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Introduction 
 
This self-assessment tool is intended to help Arm’s Length Bodies 

(ALBs) improve the effectiveness of their Board and provide the Board 

members with assurance that it is conducting its business in 

accordance with best practice. 

 

The public need to be confident that ALBs are efficient and delivering 

high quality services. The primary responsibility for ensuring that an 

ALB has an effective system of internal control and delivers on its 

functions; other statutory responsibilities; and the priorities, 

commitments, objectives, targets and other requirements 

communicated to it by the Department rests with the ALB’s board. The 

board is the most senior group in the ALB and provides important 

oversight of how public money is spent. 

 

It is widely recognised that good governance leads to good  

management, good performance, good stewardship of public money, 

good public engagement and, ultimately, good outcomes. Good 

governance is not judged by ‘nothing going wrong’. Even in the best 

boards and organisations bad things happen and board effectiveness 

is demonstrated by the appropriateness of the response when 

difficulties arise. 

 

Good governance best practice requires Boards to carry out a board 

effectiveness evaluation annually, and with independent input at least 

once every three years. 

 

This checklist has been developed by reviewing various governance 

tools already in use across the UK and the structure and format is 

based primarily on Department of Health governance tools. The 

checklist does not impose any new governance requirements on 

Department of Health sponsored ALBs. 

 

The document sets out the structure, content and process for 

completing and independently validating a Board Governance Self-

Assessment (the self-assessment) for Arms Length Bodies of the 

Department of Health.  

 

The Self-Assessment should be completed by all ALB Boards and 

requires them to self-assess their current Board capacity and capability 

supported by appropriate evidence which may then be externally 

validated.  
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Application of the Board Governance Self-Assessment 

It is recommended that all Board members of ALBs familiarise 

themselves with the structure, content and process for completing 

the self-assessment. 

 

The self-assessment process is designed to provide assurance in 

relation to various leading indicators of Board governance and 

covers 4 key stages: 

 

1. Complete the self-assessment 

2. Approval of the self-assessment by the ALB Board and sign-off by 

the ALB Chair; 

3. Report produced; and 

4. Independent verification. 

 

Complete the self-assessment: It is recommended that 

responsibility for completing the self-assessment sits with the Board 

and is completed section by section with identification of any key 

risks and good practice that the Board can evidence. The Board 

must collectively consider the evidence and reach a consensus on 

the ratings. The Chair of the Board will act as moderator. A 

submission document is attached for the Board to record its 

responses and evidence, and to capture its self-assessment rating. 

Refer to the scoring criteria identified on page 7 to apply self 

assessment ratings. 

 

 

Approval of the self-assessment by ALB Board and sign off by 

the Chair: The ALB Board’s RAG ratings should be debated and 

agreed at a formal Board meeting. A note of the discussion should 

be formally recorded in the Board minutes and ultimately signed off 

by the ALB Chair on behalf of the Board. 

 

 

Independent verification: The Board’s ratings should be 

independently verified on average every three years. The views of 

the verifier should be provided in a report back to the Board. This 

report will include their independent view on the accuracy of the 

Board’s ratings and where necessary, provide recommendations for 

improvement.  
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Overview 
 
 
 
 
 
 
 
The Board Governance self-assessment is designed to provide 

assurance in relation to various leading indicators of effective 

Board governance. These indicators are: 

 

1. Board composition and commitment (e.g. Balance of skills, 

knowledge and experience); 

 

2. Board evaluation, development and learning (e.g. The Board 

has a development programme in place); 

 

3. Board insight and foresight (e.g. Performance Reporting); 

 

4. Board engagement and involvement (e.g. Communicating 

priorities and expectations); 

 

5. Board impact case studies (e.g. A case study that describes 

how the Board has responded to a recent financial issue). 

 

 

 

 

 

 

 

Each indicator is divided into various sections. Each section 

contains Board governance good practice statements and risks. 

 

There are three steps to the completion of the Board Governance 

self-assessment tool. 

 

Step 1 

The Board is required to complete sections 1 to 4 of the  self-

assessment using the electronic Template. The Board should 

RAG rate each section based on the criteria outlined below. In 

addition, the Board should provide as much evidence and/or 

explanation as is required to support their rating. Evidence can be 

in the form of documentation that demonstrates that they comply 

with the good practice or Action Plans that describe how and 

when they will comply with the good practice. In a small number of 

instances, it is possible that a Board either cannot or may have 

decided not to adopt a particular practice. In cases like these the 

Board should explain why they have not adopted the practice or 

 
Self-assessment 

completed on behalf 

of the ALB Board 

Self-assessment 
approved by ALB 

Board and signed-off 

by the ALB Chair 

Case Study 
completed and report 
reconsidered by the 

ALB 
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cannot adopt the practice. The Board should also complete the 

Summary of Results template which includes identifying areas 

where additional training/guidance and/or assurance is required. 

 

Step 2 

In addition to the RAG rating and evidence described above, the 

Board is required to complete a minimum of 1 of 3 mini case 

studies on; 

 A Performance failure in the area of quality, resources 

(Finance, HR, Estates) or Service Delivery; or 

 Organisational culture change; or  

 Organisational Strategy 

The Board should use the electronic template provided and the 

case study should be kept concise and to the point. The case 

studies are described in further detail in the Board Impact section. 

 

Step 3 

Boards should revisit sections 1 to 4 after completing the case 

study. This will facilitate Boards in reconsidering if there are any 

additional reds flags they wish to record and allow the 

identification of any areas which require additional 

training/guidance and/or further assurance. Boards should ensure 

the overall summary table is updated as required. 
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Scoring Criteria  

 

The scoring criteria for each section is as follows:  

 

Green if the following applies: 

 All good practices are in place unless the Board is able to 

reasonably explain why it is unable or has chosen not to adopt 

a particular good practice. 

 No Red Flags identified. 

 

Amber/ Green if the following applies: 

 Some elements of good practice in place.  

