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The Chairperson (Mr Gildernew): I welcome to this morning's meeting Dr Laurence Dorman, 
chairperson of the Royal College of General Practitioners (RCGP) in the North. We are also joined by 
Ms Rita Devlin, associate director of nursing policy and practice in the Royal College of Nursing 
(RCN), and Mr Tom Sullivan, public affairs and policy manager with the Chartered Society of 
Physiotherapy (CSP) in the North. 
 
Tá fáilte romhaibh uillig go dtí an cruinniú an mhaidin seo. You are all very welcome to the meeting 
this morning. None of you are strangers to the Committee or to individual members. We have all met 
on many occasions to discuss many of the issues that we have a common interest in. I am very glad to 
have you here to assist the Committee in its consideration of the Health and Social Care Bill. 
 
We are always, unfortunately, pressed for time. I ask each of you to give a three- or four-minute 
briefing or opening statement — shorter, if possible. We would like to get a balance of views from 
each of you on your organisation's role. We will then go to members' questions. 

 
Dr Laurence Dorman (Royal College of General Practitioners Northern Ireland): Thank you very 
much, Chair and members, for inviting me to the Committee. The Royal College of GPs is the 
professional body for general practice and has 1,400 members across Northern Ireland. 
 
Following on from the comments of my colleague Dr Alan Stout, to whom you spoke just before this 
session, I will make some broad comments about access to general practice. Let me place it clearly on 
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the record that our practices are open. We are here for our patients, and we are working harder than 
ever. We heard lots of examples of patients who are finding it difficult to access their GP. Let me give 
a quick example from a GP colleague who works west of the Bann. She works hard, and, one day last 
month, a patient contacted her surgery. The same morning, my colleague gave the patient a 
telephone consultation. That afternoon, she brought her into the surgery for a face-to-face 
appointment, at the end of which she gave her a prescription. The patient stood up, turned to her GP 
and said, "Thank you, Doctor. Now, tell me: when are you opening again?". 
 
I want to make the Committee aware that this is hurtful and demoralising to our workforce. We are 
working harder than ever before, but we know that, in many cases, patients are not getting the service 
that they deserve. That is not acceptable. We want to provide that care and service, but we need 
support. Just as a hospital theatre can perform only so many operations in a morning, a GP can 
physically see or speak to only so many patients, and we really want to do the job well.  
   
Alan outlined some of the challenges that we have been dealing with and working under. 
Administering the vaccine has been a huge one. To date, GPs have administered 676,000 doses of 
vaccine. However, those have been the really difficult ones to do, because we have done it from the 
initial Joint Committee on Vaccination and Immunisation (JCVI) mandatory criteria. Those vaccinations 
were really slow to do, because we had to interrogate our data. The administration of the vaccine, as 
in the jabbing of a patient in the arm, is a really straightforward, easy task, but GPs need be able to 
look at our data in order to identify who needs to go first, while dealing with a slow and bumpy vaccine 
supply. Our skills and our relationships with patients have been paramount in that. Time and time 
again, I have had to reassure patients that the vaccine is safe. I tell them that it is good enough for me, 
that my family and I have received it and that, if it is good enough for me and my family, it is good 
enough for them.  
 
We are seeing a tsunami of mental health issues and dealing with the challenges of elective care 
reform in hospitals and so on, but we are still open and keen to treat our patients. We know that our 
patients and your constituents value general practice. That is why they contacted you in the first place, 
and we are passionate about it. We are really keen to work with you and to support our patients, so 
thank you, Chair, for that. 
   
We have submitted our formal response to the Health and Social Care Bill, so I will not go through a 
lot of it. I pay tribute to the considerable work over the years by all the staff in intermediate care in the 
Health and Social Care Board (HSCB), particularly Dr Sloan Harper, Dr Margaret O'Brien and all the 
dedicated staff and practice support offices across the region who have worked so closely and 
helpfully with our practices. The Bill is relatively uncontroversial, but I want to highlight three aspects of 
it. 
 
First, the Bill will transfer our contracts to the Department of Health. We welcome anything that 
reduces bureaucracy and continues the support for our practices. Secondly, we are keen for the 
general practice voice to be clearly heard in commissioning structures that are clearly outcomes-
focused so that they can deal with requests in a robust, timely fashion and hear appeals in a timely 
fashion too. New ways of working have already started in the region. Our multidisciplinary teams 
(MDTs) feature first-contact physiotherapy, which my colleague Tom can address. However, we badly 
need the GP voice to be heard. Again, we are hearing about mental health needs from our 
communities. The third point on which I want to advise is the huge responsibility for safeguarding 
training. At the moment, we are very supportive of the responsibility for this passing to the health and 
social care trusts, but there still needs to be clarity on the lines of responsibility for the management of 
training and safeguarding at primary care level. GPs have a massive responsibility when it comes to 
safeguarding children or adults, and we see this with the new legislation on coercive control and so 
on. GPs need to have that training to be able to play our full role in this.  
 
