundancy would be fair, transparent, made with
reference to justifiable, objective criteria, and be in line with all relevant

guiding principles recommended by PSC and accepted by Government.

Procedures would be designed to support equality and ensure that there
is no unlawful direct or indirect discrimination against any particular

individual or group of employees.

The Human Resource Framework, which sets out the arrangements that
will govern the management of staff and staff issues during the structural
reforms, provides important protections for staff in terms of location, and

reasonable adjustments/arrangements.

The current HPSS Superannuation Scheme is in transition with a number
of changes underway and other changes are proposed. Employees who
are members and retire early as a result of organisational change would

be able to exercise their full entittements at the date of leaving.
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Consideration would be given to the provision for differing work
patterns/arrangements to facilitate employee’s personal circumstances,
wherever possible, whilst ensuring that the service modernises and
improves as required. For example, short term adjustments to current
working arrangements could be agreed with individuals e.g. start times

during the period of transition.

There would be opportunities within current employment arrangements
for staff to avail of resources and time to gain additional skills to avail of
other employment opportunities within the HSC or for alternative

employment opportunities.

Opportunities would be explored for the innovative use of technology in
order to mitigate against the impact of a change of location including the

use of technology in remote working, teleconferencing etc.

It is hoped to avoid compulsory redundancies by a combination of natural
wastage, continued vacancy controls in the affected areas and the use of
early retirement and voluntary redundancy for some staff that may

choose to leave the service.

Section 4 highlighted that the issue of location and/or relocation of staff is not
dealt with, within the parameters of this EQIA. In the course of this
assessment however, a number of mitigating measures regarding location
and/or relocation of staff were evident and these have been included for
completeness. These would be considered in any future screenings/EQIAs

that are carried out in relation to these issues.

Consideration would be given to staff, as far as possible, to ensure that
they either remain as close as is reasonably possible to their current work

base or facility if they have to change location.
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Reasonable adjustments/arrangements would be made, for example, to
assist people with family, carer commitments and disabilities in attending

training courses.

The over 50 age band would be encouraged to avail of training and

retraining opportunities. Future take up would be monitored.

Consideration would be given to ensuring that the new organisations
would be accessible to public transport.

Facilitation, where possible, would be given for current travel

arrangements by private car, e.g. offering parking facilities.

Payments can be made to defray the cost of additional travel for
employees through existing terms and conditions. Should anyone
affected by the reforms not have access to such arrangements, the PSC

Guiding Principle on staff transfers would be followed.

The locations of the new organisations would be situated, as far as
practical, in neutral locations which would not disadvantage any section

of the community.

Any new buildings would provide suitable accessibility for employees with
disabilities in keeping with the requirements of the Disability
Discrimination Act 1995. Reasonable adjustments/arrangements would
be considered in order to provide a supporting working environment

within those buildings.
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6.1

6.2

CONSULTATION

It should be noted that due to the limited time between the announcement on
the proposed HSC reforms and the start of the consultation period, it has not
been possible to consult widely with interested parties for input into this EQIA.
There are however, plans to engage widely with stakeholders during this
consultation period, for views and comments on both the policy and equality

implications of the proposed reforms.

The responses to this EQIA will be considered in conjunction with the
responses to the proposed reforms. The Department is seeking your views on
the findings and conclusions set out in this EQIA for the proposals for HSC

reform and would be particularly interested in responses to the following:

Q16. Can you identify any additional relevant evide  nce or information
which the Department should have considered in asse ssing the

equality impacts of these proposals?

Q17. Can you identify any other potential adversei  mpacts, with
supporting evidence, which might occur as a result of these

proposals being implemented?

Q18. Can you suggest any other mitigating measures to eliminate or

minimise any potential adverse impact on the staff concerned?

Q19. Have the needs of the Section 75 categories of  people been fully
considered in this EQIA? If not, please provide det  ails and

supporting evidence.

Q20. Do the proposals afford an opportunity to prom ote equality of
opportunity and/or good relations?
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7.1

8.1

9.1

DECISION

Once the consultation has been completed and the results analysed, the
proposals will be re-examined to decide whether any amendments should be

made.

PUBLICATION OF RESULTS

A summary of the responses to the Equality Impact Assessment will be

published on the Department’s website, along with the responses to the

consultation paper.