 Where good practice is currently not being achieved, there are 

either: 

 robust Action Plans in place that are on track to achieve 

good practice; or 

 the Board is able to reasonably explain why it is unable 

or has chosen not to adopt a good practice and is 

controlling the risks created by non-compliance. 

 One Red Flag identified but a robust Action Plan is in place 

and is on track to remove the Red Flag or mitigate it. 

 

Amber/ Red if the following applies: 

 Some elements of good practice in place. 

 Where good practice is currently not being achieved: 

 Action Plans are not in place, not robust or not on track; 

 the Board is not able to explain why it is unable or has 

chosen not to adopt a good practice; or 

 the Board is not controlling the risks created by non-

compliance. 

 Two or more Red Flags identified but robust Action Plans are 

in place to remove the Red Flags or mitigate them. 

 

Red if the following applies: 

 Action Plans to remove or mitigate the risk(s) presented by 

one or more Red Flags are either not in place, not robust or 

not on track 

 

Please note: The various green flags (best practice) and red flags 

risks (governance risks/failures) are not exhaustive and 

organisations may identify other examples of best practice or 

risk/failure. Where Red Flags are indicated, the Board should 

describe the actions that are either in place to remove the Red 

Flags (e.g. a recruitment timetable where an ALB currently has an 

interim Chair) or mitigate the risk presented by the Red Flags (e.g. 
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where Board members are new to the organisation there is 

evidence of robust induction programmes in place). 

The ALB Board’s RAG ratings on the self assessment should be 

debated and agreed by the Board at a formal Board meeting. A  

note of the discussion should be formally recorded in the Board 

minutes and then signed-off by the Chair on behalf of the Board. 
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1. Board composition and commitment overview  
 

 

This section focuses on Board composition and commitment, and specifically the following areas:  

 

1. Board positions and size  

 

2. Balance and calibre of Board members  

 

3. Role of the Board 

 

4. Committees of the Board 

 

5. Board member commitment 
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1.  Board composition and commitment 

1.1  Board positions and size  
 
Red Flag Good Practice 

1. The Chair and/or CE are currently interim 
or the position(s) vacant. 

2. There has been a high turnover in Board 
membership in the previous two years (i.e. 
50% or more of the Board are new 
compared to two years ago). 

3. The number of people who routinely attend 
Board meetings hampers effective 
discussion and decision-making. 

 

1. The size of the Board (including voting and non-voting members of the Board) and Board 
committees is appropriate for the requirements of the business. All voting positions are 
substantively filled. 

2. The Board ensures that it is provided with appropriate advice, guidance and support to 
enable it to effectively discharge it responsibilities. 

3. It is clear who on the Board is entitled to vote. 

4. The composition of the Board and Board committees accords with the requirements of the 
relevant Establishment Order or other legislation, and/or the ALB’s Standing Orders. 

5. Where necessary, the appointment term of NEDs is staggered so they are not all due for re-
appointment or to leave the Board within a short space of time. 

Examples of evidence that could be submitted 
to support the Board’s RAG rating.  

 Standing Orders  

 Board Minutes 

 Job Descriptions 

 Biographical information on each member of the Board.  
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1.  Board composition and commitment 
 
1.2 Balance and calibre of Board members 

 

Red Flag Good Practice 

1. There are no NEDs with a recent and 
relevant financial background. 

2. There is no NED with current or recent 
(i.e. within the previous 2 years) 
experience in the private/ commercial 
sector. 

3. The majority of Board members are in 
their first Board position.  

4. The majority of Board members are 
new to the organisation (i.e. within their 
first 18 months). 

5. The balance in numbers of Executives 
and Non Executives is incorrect.  

6. There are insufficient numbers of Non 
Executives to be able to operate 
committees.  

 

 

1. The Board can clearly explain why the current balance of skills, experience and knowledge amongst 
Board members is appropriate to effectively govern the ALB over the next 3-5 years. In particular, 
this includes consideration of the value that each NED will provide in helping the Board to effectively 
oversee the implementation of the ALB's business plan.  

2. The Board has an appropriate blend of NEDs e.g. from the public, private and voluntary sectors. 

3. The Board has had due regard under Section 75 of the Northern Ireland Act 1998 to the need to 
promote 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.  

4. There is at least one NED with a background specific to the business of the ALB. 

5. Where appropriate, the Board includes people with relevant technical and professional expertise. 

6. There is an appropriate balance between Board members (both Executive and NEDs) that are new 
to the Board (i.e. within their first 18 months) and those that have served on the Board for longer. 

7. The majority of the Board are experienced Board members. 

8. Where appropriate, the Chair of the Board has a demonstrable and recent track record of 
successfully leading a large and complex organisation, preferably in a regulated environment. 

9. The Chair of the Board has previous non-executive experience. 

10. At least one member of the Audit Committee has recent and relevant financial experience. 

Examples of evidence that could be 
submitted to support the Board’s RAG 
rating.  

 Board Skills audit 

 Biographical information on each member of the Board 
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1.  Board composition and commitment 

1.3  Role of the Board 
 
Red Flag Good Practice 

1. The Chair looks constantly to the Chief 
Executive to speak or give a lead on 
issues. 

2. The Board tends to focus on details and 
not on strategy and performance. 

3. The Board become involved in operational 
areas. 

4. The Board is unable to take a decision 
without the Chief Executive’s 
recommendation. 

5. The Board allows the Chief Executive to 
dictate the Agenda.   

6. Regularly, one individual Board member 
dominates the debates or has an 
excessive influence on Board decision 
making. 

 
 

1. The role and responsibilities of the Board have been clearly defined and communicated 
to all members. 

2. Board members are clear about the Minister’s policies and expectations for their ALBs 
and have a clearly defined set of objectives, strategy and remit. 