Thank you very much, Chairman. I am happy to take any questions. 

 
The Chairperson (Mr Gildernew): Thank you very much, Laurence. We will take the three 
submissions, and then members can address their questions to the most relevant witness, or the most 
relevant witness can pick up on the question. 
 
Ms Rita Devlin (Royal College of Nursing Northern Ireland): Thank you, Chair. The Royal College 
of Nursing is a trade union professional organisation, and we represent nurses, nursing assistants and 
student nurses across all practice settings in Northern Ireland. We have previously submitted a 
response, so I will make the key points. We accept that the purpose of the Bill is to allow for the 
dissolution of the Health and Social Care Board, and we accept that the clauses, as currently drafted, 
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appropriately reflect and articulate that intent. In that respect, we have no specific comments on the 
drafting of the legislation. 
   
We are broadly supportive of the purpose of the Health and Social Care Bill, but we have raised a 
number of issues relating to wider policy issues and the implications underpinning the draft legislation. 
We note the previous discussions in the Committee, and we share many of the concerns raised by the 
Committee and other MLAs. In particular, as you have stated, Chair, there is little point in reorganising 
the deckchairs. The transformation of healthcare structures must result in simple and clear lines of 
responsibility and accountability.  
 
Part of the ethos behind the original establishment of the Health and Social Care Board was the need 
to depoliticise the day-to-day management of the service, the aim of which was to leave the 
Department of Health to concentrate on strategy and policy. Whilst we accept that those arrangements 
have not been successful, it does not necessarily follow that returning the board's functions to the 
Department will automatically improve matters in that respect. We are not convinced that the move will 
result in better outcomes for patients and the public. 
   
It is also important to remember that the functions of the board embrace three areas: commissioning, 
performance management and financial management. Understandably, much of the focus to date has 
been on the implications for commissioning of the decision to abolish the board and the local 
commissioning groups (LCGs). However, we know that commissioning is only one element. We 
wonder where the other two functions will take place. Will they be in the Department of Health? If so, 
could that be a case of the Department marking its own homework? 
 
We note that, under the Bill, the employment of Health and Social Care Board staff will transfer to the 
Health and Social Care (HSC) Business Services Organisation (BSO) under existing terms and 
conditions but that staff will be operationally accountable to the Department of Health, to which the 
functions of the board will transfer. We are not clear about the rationale for that decision. Neither the 
Bill nor the various debates and discussions have clarified that for us. The phenomenon of staff being 
line-managed within one organisation whilst their professional accountability resides in a different 
organisation appears to be a recipe for confusion. This issue is referenced but not fully explained or 
elaborated on in the Health and Social Care Board's ambition people strategy 2021-22. 
   
We note the extensive discussions that have taken place at the Committee on the implications of the 
Bill for future commissioning arrangements, particularly in relation to how the local dimension will be 
accommodated and, by extension, how a genuine focus on tackling health inequalities in Northern 
Ireland can be sustained. In response, officials have stated that local commissioning groups will be 
embedded within the Department of Health and will continue to address these issues. Officials have 
also referenced the new integrated care approach that is designed to replace the existing 
arrangements. The RCN shares the Committee's desire to see greater clarity on how these priorities 
and associated activities will be discharged. We also need to know what assurances the Department 
of Health can provide that the new arrangements can more effectively deliver the commissioning of 
health and social care services on the basis of assessed need across Northern Ireland. 
 
In conclusion, we support the intended purpose of the Bill and are content that the drafting of the 
legislation gives effect to that purpose. However, as I have said, we have some concerns about the 
extent to which the proposed arrangements will actually create a more streamlined process; the 
relevance to the broader process of health and social care transformation; the impact of the change on 
the accountabilities and responsibilities of the board staff; and the capacity of the new arrangement to 
be appropriately responsive to the profound health and social care inequalities that persist in Northern 
Ireland. 

 
Mr Tom Sullivan (Chartered Society of Physiotherapy Northern Ireland): Thank you, Chair and 
Committee, for the opportunity to present. I also thank the Committee staff for their assistance. As you 
know, I represent the Chartered Society of Physiotherapy, which is the professional body and trade 
union for physiotherapists. Our members work in a variety of settings across health and social care, in 
the community and in private practice. Physiotherapy is one of the allied health professions (AHPs) 
that, along with 12 other professions, account for the second largest group of healthcare professionals 
in the health service. The CSP is committed to a health service that is free at the point of delivery, 
based on need, publicly funded, publicly provided and publicly accountable. 
 