MONITORING OF ADVERSE IMPACT

The Department will keep all equality aspects under review throughout the

implementation of the proposals and expects employers to have monitoring

arrangements in place in keeping with the Equality Commission’s guidance on
Step 7 of the EQIA process.
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Annex B
LIST OF STAKEHOLDERS CONSULTED

The following stakeholders have received copies of this consultation document. If
there is an organisation that you feel might be able to contribute to this consultation,

please let us know. Contact details are set out on page 6 of this document.

Abbeyfield Society (NI Region)

AIDS Helpline

Accident Medical Negligence Association
Accord Catholic Marriage Counselling Service
Action Cancer

Action Mental Health

Action MS

Action on Elder Abuse

Adopt

Advice NI

Afro-Asian Residents Group NI

Age Concern (NI)

Age Sector Reference Group

Al-Anon Family Group

Al-Nisa Association

Alcohol Awareness for Youth

Amalgamated Transport & GW Union
Alzheimer’s Society

Amicus

An Munia Tober

Animate Project

Arthritis Research Campaign

Arthritis Care (NI)

Asthma UK NI

Association for Spina Bifida and Hydrocephalus
Association of Crossroads Care Attendants Schemes
Association of Directors of Social Services
Association of Executive Directors of Social Work
Association of Independent Advice Centres
Association of Local Authorities in Northern Ireland
Association of Northern Ireland Colleges
Association of Trust Directors of Social Work

Baptist Union of Ireland
Barnardos

Beeches Management Centre
Belfast Brook Advisory Centre
Belfast Hebrew Congregation
Blind Centre for Northern Ireland



Belfast Outreach Centre

Belfast Pride

Belfast Solicitors Association

Board of Social Witness, Presbyterian Church in Ireland
British Association of Social Workers (NI)

British Deaf Association (NI)

British Dental Association

British Diabetic Association

British Dietetic Association

British Fluoridation Society

British Geriatric Society (NI)

British Orthoptic Society

British Psychological Society (NI Branch) (for health matters relating to Psychology
only)

British Red Cross

Bryson House

British Medical Association (NI)

Butterfly Club

Cancer Relief — Macmillan Fund

Carafriend

Care for NI

Carers National Association (NI)

Catholic Bishops of Northern Ireland

Cedar Foundation

Central Personal Social Services Advisory
Central Services Agency

Chartered Society of Physiotherapy

Chief Officers 3" Sector (CO3)

Child Action Prevention Trust

Child Care (NI) Centre

Child Poverty Action Group

Children in NI

Children’s Day Nursery Association
Children’s Law Centre

Chinese Welfare Association

Church of Ireland Board for Social Responsibility (NI)
Clerk of Petty Sessions (Laganside Courts)
Coalition on Sexual Orientation (COSO)
College of Occupational Therapists
Committee for the Administration of Justice (CAJ)
Community Addiction Team

Community Development and Health Network
Community Evaluation (NI)

Community Information Network NI (CINNI)
Community Foundation for Northern Ireland
Community Relations Council

Community Work Education and Training Network
Confederation of British Industry (NI Branch)
Confederation of Community Groups



Conservation Volunteers (NI)

Co-operation Ireland

Corrymeela Community

Councils — City, District and Borough (26 of)

Council for Catholic Maintained Schools (CCMS)

Council for the Advancement of Communication with Deaf People
Council for the Homeless

Council on Social Responsibility, Methodist Church in Ireland
Counteract

Craigavon Asian Women'’s Centre

Craigavon Chinese Community Association

Craigavon Vietnamese Club

Cruse Bereavement Care

Derry Travellers Support Group
Derry Well Women

Diabetes UK

Disability Action

Down Cardiac Support Group
Down & Connor Family Ministry
Downs Syndrome Association
Dunlevey Substance Advice Centre

East Belfast Community Development Agency
Economic Research Institute for Northern Ireland (ERINI)
Education and Library Boards (5 of)
Employers’ Forum on Disability

Equality 2000

Equality Commission

Equality Forum (NI)

European Infertility Network Ltd

Executive Council of the Inn of Court of NI
Extern Organisation

Extra Care

Faculty of Accident & Emergency Medicine
Falls Community Council

Family Care Society

Family Planning Association NI

Federation of Small Businesses
Fermanagh Women’s Network

Fire Brigade Union

First Key (NI)