3. There is a clear understanding of the roles of Executive officers and Non Executive 
Board members.  

4. The Board takes collective responsibility for the performance of the ALB. 

5. NEDs are independent of management. 

6.  The Chair has a positive relationship with the Minister and sponsor Department. 

7. The Board holds management to account for its performance through purposeful, 
challenge and scrutiny. 

8. The Board operates as an effective team. 

9. The Board shares corporate responsibility for all decisions taken and makes decisions 
based on clear evidence. 

10. Board members respect confidentiality and sensitive information. 

11. The Board governs, Executives manage. 

12. Individual Board members contribute fully to Board deliberations and exercise a healthy 
challenge function.    

13. The Chair is a useful source of advice and guidance for Board members on any aspect 
of the Board. 

14. The Chair leads meetings well, with a clear focus on the issues facing the ALB, and 
allows full and open discussions before major decisions are taken. 

15. The Board considers the concerns and needs of all stakeholders and actively manages 
it’s relationships with them.    

16. The Board is aware of and annually approves a scheme of delegation to its committees.  
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17. The Board is provided with timely and robust post-evaluation reviews on all major 
projects and programmes. 

Examples of evidence that could be submitted 
to support the Board’s RAG rating.  

 Terms of Reference 

 Board minutes / Agendas 

 Job descriptions 

 Scheme of Delegation 

 Induction programme 

 Workshops 
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1.  Board composition and commitment 

1.4  Committees of the Board 
 
Red Flag Good Practice 

 
1. The Board notes the minutes of Committee 

meetings and reports, instead of 
discussing same. 

 
2. Committee members do not receive 

performance management appraisals in 
relation to their Committee role.  

 
3. There are no terms of reference for the 

Committee. 
 

4. Non Executives are unaware of their 
differing roles between the Board and 
Committee. 

 
5. The Agenda for Committee meetings is 

changed without proper discussion and/or 
at the behest of the Executive team. 
 

 

1. Clear terms of reference are drawn up for each Committee including whether it has powers 
to make decisions or only make recommendations to the Board. 

2. Certain tasks or functions are delegated to the Committee but the Board as a whole is 
aware that it carries the ultimate responsibility for the actions of its Committees. 

3. Schemes of delegation from the Board to the Committees are in place. 

4. There are clear lines of reporting and accountability in respect of each Committee back to 
the Board. 

5. The Board agrees, with the Committees, what assurances it requires and when, to feed its 
annual business cycle. 

6. The Board receives regular reports from the Committees which summarises the key issues 
as well as decisions or recommendations made. 

7. The Board undertakes a formal and rigorous annual evaluation of the performance of its 
Committees.  

8. It is clearly documented who is responsible for reporting back to the Board. 

Examples of evidence that could be submitted 
to support the Board’s RAG rating.  

 Scheme of delegation 

 TOR 

 Board minutes 

 Annual Evaluation Reports 

 Chairs and CEO / Meetings 

 Appraisals of Chairs (included in Appraisals) 
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1.  Board composition and commitment 

1.5 Board member commitment 
 
Red Flag Good Practice 

1. There is a record of Board and Committee 
meetings not being quorate. 

2. There is regular non-attendance by one or 
more Board members at Board or 
Committee meetings. 

3. Attendance at the Board or Committee 
meetings is inconsistent (i.e. the same 
Board members do not consistently attend 
meetings).  

4. There is evidence of Board members not 
behaving consistently with the behaviours 
expected of them and this remaining 
unresolved. 

5. The Board or Committee has not achieved 
full attendance at at least one meeting 
within the last 12 months. 

 
 
 

1. Board members have a good attendance record at all formal Board and Committee 
meetings and at Board events. 

2. The Board has discussed the time commitment required for Board (including Committee) 
business and Board development, and Board members have committed to set aside this 
time.  

3. Board members have received a copy of the Department’s Code of Conduct and Code of 
Accountability for Board Members of Health and Social Care Bodies or the Northern Ireland 
Fire and Rescue Service. Compliance with the code is routinely monitored by the Chair. 

4. Board meetings and Committee meetings are scheduled at least 6 months in advance. 

Examples of evidence that could be submitted 
to support the Board’s RAG rating.  

 Board attendance record 

 Induction programme 

 Board member annual appraisals 

 Board Schedule 
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2. Board evaluation, development and 
learning
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2. Board evaluation, development and learning overview 
 
 

This section focuses on Board evaluation, development and learning, and specifically the following areas:  

 

1. Effective Board-level evaluation; 

 

2. Whole Board Development Programme; 

 

3. Board induction, succession and contingency planning; 

 

4. Board member appraisal and personal development.
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2.  Board evaluation, development and learning  

2.1  Effective Board level evaluation 
 
Red Flag Good Practice 

1. No formal Board Governance Self-
Assessment has been undertaken within 
the last 12 months. 

2. The Board Governance Self-Assessment 
has not been independently evaluated 
within the last 3 years. 

3. Where the Board has undertaken a self 
assessment, only the perspectives of 
Board members were considered and not 
those outside the Board (e.g. staff, etc). 

4. Where the Board has undertaken a self 
assessment, only one evaluation method 
was used (e.g. only a survey of Board 
members was undertaken). 

 

1. A formal Board Governance Self-Assessment has been conducted within the previous 12 
months.  

2. The Board can clearly identify a number of changes/ improvements in Board and 
Committee effectiveness as a result of the formal self assessments that have been 
undertaken. 

3. The Board has had an independent evaluation of its effectiveness and the effectiveness of 
its committees within the last 3 years by a 3rd party that has a good track record in 
undertaking Board effectiveness evaluations. 

4. In undertaking its self assessment, the Board has used an approach that includes various 
evaluation methods. In particular, the Board has considered the perspective of a 
representative sample of staff and key external stakeholders (e.g. commissioners, service 
users and clients) on whether or not they perceive the Board to be effective. 

5. The focus of the self assessment included traditional ‘hard’ (e.g. Board information, 
governance structure) and ‘soft’ dimensions of effectiveness. In the case of the latter, the 
evaluation considered as a minimum:  

 The knowledge, experience and skills required to effectively govern the organisation 
and whether or not the Board’s membership currently has this;  

 How effectively meetings of the Board are chaired;  

 The effectiveness of challenge provided by Board members;  

 Role clarity between the Chair and CE, Executive Directors and NEDs, between the 
Board and management and between the Board and its various committees;  

 Whether the Board’s agenda is appropriately balanced between: strategy and current 
performance; finance and quality; making decisions and noting/ receiving information; 
matters internal to the organisation and external considerations; and business 
conducted at public board meetings and that done in confidential session.  