It is vital that there is full consultation on and scrutiny of the very important issue of the dissolution of 
the Health and Social Care Board, the abolition of local commissioning groups, the development of a 
new model for commissioning health and social care services and amendments consequential to the 
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transfer of those functions. As we stated in our submission to the Health Committee, the CSP is not 
opposed to the dissolution of the Health and Social Care Board per se or the transfer of its functions. 
What we are concerned about is the abolition of the local commissioning groups, the transfer of their 
functions to the Department of Health, the fundamental impact that that will have on commissioning 
and the lack of detail on how the commissioning process will operate in future. With the transfer of 
functions to the Department of Health, we need the publication of a governance framework for the 
oversight of health service commissioning in Northern Ireland. That should define how the 
commissioning process will operate within the Department's current structures: its leadership, 
membership and relationship to the wider health and social care system. The governance framework 
should be clear about how the commissioning process will operate; how decisions will be made, 
including managing conflicts of interest; how it will engage with stakeholders; and how it will exercise 
financial control and risk management.  
 
The CSP agrees that the operation of future commissioning arrangements should be redesigned and 
must promote greater involvement of front-line health and social care professionals in decision-making 
and service development, and that it should take account of the crucial role played by the community 
and voluntary sector in driving change and innovation. The CSP is concerned that the knowledge, 
expertise and diversity of views on the local commissioning groups will be lost with the transfer of 
functions to the Department of Health. The CSP is further concerned that the structures within the 
Department of Health will not facilitate the inclusion of all represented clinical groups in the 
commissioning process, given the current structural inequalities. 
 
Following the publication of the Donaldson report and a review of commissioning by the Department of 
Health in 2015, responses consistently emphasised the need to simplify the current commissioning 
process, make it more transparent and ensure the greater involvement of clinical and professional 
staff, as well as service users. The CSP believes that the commissioning process should adopt a 
whole-systems approach that acknowledges the interdependencies between citizens, communities, 
organisations and services. Commissioning should be a catalyst for embedding democracy at every 
stage. It should not just set the strategic direction but rebalance the contribution from public services, 
communities and citizens to improve outcomes. Commissioning should not be about delivering more 
of the same for less. 
 
The future commissioning model should demonstrate that it will create the conditions to provide 
opportunities to change where the power lies between commissioners, providers, service users and 
the community. Future commissioning decisions will be critical to rebuilding services post COVID. 
Therefore, joint commissioning, fostering innovation, systems thinking, and co-production and co-
design with service users are key to finding greater efficiencies and better productivity. The 'Delivering 
Together' strategy states: 

 
"In the way we operate, we have the opportunity to promote a new way of working with the 
community and voluntary sectors through the innovative use of social procurement clauses, and 
commissioning services based on social value rather than simply on the basis of lowest cost." 

 
That ambition needs to be embedded in any future commissioning model, if it is to be successful and 
deliver the services that patients need. The CSP contends that, at present, there is insufficient detail 
about the future commissioning process and its ability to deliver what is required. 
 
The Chairperson (Mr Gildernew): Thank you all for those very interesting, clear and useful 
presentations. My first question to each of you is fairly quick, and it picks up on the co-production idea. 
What is your organisation's current role in the commissioning process? What role does each of you 
play in the current commissioning process? 
 
Dr Dorman: GPs have had good representation on the local commissioning groups. We have had 
significant representation, and we have supported the LCGs well. It is vital that the GP voice is 
included in whatever new structure is brought forward so that we can bring our insight into population 
health need. As a GP in Kilkeel, my insights will be different from those of a GP in Belfast, and it is 
vital that those local issues are taken into consideration. At a time of change in the health service, 
when multidisciplinary team development and integration with the community and third sector services 
will be so important as we move forward, the GP and practice voices must be heard. 
 
The Chairperson (Mr Gildernew): Thank you, Laurence. Rita, what is your current involvement in the 
system? 
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Ms Devlin: We do not have any current involvement in the local commissioning groups outside of 
what our members do as part of their day-to-day role. As an organisation, we do not input into the 
local commissioning groups. 
 
The Chairperson (Mr Gildernew): Thank you. 
 
Mr Sullivan: Likewise, the CSP does not have a presence in local commissioning groups. However, 
consultants from a variety of AHP backgrounds in the Public Health Agency (PHA) sit on those 
commissioning groups and are in contact and regular conversation with the heads of service of the 
various allied health professions across all trusts. 
 
The Chairperson (Mr Gildernew): I recognise and welcome that input in the context of looking at this 
not simply as a functional or technical piece of work to facilitate transfer. Rather, if we are looking to 
genuinely rebuild and transform, this is a key staging post in that journey, and we should be ambitious 
in how we can make it the best that it can be in terms of co-production and local involvement. Social 
procurement and social value are hugely relevant concepts in all of this. There is much of value 
beyond the strictly economic value or the downward options with regard to value. We all agree that 
there is potential here to do more and do better. At a previous meeting, I made the point that you 
would not want to move out of your old house before you had seen the new place. It is important that 
we see the new structure. 
 