Food Standards Agency

Food Safety Promotion Board

Forum for Action on Substance Abuse
Forum for Community Work Education (NI)
Fostering Network NI

Four Seasons Healthcare

Foyle Down’s Syndrome Trust



Foyle Friend
Foyle Women'’s Aid

Gay and Lesbian Youth Northern Ireland
General Consumer Council for NI
General Medical Council

Gingerbread Northern Ireland

GMB Union

Guide Dogs for the Blind Association
Guild of Healthcare Pharmacists

Harmony Community Trust

Health Promotion Agency

Health and Social Services Boards (4 of)
Health and Social Services Councils (4 of)
Health and Social Care Trusts (6 of)

Help the Aged

His Eminence the Archbishop of Armagh
HM Council of County Court Judges
Home Start (NI)

Human Rights Commission

Include Youth

Independent Living Fund

Indian Community Care

Inland Revenue

Institute of Directors (Northern Ireland)

Institute of Professional Legal Studies

Institute of Public Health

Irish Congress of Trade Unions — NI Committee
Issue, the National Fertility Association

Japan Society of NI
Judicial Appointments Commission

La Societa Italiana Irlanda Del Norde
Law Centre (NI)

Law Reform Advisory Committee
Law Society of NI

Lesbian Line

Life (NI)

Manufacturing Science & Finance Union

Marie Curie Cancer Care (Belfast)

Mediation NI

MENCAP

Mental Health Commission

Ministry of Defence

Moderator of the Presbyterian Church in Ireland

Moore, Tim (Research & Library Services, Northern Ireland Assembly)



Mulholland After-Care Services
Multi-Cultural Group
Multi-Cultural Resource Centre
Multiple Sclerosis Society (NI)

National Deaf Children’s Society

National Society for the Prevention of Cruelty to Children (NSPCC)
Nevis Healthcare

NEWPIN (Foyle NI)

Newry and Mourne Senior Citizens’ Consortium

Newry and Mourne Women

Newtownabbey Senior Citizens’ Forum

Nexus Institute for NI

NIPSA

North West Community Network

North West Ethnic Communities Association

North West Forum of People with Disabilities

Northern Ireland Affairs Committee, House of Commons
Northern Ireland African Cultural Centre

Northern Ireland Anti-Poverty Network

Northern Ireland Association for Mental Health

Northern Ireland Association for the Care and Resettlement of Offenders (NIACRO)
Northern Ireland Association of GP Fundholding Practices
Northern Ireland Blood Transfusion Agency

Northern Ireland Cancer Registry

Northern Ireland Chamber of Commerce

Northern Ireland Chest, Heart and Stroke Association

Northern Ireland Child Minding Association (NICMA)

Northern Ireland Citizens Advice Bureau

Northern Ireland Commissioner for Children and Young People
Northern Ireland Confederation for Health and Social Services
Northern Ireland Council for Ethnic Minorities (NICEM)
Northern Ireland Council for Voluntary Action (NICVA)
Northern Ireland Council on Alcohol

Northern Ireland Court Service

Northern Ireland Deaf Youth Association

Northern Ireland Federation of Housing Associations

Northern Ireland Federation of Private Members Non Profit making, Sports, Social &
Recreational Clubs

Northern Ireland Filipino Association

Northern Ireland Fire & Rescue

Northern Ireland Foster Care Association (NIFCA)

Northern Ireland Gay Rights Association (NIGRA)

Northern Ireland Government Departments Permanent Secretaries
Northern Ireland Guardian Ad Litem Agency

Northern Ireland Home Accident Prevention Council

Northern Ireland Hospice

Northern Ireland Local Government Association

Northern Ireland Regional Medical Physics Agency

Northern Ireland Medical & Dental Training Agency (NIMDTA)



Northern Ireland Members of the House of Lords
Northern Ireland Mother and Baby Action

Northern Ireland MPs, MEPs, MLASs

Northern Ireland Music Therapy Trust

Northern Ireland Office

Northern Ireland Ombudsman

Northern Ireland Political Party Leaders

Northern Ireland Practice and Education Council (NIPEC)
Northern Ireland Practice Managers Association

Northern Ireland Pre-School Playgroups Association (NIPPA)
Northern Ireland Resident Magistrates’ Association
Northern Ireland Social Care Council