 The quality of relationships between Board members, including the Chair and CE. In 
particular, whether or not any one Board member has a tendency to dominate Board 
discussions and the level of mutual trust and respect between members. 
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Examples of evidence that could be submitted 
to support the Board’s RAG rating.  

 Report on the outcomes of the most recent Board evaluation and examples of changes/ 
improvements made in the Board and Committees as a result of an evaluation 

 The Board Scheme of Delegation/ Reservation of Powers  
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2.  Board evaluation, development and learning  

2.2  Whole Board development programme 
 
Red Flag Good Practice 

1. The Board does not 
currently have a Board 
development programme in 
place for both Executive 
and Non-Executive Board 
Members. 

2. The Board Development 
Programme is not aligned 
to helping the Board 
comply with the 
requirements of the 
Management Statement 
and/or fulfil its statutory 
responsibilities. 

 

 

1. The Board has a programme of development in place. The programme seeks to directly address the findings of 
the Board’s annual self assessment and contains the following elements: understanding the relationship 
between the Minister, the Department and their organisation, e.g. as documented in the Management 
Statement; development specific to the business of their organisation; and reflecting on the effectiveness of the 
Board and its supporting governance arrangements. 

2. Understanding the relationship between the Minister, Department and the ALB - Board members have an 
appreciation of the role of the Board and NEDs, and of the Department’s expectations in relation to those roles 
and responsibilities. 

3. Development specific to the ALB’s governance arrangements – the Board is or has been engaged in the 
development of action plans to address governance issues arising from previous self-assessments/independent 
evaluations, Internal Audit reports, serious adverse incident reports and other significant control issues. 

4. Reflecting on the effectiveness of the Board and its supporting governance arrangements -The development 
programme includes time for the Board as a whole to reflect upon, and where necessary improve:  

 The focus and balance of Board time;  

 The quality and value of the Board’s contribution and added value to the delivery of the business of the ALB;  

 How the Board responded to any service, financial or governance failures;  

 Whether the Board’s subcommittees are operating effectively and providing sufficient assurances to the 
Board;  

 The robustness of the ALB’s risk management processes;  

 The reliability, validity and comprehensiveness of information received by the Board. 

5. Time is ‘protected’ for undertaking this programme and it is well attended. 

6. The Board has considered, at a high-level, the potential development needs of the Board to meet future 
challenges.  

Examples of evidence that could 
be submitted to support the 
Board’s RAG rating.  

 The Board Development Programme 

  Attendance record at the Board Development Programme  

 Appraisal / Training needs / Development discussed. 

 Workshops 
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2.  Board evaluation, development and learning  

2.3  Board induction, succession and contingency planning 
 

Red Flag Good Practice 

1. Board members have not attended the “On 
Board” training course within 3 months of 
appointment.  

2. There are no documented arrangements 
for chairing Board and committee meetings 
if the Chair is unavailable.  

3. There are no documented arrangements 
for the organisation to be represented at a 
senior level at Board meetings if the CE is 
unavailable. 

4. NED appointment terms are not sufficiently 
staggered. 

 

 
 

1. All members of the Board, both Executive and Non-Executive, are appropriately inducted 
into their role as a Board member. Induction is tailored to the individual Director and 
includes access to external training courses where appropriate. As a minimum, it includes 
an introduction to the role of the Board, the role expectations of NEDs and Executive 
Directors, the statutory duties of Board members and the business of the ALB. 

2. Induction for Board members is conducted on a timely basis. 

3. Where Board members are new to the organisation, they have received a comprehensive 
corporate induction which includes an overview of the services provided by the ALB, the 
organisation’s structure, ALB values and meetings with key leaders. 

4. Deputising arrangements for the Chair and CE have been formally documented. 

5. The Board has considered the skills it requires to govern the organisation effectively in the 
future and the  implications of key Board-level leaders leaving the organisation. Accordingly, 
there are demonstrable succession plans in place for all key Board positions.  

 

Examples of evidence that could be submitted 
to support the Board’s RAG rating.  

 Succession plans 

 Induction programmes 

 Standing Order 
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2.  Board evaluation, development and learning  

2.4  Board member appraisal and personal development 
 

Red Flag Good Practice 

1. There is not a robust performance 
appraisal process in place at Board level 
that includes consideration of the 
perspectives of other Board members on 
the quality of an individual’s contribution 
(i.e. contributions of every member of the 
Board (including Executive Directors) on 
an annual basis and documents the 
process of formal feedback being given 
and received. 

2. Individual Board members have not 
received any formal training or professional 
development relating to their Board role. 

3. Appraisals are perceived to be a ‘tick box’ 
exercise. 

4. The Chair does not consider the differing 
roles of Board members and Committee 
members. 

 

 
 

1. The effectiveness of each Non-Executive Board member’s contribution to the Board and 
corporate governance is formally evaluated on an annual basis by the Chair 

2. The effectiveness of each Executive Board member’s contribution to the Board and 
corporate governance is formally evaluated on an annual basis in accordance with the 
appraisal process prescribed by their organisation. 

3. There is a comprehensive appraisal process in place to evaluate the effectiveness of the 
Chair of the Board that is led by the relevant Deputy Secretary (and countersigned by the 
Permanent Secretary). 

4. Each Board member (including each Executive Director) has objectives specific to their 
Board role that are reviewed on an annual basis. 

5. Each Board member has a Personal Development Plan that is directly relevant to the 
successful delivery of their Board role.  

6. As a result of the Board member appraisal and personal development process, Board 
members can  evidence improvements that they have made in the quality of their 
contributions at Board-level.  

7. Where appropriate, Board members comply with the requirements of their respective 
professional bodies in relation to continuing professional development and/or certification. 

Examples of evidence that could be submitted 
to support the Board’s RAG rating.  