I am particularly interested in a couple of the points that you raised, Rita, about the performance and 
financial elements. Do you have suggestions, or can you expand a bit on those concerns or the 
potential solutions that you consider possible? 

 
Ms Devlin: Our main concern is that no attention seems to have been paid to those other two 
functions. For me, performance management should be about outcomes for patients and ensuring 
that, whatever we do in Northern Ireland as part of the health service, everything is focused on 
improving those outcomes. The performance management function is not really identified in the Bill. 
What we want to see is, of course, outcomes-based performance management. There is no point in 
keeping on doing the same things if they do not work. We very much want assurance that, for 
example, if a service is commissioned, and we find that it does not improve outcomes for patients, it is 
not commissioned again. The performance management function is important in the whole idea of 
being accountable and responsible. The health budget is huge in Northern Ireland. However, I am not 
always convinced that we look at value for money with regard to outcomes for patients. We tend to 
keep doing the same thing over and over again but expect different outcomes. Performance 
management is about identifying what works and what does not. We want real clarity on that function, 
which is also being transferred. That is why we said that there could be an element of the 
Department's marking its own homework: if you are both the commissioner and performance 
manager, there may be a lack of independent scrutiny and thought on what works and what does not. 
 
The Chairperson (Mr Gildernew): Thank you. That cuts across some of our previous discussions on 
inequalities and, again, the lack of data and hard evidence on what is working and, therefore, what is 
not working and can be done better. That is a key difficulty but also a key opportunity. That is what we 
are looking at here. Change is taking place, and it is about how we maximise the opportunity that 
comes with that. In performance, as well as in the crucial individual outcomes, we must also consider 
community outcomes and equity across all parts of the North. That must be considered as we look at 
the Bill and any other legislation or policy that could drive that change forward.  
 
Thank you. That was very useful. Go ahead, Tom. 

 
Mr Sullivan: I will just add that, to a certain extent, we know what has worked well to date. Laurence 
referred to this in his presentation: the multidisciplinary teams in primary care. The first-contact physio 
has been hugely successful. That is a really good example of collaborative, multidisciplinary working 
that delivers what patients need. The caveat to that is that the biggest restriction we are going to face 
in commissioning is not necessarily about money but about having a workforce with the requisite skills 
to expand that further and roll it out across all the trusts in Northern Ireland. 
 
The Chairperson (Mr Gildernew): Absolutely; yes. Thank you, Tom. 
 
Mrs Cameron: Thank you, Laurence, Rita and Tom, for your attendance at the Committee this 
morning. My first question is for Laurence. Thank you, Laurence, for your clarity and for reminding us 
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that there is a lot more involved than just sticking a jab in an arm. A lot of work was done, especially 
on the GP side of things, when you were identifying the people who were absolutely the most 
vulnerable and needed to be vaccinated first. It is good to be reminded of that, so thank you for the 
good work that you are doing. 
 
From a Royal College of General Practitioners point of view, can you tell us a bit more about the 
confusion about the chain of command for training and support for safeguarding in primary care? Can 
you tell us how the Bill could be strengthened in order to enhance accountability when the transfer of 
the functions that relate to children in social care takes place? 

 
Dr Dorman: No problem. We recognise that, in areas that are specifically related to children in social 
care, the transfer of the responsibility to the health and social care trusts is appropriate, but there 
needs to be clarity about the lines of responsibility and the management of training in safeguarding at 
primary care level. All GPs will tell you that they are lifelong learners. We need to keep doing and 
updating the skill because things like digital risks and so on keep changing. The establishment of the 
Safeguarding Board for Northern Ireland was welcome, but there is still confusion about the 
representation of GPs and primary care physicians, where the responsibility lies for overseeing that 
training and how we get support for it. That is an important part of the Bill and of our jobs. We have 
huge responsibilities to childhood and adult safeguarding protection, even though they are quite 
different areas. Given the things that we witness in our jobs and in our daily lives, how we get that 
training and how it is delivered in a robust way with clear governance and clear lines of responsibility 
is really important. 
 
Mrs Cameron: Thank you for that. More generally, and anybody can answer this, what benefits will a 
governance framework for commissioning services bring? 
 
Mr Sullivan: From the CSP's perspective, we need to see a governance framework on how that new 
commissioning process will operate and what the professional oversight will be for those 
commissioning decisions. It is right and proper that we should have those governance structures in 
place in whatever new model will be taken forward. 
 
Mrs Cameron: Thank you. I have a final question. Is it unprecedented for staff to be employed by one 
body — the Business Services Organisation — but to operate under the authority of another? Do you 
foresee problems arising from that? Is there anything more that we can do to ensure that employees' 
rights are protected? 
 