Northern Ireland Statistics and Research Agency (NISRA)
Northern Ireland Student Centre

Northern Ireland Volunteer Development Agency
Northern Ireland Women’s Aid Federation

Northern Ireland Women’s European Platform (NIWEP)
Northern Ireland Youth Forum

NUSUI Student Movement

Office of Fair Trading

Office of Law Reform

Office of the Legislative Counsel
Omagh Ethnics Support Group
Omagh Women’s Area Network

Pakistani Community Association

Parents and Professionals and Autism (PAPA)
Parents Advice Centre (PAC)

Participation & Practice of Rights Project
Pharmaceutical Contractors’ Committee (NI)
Pharmaceutical Society of Northern Ireland
Physically Handicapped and Able-Bodied (PHAB)
PlayBoard NI

POBAL

Press for Change

PRAXIS Mental Health

Public Sector Support Services Forum (PSSSF)

Queen’s University of Belfast, School of Law
Queer Space

Rape Crisis and Sexual Abuse Centre
Registered Nursing Home Association
Regulation & Quality Improvement Authority
Relate

Royal British Legion

Royal College of Anaesthetists

Royal College of General Practitioners (NI)
Royal College of Midwives



Royal College of Nursing (Northern Ireland)

Royal College of Obstetricians & Gynaecologists
Royal College of Ophthalmologists

Royal College of Paediatrics & Child Health

Royal College of Pathologists

Royal College of Physicians & Surgeons of Glasgow
Royal College of Physicians

Royal College of Physicians in Ireland

Royal College of Physicians of Edinburgh

Royal College of Psychiatrists

Royal College of Radiologists

Royal College of Speech & Language Therapists
Royal College of Surgeons

Royal College of Surgeons in Ireland

Royal College of Surgeons of Edinburgh

Royal Institution of Chartered Surveyors in Northern Ireland
Royal National Institute for Deaf People (RNID)
Royal National Institute for the Blind (RNIB)

Royal Society for the Prevention of Accidents (ROSPA)
Rural Community Network

Rural Development Council

Rural Support

Salvation Army District Office

Samaritans

Save the Children Fund

Sense (National Deaf-Blind and Rubella Association)
Shelter

Sikh Cultural Centre

Simon Community

Social Care Association (NI)

Society of Local Authority Chief Executives

The Society of Chiropodists and Podiatrists

Society of Radiographers

Society of St Vincent de Paul

Sperrin Lakeland Senior Citizens’ Consortium

Staff Commission for Education and Library Boards

The Baptist Centre

The Most Reverend, The Lord Archbishop of Armagh
The Society & College of Radiographers

Threshold

Traveller Movement (NI)

Twins and Multiple Births Association (TAMBA)

Ulster Cancer Foundation

Ulster Chemists Association
Ulster Institute for the Deaf

Ulster Quaker Service Committee
Unison



University of Ulster, School of Law

Voice of Young People in Care (NI)
Voluntary Services Belfast (VSB)

West Belfast Economic Forum

Westminster Spokespersons for Northern Ireland
Women into Politics

Women'’s Information Group

Women’s Resource and Development Agency
Women’s Support Network

Young Help Trust
Youth Council for Northern Ireland
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CONSULTATION RESPONSE QUESTIONNAIRE

You can respond to the consultation document by e-mail, letter or fax.

Before you submit your response, please read Appendix 1 , at the end of this

questionnaire, regarding the Freedom of Information Act 2000 and the
confidentiality of responses to public consultation exercises.

Responses should be sent to:

Department of Health, Social Services and Public Safety

E-mail: hscreforms@dhsspsni.gov.uk
Written: Modernisation Directorate
Room 1
Annex 6

Castle Buildings
Stormont Estate

Upper Newtownards Road

Belfast
BT4 3SQ

Fax: (028) 9052 3482

RESPONSES CANNOT BE CONSIDERED AFTER MONDAY 12 MAY 2008

| am responding: as an individual

on behalf of an organisation

(please tick a box)

Name:

Job Title:

Organisation:

Address:

Tel:

Fax:

e-mail;




Q1. The Department is seeking your views on the fun  ctions, constitution and
governance proposals for the new Regional Health an  d Social Care
Board.

Response:

Q2. The Department is seeking your views on the fun  ctions, constitution and
governance proposals for the Local Commissioning Gr oups, including
membership.