 Performance appraisal process used by the Board 

 Personal Development Plans 

 Board member objectives 

 Evidence of attendance at training events and conferences 

 Board minutes that evidence Executive Directors contributing outside their functional role and 
challenging other Executive Directors.  
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3. Board insight and foresight overview  
 
 

This section focuses on Board information, and specifically the following areas:  

 

1.Board Performance Reporting  

 

2.Efficiency and productivity  

 

3.Environmental and strategic focus  

 

4.Quality of Board papers and timeliness of information
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3.  Board insight and foresight 

3.1  Board performance reporting 
 

Red Flag Good Practice 

 
1. Significant unplanned variances in     

performance have occurred. 
 
2. Performance failures were brought to the 

Board’s attention by an external party 
and/or not in a timely manner. 

 
3. Finance and Quality reports are 

considered in isolation from one another. 
 
 

4. The Board does not have an action log. 
 

 
5. Key risks are not reported/escalated up to 

the Board. 
 

1. The Board has debated and agreed a set of quality and financial performance indicators 
that are relevant to the Board given the context within which it is operating and what it is 
trying to achieve. Indicators should relate to priorities, objectives, targets and requirements 
set by the Dept.    

2. The Board receives a performance report which is readily understandable for all members 
and includes: 

 performance of the ALB against a range of performance measures including quality, 
performance, activity and finance and enables links to be made;  

 Variances from plan are clearly highlighted and explained ; 

 Key trends and findings are outlined and commented on ;  

 Future performance is projected and associated risks and mitigating measures; 

 Key quality information is triangulated (e.g. complaints, standards, Dept targets, 
serious adverse incidents, limited audit assurance) so that Board members can 
accurately describe where problematic services lines are ;Benchmarking of 
performance to comparable organisations is included where possible. 

 
3. The Board receives a brief verbal update on key issues arising from each Committee 

meeting from the relevant Chair. This is supported by a written summary of key items 
discussed by the Committee and decisions made.  

 
4. The Board regularly discusses the key risks facing the ALB and the plans in place to 

manage or mitigate them.  

5. An action log is taken at Board meetings. Accountable individuals and 
challenging/demanding timelines are assigned. Progress against actions is actively 
monitored. Slips in timelines are clearly identifiable through the action log and individuals 
are held to account. 

Examples of evidence that could be submitted 
to support the Board’s RAG rating.  

 Board Performance Report 

 Board Action Log 

 Example Board agendas and minutes highlighting committee discussions by the Board.  
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3.  Board insight and foresight 

3.2  Efficiency and Productivity 
 

Red Flag Good Practice 

1. The Board does not receive performance 
information relating to progress against 
efficiency and productivity plans.  

 
2. There is no process currently in place to 

prospectively assess the risk(s) to quality 
of services presented by efficiency and 
productivity plans.  

 
3. Efficiency plans are based on a 

percentage reduction across all services 
rather than a properly targeted assessment 
of need. 

 
4. The Board does not have a Board 

Assurance Framework (BAF).  
 

1. The Board is assured that there is a robust process for prospectively assessing the risk(s) 
to quality of services and the potential knock-on impact on the wider health and social care 
community of implementing efficiency and productivity plans.  

 
2. The Board can provide examples of efficiency and productivity plans that have been 

rejected or significantly modified due to their potential impact on quality of service. 
 

3. The Board receives information on all efficiency and productivity plans on a regular basis. 
Schemes are allocated to Directors and are RAG rated to highlight where performance is 
not in line with plan. The risk(s) to non-achievement is clearly stated and contingency 
measures are articulated. 

 
4. There is a process in place to monitor the ongoing risks to service delivery for each plan, 

including a programme of formal post implementation reviews. 
 

Examples of evidence that could be submitted 
to support the Board’s RAG rating.  

 Efficiency and Productivity plans 

 Reports to the Board on the plans 

 Post implementation reviews 
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3.  Board insight and foresight 

3.3  Environmental and strategic focus 
 

Red Flag Good Practice 

1.  The Board does not have a clear 
understanding of Executive/Departmental 
priorities and its statutory responsibilities, 
business plan etc. 

 
2. The Board’s annual programme of work 

does not set aside time for the Board to 
consider environmental and strategic risks 
to the ALB. 

 
3. The Board does not formally review 

progress towards delivering its strategies. 
 

 

1. The Chief Executive presents a report to every Board meeting detailing important 
changes or issues in the external environment (e.g. policy changes, quality and financial 
risks). The impact on strategic direction is debated and, where relevant, updates are 
made to the ALB’s risk registers and Board Assurance Framework (BAF).   

 
2. The Board has reviewed lessons learned from SAIs, reports on discharge of statutory 

responsibilities, negative reports from independent regulators etc and has considered the 
impact upon them. Actions arising from this exercise are captured and progress is 
followed up. 

 
3. The Board has conducted or updated an analysis of the ALB’s performance within the last 

year to inform the development of the Business Plan. 
 

4. The Board has agreed a set of corporate objectives and associated milestones that 
enable the Board to monitor progress against implementing its vision and strategy for the 
ALB. Performance against these corporate objectives and milestones are reported to the 
board on a quarterly basis.  

 
5. The Board’s annual programme of work sets aside time for the Board to consider 

environmental and strategic risks to the ALB. Strategic risks to the ALB are actively 
monitored through the Board Assurance Framework (BAF). 

Examples of evidence that could be submitted 
to support the Board’s RAG rating.  

 CE report 

 Evidence of the Board reviewing lessons learnt in relation to enquiries 

 Outcomes of an external stakeholder mapping exercise 

 Corporate objectives and associated  milestones and how these are monitored 

  Board Annual programme of work 

  BAF 

 Risk register 
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3.  Board insight and foresight 

3.4  Quality of Board papers and timeliness of information 
 

Red Flag Good Practice 

1. Board members do not have the 
opportunity to read papers e.g. reports are 
regularly tabled on the day of the Board 
meeting and members do not have the 
opportunity to review or read prior to the 
meeting. The volume of papers is 
impractical for proper reviewing. 