Ms Devlin: It is not clear why the decision has been made to have two bodies with two different 
functions for the same group of staff. Obviously, it is a recipe for confusion. I do not believe that you 
can answer two masters, so it is important that people understand where their professional 
accountability is if they are professional staff, but it is also important for general day-to-day line 
management, especially when one group is line managing a group of staff and the other group has 
pulls on their time. It just does not seem to be a sensible way of moving forward. 
 
The Chairperson (Mr Gildernew): That reminds me to declare my own interest, having previously 
been a social worker and on a career break from one of the trusts. I recognise the dilemma, Rita. You 
have your professional code of ethics and responsibility to the people for whom you work, but you also 
have responsibility as an employer. There can be a contradiction and conflict in those, and that has to 
be considered at all times. 
 
Ms Bradshaw: Thank you, panel, for your contributions, written and oral. I have just one question. I 
am trying to get into problem-solving mode, because I very much concur with the concerns that you 
raise in your submissions. If the roles of the Chief Nursing Officer (CNO), Chief Dental Officer (CDO) 
etc were enhanced by having the title "the office of" added and to being accountable for health 
outcomes, could they bring to those roles in the Department of Health far more expertise to and 
understanding of how nursing, social work, physiotherapy or whatever are delivered in practice and 
the benefits they could bring? It is really a question about the expansion of their roles. 
 
Mr Sullivan: I will have a go at that one. You are right, Paula. Going back over the various changes 
and reforms that have happened across the health and social care system over the last 20 years, we 
see that the one thing that has not really changed is the senior management structures in the 
Department of Health. A review was carried out in 2006 on the top management group that 
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recommended various changes in the membership, profile and skills for that group in the Department. 
Subsequently, it was not taken forward. 
 
I think you are right. If you are going to look at change to reform and modernise the entire health and 
social care system, that has to apply to the Department as well. We have raised the point with the 
Committee on a number of occasions that allied health professions, which represent the second 
largest group of healthcare professionals in the system, are not represented in the departmental 
structures equitably to our nursing, social work and medical colleagues. 

 
Ms Bradshaw: Anyone else? 
 
Ms Devlin: The role of the CNO is very clear for us at the Department of Health. She is an adviser, 
and she should advise the Committee and the Minister on what should be done. There would need to 
be a complete change in that role, because you cannot be held accountable if you do not have 
authority. To have authority, you need to have the ability to implement and to sanction if the 
implementation is not right. That would require a complete change of the role from adviser to 
operational manager. I do not know that that is the right way to go. It would require a lot of discussion.  
 
For us, the CNO gives the advice, and then it is up to the Committee and the trusts etc to take that 
advice and to implement it. She can be held accountable only for the advice that she gives. She does 
not have a budget to implement any of the changes. Unless there was a complete change of that role, 
I do not see that working. 

 
Ms Bradshaw: It is just a thought. I have not really thought it through. It is just to see whether we 
could improve accountability and make sure that all the issues are dealt with. 
 
Dr Dorman: I would not like to comment on the Chief Medical Officer's (CMO) role, but general 
practitioners would like to have a louder voice on public health issues. We have a huge amount to 
contribute to that area. We were used for the flu vaccine as spotter practices and so on, and then we 
were used for the COVID-19 vaccines. There is a huge role for general practice to play in a wider 
discussion of public health delivery to our communities. 
 
The Chairperson (Mr Gildernew): Even the onset of the pandemic underlined how public health had 
been hollowed out in a sense and taken out of GP surgeries, practice on the ground and district 
nurses. Even the contact tracing skills and ability were not there. That is something that we could 
positively look at in the future. 
 
Ms Ní Chuilín: Thank you very much for your presentation. Some of the points that you covered 
annoyed me, and it is annoyance. 
 
First of all, I agree, Rita, with you. There is absolutely nothing wrong with the way in which the 
legislation is drafted; the issue is the interpretation and implications. This is a point that you raised, 
Tom: unless you have guidelines about governance, achieving an outcomes-based approach to health 
will be difficult. Even though an outcomes-based approach was in the last Programme for 
Government, massive targets were missed, the inequalities deepened and the gap widened. There 
are many reasons for that. It is not just about funding, although that is very important. 
 
You all mentioned workforce planning. I am not sure if you have seen some of the figures on agency 
staff. Will the amount of money going into agency staff be tackled properly if recruitment and, indeed, 
retention are not given priority? 
 
My second question is about the Public Health Agency commissioning plans that are to be approved. 
The relationship between the Public Health Agency and practitioners across the board would, at times, 
appear to be a bit distant. I am talking about you and others who are not here. What influence should 
the Bill have on strengthening those relationships so that there are better outcomes? 