Response:




Q3. The Department is seeking your views on the pro  cess for obtaining local
government representation on the Boards of the Loca | Commissioning
Groups.

Response:

Q4. The Department is seeking your views on the fun  ctions, staffing and
governance proposals for DHSSPS.

Response:




Q5. The Department is seeking your views on the add itional functions,
staffing and governance proposals for the common se rvices
organisation.

Response:

Q6. The Department is seeking your views on the pro  posal to create a
Regional Public Health Agency and the functions it would undertake.

Response:




Q7. The Department is seeking your views on the pro
Health and Social Care Trust specialist health impr
into the Regional Public Health Agency.

posal to incorporate
ovement functions

Response:

Q8. The Department is seeking your views on the pro
local government could be required, through legisla

posal that, in the future,
tion, to consult with

the Regional Public Health Agency when developingi  ts community

plans.

Response:




Q9. The Department is seeking your views on the pro  posal that the Regional
Health & Social Care Board and its Local Commission  ing Groups would
be required, through legislation, to seek advice fr om the Regional Public
Health Agency when developing their commissioning p lans.

Response:

Q10. The Department is seeking your views on the pr  oposal to appoint the
Chief Executive or a senior Executive of the Region  al Public Health

Agency as a non-Executive of the Board of the Regio  nal Health and
Social Care Board.

Response:




Q11. The Department is seeking your views on the pr  oposal of how to make
the work of the Regional Public Health Agency fully multi-professional.

Response:

Q12. The Department is seeking your views on the pr  oposals for the Agencies
referred to in Section 8.

Response:




Q13. The Department is seeking your views on the pr  oposals for the two
options, set out in Section 9, to replace the HSS C  ouncils.

Response:

Q14. The Department is seeking your views on the co  nstitution of the new
organisation(s) under each of the proposed options, set out in Section 9,
to replace the HSS Councils.

Response:




Human Rights

Q15. The Department is seeking your views on the hu  man rights implications
of the proposals for Health and Social Care reform and any issues you
think relevant.

Response:




Equality

Q16. Can you identify any additional relevance evid  ence or information which
the Department should have considered in assessing the equality
impacts of these proposals?

Response:

Q17. Can you identify any other potential adverse i  mpacts, with supporting
evidence, which might occur as a result of these pr oposals being
implemented?
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Q18. Can you suggest any other mitigating measures to eliminate or minimise
any potential adverse impact on the staff concerned ?

Response:

Q19. Have the needs of the Section 75 categories of  people been fully
considered in this EQIA? If not, please provide det  ails and supporting
evidence.

Response:
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Q20. Do the proposals afford an opportunity to prom ote equality of
opportunity and/or good relations?

Response:
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General Comments

Response:

THANK YOU FOR TAKING THE TIME TO RESPOND TO THIS CO NSULTATION
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APPENDIX 1

FREEDOM OF INFORMATION ACT 2000 — CONFIDENTIALITY O F
CONSULTATIONS

The Department will publish a summary of responses following completion of the
consultation process. Your response, and all other responses to the consultation,
may be disclosed on request. The Department can only refuse to disclose
information in exceptional circumstances. Before you submit your response, please
read the paragraphs below on the confidentiality of consultations and they will give
you guidance on the legal position about any information given by you in response to
this consultation.

The Freedom of Information Act gives the public a right of access to any information
held by a public authority, namely, the Department in this case. This right of access
to information includes information provided in response to a consultation. The
Department cannot automatically consider as confidential information supplied to it in
response to a consultation. However, it does have the responsibility to decide
whether any information provided by you in response to this consultation, including
information about your identity should be made public or be treated as confidential.

This means that information provided by you in response to the consultation is
unlikely to be treated as confidential, except in very particular circumstances. The
Lord Chancellor’'s Code of Practice on the Freedom of Information Act provides that:

the Department should only accept information from third parties in
confidence if it is necessary to obtain that information in connection with the
exercise of any of the Department’s functions and it would not otherwise be
provided;

the Department should not agree to hold information received from third
parties “in confidence” which is not confidential in nature; and

acceptance by the Department of confidentiality provisions must be for good
reasons, capable of being justified to the Information Commissioner.

For further information about confidentiality of responses please contact the
Information Commissioner’s Office (or see web site at:
http://www.informationcommissioner.gov.uk/ ).
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