 
2. Board discussions are focused on 

understanding the Board papers as 
opposed to making decisions. 

 
3. The Board does not routinely receive 

assurances in relation to Data Quality or 
where reports are received, they have 
highlighted material concerns in the quality 
of data reporting. 

 

4.  Information presented to the Board lacks 
clarity, or relevance; is inaccurate or 
untimely; or is presented without a clear 
purpose, e.g. is it for noting, discussion or 
decision. 

5. The Board does not discuss or challenge 
the quality of the information presented or, 
scrutiny and challenge is only applied to 
certain types of information of which the 
Board have knowledge and/or experience, 
e.g. financial information 

 

1. The Board can demonstrate that it has actively considered the timing of the Board and 
Committee meetings and presentation of Board and Committee papers in relation to month 
and year end procedures and key dates to ensure that information presented is as up-to-
date as possible and that the Board is reviewing information and making decisions at the 
right time. 

 
2. A timetable for sending out papers to members is in place and adhered to. 

 
3. Each paper clearly states what the Board is being asked to do (e.g. noting, approving, 

decision, and discussion). 
 
4. Board members have access to reports to demonstrate performance against key objectives 

and there is a defined procedure for bringing significant issues to the Board’s attention 
outside of formal meetings.  

 
5. Board papers outline the decisions or proposals that Executive Directors have made or 

propose. This is supported; where appropriate, by: an appraisal of the relevant alternative 
options; the rationale for choosing the preferred option; and a clear outline of the process 
undertaken to arrive at the preferred option, including the degree of scrutiny that the paper 
has been through.   

  
6. The Board is routinely provided with data quality updates. These updates include external 

assurance reports that data quality is being upheld in practice and are underpinned by a 
programme of clinical and/or internal audit to test the controls that are in place.  

  
7. The Board can provide examples of where it has explored the underlying data quality of 

performance measures. This ensures that the data used to rate performance is of sufficient 
quality.   

8. The Board has defined the information it requires to enable effective oversight and control 
of the organisation, and the standards to which that information should be collected and 
quality assured. 

9. Board members can demonstrate that they understand the information presented to them, 



 

30 

including how that information was collected and quality assured, and any limitations that 
this may impose. 

10. Any documentation being presented complies with Departmental guidance, where 
appropriate e.g. business cases, implementation plans.  

 

Examples of evidence that could be submitted 
to support the Board’s RAG rating.  

 Documented information requirements 

 Data quality assurance process 

 Evidence of challenge e.g. from Board minutes 

 Board meeting timetable 

 Process for submitting and issuing Board papers 

 In-month reports 

 Board papers 

 Data Quality updates 
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3.  Board insight and foresight 

3.5 Assurance and risk management 
 

Red Flag Good Practice 

1. The Board does not receive assurance on 
the management of risks facing the ALB.  

2. The Board has not identified its assurance 
requirements, or receives assurance from 
a limited number of sources. 

3. Assurance provided to the Board is not 
balanced across the portfolio of risk, with a 
predominant focus on financial risk or 
areas that have historically been 
problematic. 

4. The Board has not reviewed the ALB’s 
governance arrangements regularly.  

1. The Board has developed and implemented a process for identification, assessment and 
management of the risks facing the ALB. This should include a description of the level of 
risk that the Board expects to be managed at each level of the ALB and also procedures for 
escalating risks to the Board.  

2. The Board has identified the assurance information they require, including assurance on the 
management of key risks, and how this information will be quality assured. 

3. The Board has identified and makes use of the full range of available sources of assurance, 
e.g. Internal/External Audit, RQIA, etc 

4. The Board has a process for regularly reviewing the governance arrangements and 
practices against established Departmental or other standards e.g. the Good Governance 
Standard for Public Services. 

5. The Board has developed and implemented a Clinical and Social Care Risk assessment 
and management policy across the ALB, where appropriate.  

6. An executive member of the Board has been delegated responsibility for all actions relating 
to professional regulation and revalidation of all applicable staff. 

Examples of evidence that could be submitted 
to support the Board’s RAG rating.  

 Risk management policy and procedures 

 Risk register 
 Evidence of review of risks, e.g. Board minutes 

 Evidence of review of governance structures, e.g. Board minutes 

 Board Assurance Framework (BAF) 
 Clinical and Social care governance policy 
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4. Board engagement and 
involvement 
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4. Board engagement and involvement overview  
 
 
This section focuses on Board engagement and involvement, and specifically the following areas:  
 
1.External Stakeholders  

 

2.Internal Stakeholders  

 

3.Board profile and visibility  
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4.  Board engagement and involvement 

4.1  External stakeholders  
 
The statutory duty of involvement and consultation commits ALBs to developing PPI consultation schemes. These schemes detail how the 
ALB will consult and involve service users in the planning and delivery of services. The statutory duty of involvement and consultation does 
not apply to, NISCC, NIPEC, BSO and NIFRS. However, the Department would encourage all ALBs to put appropriate and proportionate 
measures in place to ensure that their service delivery arrangements are informed by views of those who use their services.  
 
Under Section 75 (NI Act 1998) all ALBs have existing obligations and commitments to consult with the public, service users and carers in 
the planning, delivery and monitoring of services. Under Section 49a of the Disability Discrimination Act NI (1995) ALBs have a duty to 
promote the involvement of disabled people in public life. 
 

Red Flag Good Practice 

1. The development of the Business Plan has 
only involved the Board and a limited 
number of ALB staff. 

 
2. The ALB has poor relationships with 

external stakeholders, with examples 
including clients, client organisations etc. 
 

 
3. Feedback from clients is negative e.g. 

complaints, surveys and findings from 
regulatory and review reports. 
 

 
4. The ALB has failed to manage adverse 

negative publicity effectively in relation to 
the services it provides in the last 12 
months.  
 

 
5. The Board has not overseen a system for 

receiving, acting on and reporting 

1. Where relevant, the Board has an approved PPI consultation scheme which formally 
outlines and embeds their commitment to the involvement of service users and their carers 
in the planning and delivery of services. 