 
Ms Devlin: I will answer the agency question from the nursing point of view. As you know, we are on 
record saying that the reason we are in the position we are is years and years of cutting and top-
slicing nursing. If there were savings to be made and because nursing is the biggest profession, if you 
need to get money, you could take it out of nursing. The reduction in student nurse numbers that goes 
back 10, 15 years is well rehearsed. 
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The issue is that, in Northern Ireland, market forces have been created that make it much easier for 
nursing staff to say that agency work is easier to do because you have a work-life balance, you get 
more money, you go in, do your shift and go home and you are not bringing responsibility home with 
you. Those market forces were not created by nurses or nursing or, indeed, doctors. They were 
created by an absolute dearth of workforce planning and planning that did not look at what the 
population needs of Northern Ireland were going to be in these 10 years and the next 10 years. It was 
short-term thinking that got us into this position. 
 
We are going some way in nursing. We have increased the number of students going in, but my big 
concern, and I have said this in a number of different rooms, is that we are doing nothing for retention. 
We got the Nursing and Midwifery Council (NMC) figures recently for the number of joiners and 
leavers in Northern Ireland. We have a tiny — I mean tiny — improvement in the number of joiners 
and not really any improvement in the number of leavers. At the minute, we are just about keeping still 
when we need a lot more. 
 
We also have a lot of nurses who will be ready for retirement in the next five years. I am sure that 
Laurence could tell you the difficulties that GPs have with recruiting practice nurses and the difficulties 
that we have had in making sure that GPs can do their job and are well supported by the nurses. 
 
Workforce will be our main stumbling block for anything that we want to do. The multidisciplinary 
teams work extremely well. For example, GP practices have brought in pharmacists, but we did not 
ever look at that as a new role, so we have the same number of pharmacists coming out now to cover 
hospital, community and GP practices. There will be a gap somewhere. We are seeing the gap 
manifesting at the minute in community pharmacies. We need a huge increase in district nursing, but 
we cannot get it because we have one pool in Northern Ireland, and we only ever recruited for the 
health service; we did not recruit for the independent sector. We have more beds in the independent 
sector than we have in the health service. 

 
Ms Ní Chuilín: Safe staffing is coming to mind. Is there something that we could do in the legislation 
given that the Minister did not bring forward the safe staffing legislation? Should that be covered in the 
governance guidelines, for example? 
 
Ms Devlin: It absolutely should. Safe staffing legislation is what we will need. It is essential that we get 
workforce planning right. As I said, the Minister has been true to his promise. We have extra student 
nurses, but there is no short-term fix. That is the problem. The issue with workforce — I am sure that 
Tom would say the same thing — is that there are shortages everywhere: physiotherapy; occupational 
therapy; and mental health nurses. We will have to be honest with people and say that workforce will 
be the deciding factor in what we can and cannot do for the public. 
 
Mr Sullivan: I agree 100%. Everyone is well aware of the vacancies in nursing and general practice. 
From a physiotherapy point of view, our vacancy rates as of December 2020 are about 11·8% or 12%. 
There are 182 vacancies for physiotherapists. We currently train 60. The shortfall is growing by the 
day. We are very thankful that the Minister of Health increased the number of undergraduates for 
physiotherapy from 60 to 89 last year. However, I understand that a further bid that was put into the 
Department to increase it by another 10 this year was rejected due to financial considerations. 
 
As you said, Rita, the fundamental problem that you will have with commissioning is workforce, or the 
lack thereof. Our regional recruitment list is exhausted at present, so there is no one to recruit to 
physiotherapy band 5 posts until the next cohort comes out from Ulster University. We have had 
conversations with our colleagues in the South of Ireland, and they are in exactly the same position. 
We will be competing with them to try to attract whatever graduates there might be in England, 
Scotland and Wales who might want to relocate to Ireland, North or South. 

 
The Chairperson (Mr Gildernew): I will go next to Órlaithí Flynn. Go ahead, Órlaithí, please. 
 
Ms Flynn: Thanks very much to the panel for your presentations. I will pose two questions for each of 
the panel. The first is about commissioning, which came up in Tom's comments, and it has come up in 
previous briefings from officials that the Health Committee has had on the Bill. There is an appeal 
process in the Bill for staff with regard to their contracts. When we asked whether there was an 
appeals process for commissioning decisions, the official who answered at that session was not sure 
whether the Health and Social Care Board had such a process in place. 
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I wrote to the Minister, who replied that there is no formal appeals process for commissioning 
decisions in the board. The Minister's answer was that there is a planning process and that trusts 
engage with the board. It was all to do with engagement. The trusts can engage with the director of 
commissioning or the chief executive, and, if people have any concerns or complaints, they can 
express their views to the relevant organisations or they can raise a formal complaint at any time.  
  