 
2. A variety of methods are used by the ALB to enable the Board and senior management to 

listen to the views of service users, commissioners and the wider public, including ‘hard to 
reach’ groups like non-English speakers and service users with a learning disability. The 
Board has ensured that various processes are in place to effectively and efficiently respond 
to these views and can provide evidence of these processes operating in practice. 
 

 
3. The Board can evidence how key external stakeholders (e.g. service users, commissioners 

and MLAs) have been engaged in the development of their business plans for the ALB and 
provide examples of where their views have been included and not included in the Business 
Plan.  
 

 
4. The Board has ensured that various communication methods have been deployed to 

ensure that key external stakeholders understand the key messages within the Business 
Plan. 
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outcomes of complaints.  5. The Board promotes the reporting and management of, and implementing the learning from, 
adverse incidents/near misses occurring within the context of the services that they provide  
 

6. The ALB has constructive and effective relationships with its key stakeholders. 
 

 

Examples of evidence that could be submitted 
to support the Board’s RAG rating.  

 PPI Consultation Scheme 

 Complaints 

 Customer Survey 

 Regulatory and Review reports 



 

36 

4.  Board engagement and involvement 

4.2  Internal stakeholders 
Red Flag Good Practice 

1. The ALBs latest staff survey results are poor.  
 

2. There are unresolved staff issues that are 
significant (e.g. the Board or individual Board 
members have received ‘votes of no 
confidence’, the ALB does not have 
productive relationships with staff side/trade 
unions etc.).  

 
3. There are significant unresolved quality 

issues. 
 
4. There is a high turn over of staff. 
 
5. Best practise is not shared within the ALB. 

1. A variety of methods are used by the ALB to enable the Board and senior management to 
listen to the views of staff, including ‘hard to reach’ groups like night staff and weekend 
workers. The Board has ensured that various processes are in place to effectively and 
efficiently respond to these views and can provide evidence of these processes operating in 
practice.  

 
2. The Board can evidence how staff have been engaged in the development of their 

Corporate & Business Plans and provide examples of where their views have been included 
and not included.  

 
3. The Board ensures that staff understand the ALB’s key priorities and how they contribute as 

individual staff members to delivering these priorities. 
 

4. The ALB uses various ways to celebrate services that have an excellent reputation and 
acknowledge staff that have made an outstanding contribution to service delivery and the 
running of the ALB.  

 
5. The Board has communicated a clear set of values/behaviours and how staff that do not 

behave consistent with these valves will be managed. Examples can be provided of how 
management have responded to staff that have not behaved consistent with the ALB’s 
stated values/behaviours.  

 
6. There are processes in place to ensure that staff are informed about major risks that might 

impact on customers, staff and the ALB’s reputation and understand their personal 
responsibilities in relation to minimising and managing these key risks.  

 
 

Examples of evidence that could be submitted 
to support the Board’s RAG rating.  

 Staff Survey 

 Grievance and disciplinary procedures 

 Whistle blowing procedures 

 Code of conduct for staff 

 Internal engagement or communications strategy/ plan.  
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4.  Board engagement and involvement 

4.3  Board profile and visibility 
 

Red Flag Good Practice 

1. With the exception of Board meetings held in 
public, there are no formal processes in place 
to raise the profile and visibility of the Board. 
 

2. Attendance by Board members is poor at 
events/meetings that enable the Board to 
engage with staff (e.g. quality/leadership 
walks; staff awards, drop in sessions). 

 

1. There is a structured programme of events/meetings that enable NEDs to engage with staff 
(e.g. quality/leadership walks; staff awards, drop in sessions) that is well attended by Board 
members and has led to improvements being made. 

 
2. There is a structured programme of meetings and events that increase the profile of key 

Board members, in particular, the Chair and the CE, amongst external stakeholders.  
 

3. Board members attend and/or present at high profile events. 
 

4. NEDs routinely meet stakeholders and service users.  
 

5. The Board ensures that its decision-making is transparent. There are processes in place 
that enable stakeholders to easily find out how and why key decisions have been made by 
the Board without reverting to freedom of information requests. 

 
6. As a result of the Board member appraisal and personal development process, Board 

members can evidence improvements that they have made in the quality of their 
contributions at Board-level.  

 
 

Examples of evidence that could be submitted 
to support the Board’s RAG rating.  

 Board programme of events/ quality walkabouts with evidence of improvements made 

  Active participation at high-profile events 

 Evidence that Board minutes are publicly available and summary reports are provided from 
private Board meetings 
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5. Board Governance Self- Assessment Submission 
 
 
 
 
 
 
 
 
 
 

Business Services Organisation 
 
 
 

23 August 2018 
 
 
Approved by ………..................................................................................................(ALB Chair)  
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1.  Board composition and commitment  Business Services Organisation    23 August 2018 

1.1  Board positions and size 

  
Evidence of compliance with good 
practice (Please reference 
supporting documentation below) 
 

Action plans to achieve good 
practice (Please reference action 
plans below) 

Explanation if not complying with 
good practice 

Areas were training or 
guidance is required 
and/or 
Areas were additional 
assurance is required  

GP1 The size of the Board (including 
voting and non-voting members of the 
Board) and Board committees is 
appropriate for the requirements of 
the business. All voting positions are 
substantively filled. 

Assessment 
The composition of the Board 
and Board committees accords 
with the requirements of 
Schedule 3 of the Health and 
Social Care (Reform) Act 
(Northern Ireland) 2009, and 
the BSO’s Standing Orders. 
 
The Board currently consists of 
8 Non-Executive Directors 
(including the Chairperson) and 
4 Executive Directors (including 
the Chief Executive). 
 
The Board has 3 Committees – 
the Governance and Audit 
Committee, the Remuneration 
and Terms of Service 
Committee and the Business 
and Development Committee. 
Evidence 
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Ref 1.1.1 BSO Standing Orders 
Ref 1.1.2 Board Minutes 
Ref 1.1.3 Job Descriptions of 
Directors (further detail 
available from BSO Human 
Resources / RSSS) 
Ref 1.1.4 Biographical 
information on Board  
members. 
 