I ask the three of you: would it be beneficial for the Bill to contain a specific appeals process or role in 
relation to the commissioning of services when it falls under the new management structure? That is 
my first question. Secondly, each of you raised various issues and concerns with the Bill. If you could 
change or enhance one thing about the Bill, what would it be? What, in your view, is the most 
important thing for us to amend or restructure? 

 
Dr Dorman: I am no expert on commissioning, but I am aware of the issue, and several of our GPs 
play prominent roles in commissioning groups. We support a robust, timely appeals procedure. 
Decisions cannot go on forever. The procedure needs to be robust, appropriate and timely so that 
appeals cannot roll on. There has to be a clear cut. 
 
The one big thing that I would like to enhance is child protection and the responsibilities for GP training 
in it. It needs to be clear so that GPs have appropriate, regular training so that our responsibilities are 
clearly documented, as that would enable us to give people the support that they need. 

 
Ms Flynn: In the current structure, the Health and Social Care Board oversees that training for GPs. 
Are you concerned that it is not really specified in the new structure? 
 
Dr Dorman: It is not really specified, and there is the new Safeguarding Board for Northern Ireland 
(SBNI). Our role has not been clearly linked to that either. That connects into a number of areas, but it 
is the training and how GPs [Inaudible owing to poor sound quality]. 
 
Ms Flynn: That is clear. Thanks. 
 
Ms Devlin: Órlaithí, if commissioning is done as it should be, that is to say if it is based on population 
need and done by proper consultation with the people who will be involved in delivering it and those 
who will be service users, and if it is done with co-production and co-design, an appeals process will 
not be needed because it will, from the beginning, have been done right. I do not rule out an appeals 
process, but, surely, services should be commissioned on the basis of what we know is population 
need.  
 
We need to move away from the idea of commissioning for illness. We should have a service that is 
about maintaining and promoting health, ensuring that people do not get sick. The commissioning 
process must take into account the fact that we need prevention just as much as we need hospital 
beds for people who are acutely ill. 
 
We have to think about developing strong, healthy populations that can practise self-care, because the 
only way that we will be able to afford health in the future is if people take some responsibility for their 
own health. Any commissioning model that we move forward with must have that as an underpinning 
principle.  
 
We seek from the Bill more clarity on roles and on how functions will be discharged, and, as Tom said, 
a proper governance structure that enables us to see exactly where accountability and responsibility 
sits. There should be an assurance that the Department of Health will not be marking its own 
homework so that there is independent scrutiny of decisions, of how the money is spent, and how 
commissioning happens. 

 
Mr Sullivan: Órlaithí, I agree entirely with Rita. It comes back to the lack of clarity on the 
commissioning model. We were told some weeks ago — I think it was on 29 April, Chair — that further 
information would be forwarded to the Health Committee on the details of the commissioning process. 
At the same time, we were told that the commissioning model was at an advanced stage and would be 
forwarded to the Minister for his agreement. I am a bit confused about where, exactly, the model sits 
at the moment, how advanced it is, and what its governance details are.  
 
The other issue is that, in the past, the commissioning plan needed to be agreed between the Health 
and Social Care Board and the Public Health Agency. How much will that continue to be part of the 
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commissioning process? It has to be an important part. The Public Health Agency has a critical role in 
that process and should have input into agreeing what the commissioning model and plan will deliver. 

 
Ms Flynn: Thanks very much to the panel. Thank you, Chair. 
 
The Chairperson (Mr Gildernew): Thank you, Órlaithí.  
 
The final indication that I have is from Gerry Carroll. Go ahead, Gerry. Lean ar aghaidh, le do thoil. 

 
Mr Carroll: Thanks, Chair. Thanks, panel. I have a couple of quick comments and questions. 
 
Rita, you said that consultation is key and that there needs to be value for money, and you asked 
whether the Department was marking its own homework. The agency bill and waiting lists show that 
the Department has failed historically, and a concern with the model is that the Department will 
continue to mark its own homework and, possibly, fail with no repercussions. That is just an 
observation.  
 
You mentioned the RCN's concern about the model's lack of detail in addressing health inequalities. I 
and, I am sure, others are concerned about that. A further concern is the fact that MDTs are the go-to 
model for delivering care. It seems to be quite a strong model — I am not an expert in assessing that 
— but I am concerned that MDTs are lacking in constituencies right across the North. The Department 
said, in an answer to me, that it will be at least 2026 before MDTs are fully rolled out, and possibly 
longer.  
 
To tie that all together, are you concerned that one form of bureaucracy will be swapped for another, 
which may not deal with the commissioning of MDTs and services or, ultimately, with waiting lists? 

 
Mr Sullivan: Gerry, you are spot on. I think that Laurence agrees that multidisciplinary teams are a 
central component in transforming and modernising how services will be delivered in the future. Again, 
it comes back to workforce and the availability of staff with the requisite skills to move into those roles. 
We are at capacity at the moment with, for example, first-contact physio. That is not to say that we 
cannot resolve the problem, but it needs to be resourced and financed. Moreover, much of the 
vacancy problem that we experience at a lower level relates to the fact that the funding is non-
recurrent, and many staff are on temporary contracts. Inevitably, therefore, there is instability; perhaps 
staff need to get more secure contracts, say, and that has a major impact on recruitment. We need to 
make those temporary staff permanent in order to keep them and to allow them to progress through 
the system to provide the services that will be needed in the future. 
 
Dr Dorman: Thank you, Gerry. That is an excellent question. Our health inequalities badly need to be 
addressed, particularly now. We are very concerned about the slow roll-out of MDTs. That needs 
money [Inaudible owing to poor sound quality.] We need recurrent funding for that. It is really 
important, because it is very difficult to go for jobs when there is no recurrent funding attached. The 
way in which MDTs can address the mental health of our citizens who are suffering so badly through 
social isolation and losing their jobs and so on is very important. Those citizens come to us for help, 
and we must have better ways of serving them. 
   
We risk creating more inequalities throughout our practices. Practices that have MDTs may suddenly 
become more attractive for young GPs than practices that do not. By slowing down the roll-out, we 
actually introduce a new sense of health inequalities. Slowing down is not an option. We need to 
speed it up, and it urgently needs to be embedded. COVID has taught us that we can do some big 
things quickly, so MDTs should not be a challenge. 

 
Ms Devlin: I agree to an extent, Gerry. When Transforming Your Care was supposed to be the 
biggest show in town and a panacea, one thing that we learned was that there will have to be some 
way by which we maintain two services, which will be very costly, before we can move directly to one 
service, if that makes sense. Our EDs are full to bursting point with people who require beds in 
hospitals and who are very ill, because they are old or sick. We have to look after that patient 
population, as well as move forward with new ways of working with multidisciplinary teams. We are not 
at a point where we can have one or the other; we need to have both at this time.   
    
It goes back to workforce planning. For example, the workforce planning for physios was probably 
previously based on hospitals and outpatients. We commissioned physio students for those services. 
It was the same with nursing. We mostly recruited students for the health service and completely 
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forgot about the independent sector, but the same pool of people is expected to cover both. It is the 
same for pharmacists.  
 
At the minute, we are trying to operate two services and two different ways of working — acute and 
primary care — with one pool of people. They are the same people. If multidisciplinary teams are 
expanded, we will all be fishing in the same pool for the same fish. We should increase the 
multidisciplinary team — that is the way to go — however, if we do that, we will deplete the number of 
nurses and physios available to work in hospitals. We are reducing beds, so EDs are full to bursting 
point. That is a cycle that continues over and over again. We need somebody to take this on and to 
say that we have to look at both ends and workforce-plan for all of it with the view that, hopefully, in a 
couple of years — or probably a decade — we will be able to move towards more preventative primary 
care. At the minute, we have to service the very ill people who turn up at EDs and need beds. That is 
why we have huge agency bills and people who are totally disillusioned.     
  
I am really concerned about another factor. Those who can afford to pay now do so. The private 
healthcare sector is growing and is fishing in the same pool. If we increase the number of private 
hospitals in Northern Ireland, we will have the same pool of nurses, doctors and physios to staff them. 
If you can pay, you get the service, and, if you cannot pay, you do not. I am really concerned about 
that; it is a big concern. It is the same pool of people. If a private hospital pays more, staff will move to 
it, get more pay and do fewer and fewer hours in the health service. Where do we stand then? 

 
Mr Carroll: Thanks for that, Rita and panel. The ironic thing is that the Department is allowing health 
inequalities to be exacerbated by allowing the private-sector form of healthcare to flourish. As you 
said, people who can afford it can get treatment, which is the complete antithesis of what the NHS was 
founded on. Moreover, there is nothing in the Bill to deal with the 2,000 to 3,000 nursing vacancies 
across our sector. 
 
The Chairperson (Mr Gildernew): Thank you, members. It is a concern that, as you so eloquently put 
it, Rita, not only is the private sector fishing out of the same pool for the same fish but it is doing so 
with better equipment and better bait. That is a concern, and it is something that we need to be careful 
with because the service needs to be delivered equitably across all sectors in the North where people 
need it. That is a concern for all of us.  
 
This has been a very useful session for members. Significant issues were raised that will contribute 
greatly to our consideration of the Bill. I wish you all the very best in the time ahead and wish all the 
members whom you represent the best in what continue to be challenging and difficult times. Thank 
you for taking the time to assist the Committee in our considerations this morning. 