 

GP2 The Board ensures that it is provided 
with appropriate advice, guidance and 
support to enable it to effectively 
discharge it responsibilities. 

Assessment 
The Board confirms that the 
executive team provides 
appropriate advice and support 
to the Board to enable it to 
effectively discharge its 
responsibilities. Regular 
financial, performance, risk and 
other reports  to the Board 
support members  in the 
discharge of fiduciary 
responsibilities; 
 
Regular Revisions to BSO 
Standing Orders (including 
Scheme of Delegation);  
 
Annual Board self-assessment 
action plan developed to 
include structured programme 
of training / visits in relation to 
strategic governance issues. 
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Evidence 
Ref 1.1.5 MSFM 
Ref 1.1.6 Code of Conduct and 
Accountability 
Cross ref 1.1.1 BSO Standing 
Orders 
Cross ref 1.1.2 Board Minutes 
 

GP3 
 

It is clear who on the Board is entitled 
to vote. 

Assessment 
It is clear who on the Board is 
entitled to vote. 
 
Evidence 

Cross ref 1.1.1 BSO Standing 
Orders 

 

   

GP4 The composition of the Board and 
Board committees accords with the 
requirements of the relevant 
Establishment Order or other 
legislation, and/or the ALB’s Standing 
Orders. 

Assessment 
The composition of the Board 
and Board committees accords 
with the requirements of 
Schedule 3 of the Health and 
Social Care (Reform) Act 
(Northern Ireland) 2009, and 
the BSO’s Standing Orders. 
 
 

   

GP5 Where necessary, the appointment 
term of NEDs is staggered so they 
are not all due for re-appointment or 
to leave the Board within a short 
space of time. 
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Assessment 
The appointment term of NEDs 
is staggered. 2 NEDs were 
appointed in November 2017 
for four years.  
 
Evidence 
Ref 1.1.7 Extract from BSO 
Business Matters published on 
21 November 2017 

 
 

 
Red Flags Action Plans to remove the Red Flag or mitigate the risk 

presented by the Red Flag 
Notes/Comments 

RF1 The Chair and/or CE are currently interim or the position(s) vacant. 
 

N/A 

RF2 There has been a high turnover in Board membership in the 
previous two years (i.e. 50% or more of the Board are new 
compared to two years ago). 
 

N/A 

RF3 
 

The number of people who routinely attend Board meetings 
hampers effective discussion and decision-making. 

N/A 
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1.  Board composition and commitment            Business Services Organisation                     23 August 2018 

1.2  Balance and calibre of Board members 

  
Evidence of compliance with good 
practice (Please reference 
supporting documentation below) 
 

Action plans to achieve good 
practice (Please reference action 
plans below) 

Explanation if not complying with 
good practice 

Areas were training or 
guidance is required 
and/or 
Areas were additional 
assurance is required 

GP1 The Board can clearly explain why the 
current balance of skills, experience 
and knowledge amongst Board 
members is appropriate to effectively 
govern the ALB over the next 3-5 
years. In particular, this includes 
consideration of the value that each 
NED will provide in helping the Board 
to effectively oversee the 
implementation of the ALB's business 
plan.  

Assessment 
The Board confirms that it 
currently has an appropriate 
mix of skills to meet the needs 
of the organisation.  Under the 
current appointment system,  
any change to the composition 
of the Board is the 
responsibility of the DoH;  
 
A skills information and gaps 
template is completed by all 
NEDs 
 
Evidence 
Ref 1.2.1 Skills template 

 
Cross ref 1.1.1 BSO Standing 
Orders (para 6.1.3) 
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Cross ref 1.1.4 Biographical 
information on Board  members 
 

GP2 The Board has an appropriate blend of 
NEDs e.g. from the public, private and 
voluntary sectors. 

Assessment 
The Board confirms that it has 
an appropriate blend of NEDs 
from the public, private and 
voluntary sectors. 
 
Evidence 
Cross ref 1.1.1 BSO Standing 
Orders (para 6.1.3) 
Cross ref 1.1.4 Biographical 
information on Board  members 
 
 

   

GP3 
 

The Board has had due regard under 
Section 75 of the Northern Ireland Act 
1998 to the need to promote 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.  

Assessment 
The Board has an approved 
Equality Scheme in compliance 
with Section 75 (and Schedule 
9) of the NI Act 1998. 
 
Board members received 
Section 75 Awareness Training 
on 26 October 2017.  Two new 
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members were appointed on 
13th November 2017.  
Therefore, Equality Training for 
these members remains 
outstanding. 
 
BSO has an Equality and 
Human Rights Unit. An annual 
Review of Progress on the 
implementation of Section 75 to 
the Equality Commission 
covering the period 2017 -18 
was approved by the Board on 
28.06.2017. 
 
In March 2016, the Board 
approved a 5-year review of 
the Equality scheme. 
 
Evidence 
Ref 1.2.2 Approved Board 
Equality Scheme (for further 
information please refer to the 
Equality Unit) 
Ref 1.2.3 Annual Review of 
Progress to Equality 
Commission 2017-18  
Ref 1.2.4 Report on Five Year 
Review of Equality Scheme 

GP4 There is at least one NED with a 
background specific to the business of 
the ALB. 

Assessment 
The Board confirms that there 
are a number of NEDs with 
backgrounds specific to the 
business of the ALB. 
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Evidence: 
Cross ref 1.1.4 Biographical 
information on Board  members 
 
Cross ref 1.1.7 Extract from 
BSO Business Matters 
published on 21 November 
2017 
Cross ref 1.2.1 Skills template 

 
 

GP5 Where appropriate, the Board includes 
people with relevant technical and 
professional expertise. 

Assessment 
The Board confirms that it 
includes individuals with 
relevant technical and 
professional expertise. 
 
Evidence 
Cross ref 1.1.4 Biographical 
information on Board  members 
Cross ref 1.1.7 Extract from 
BSO Business Matters 
published on 21 November 
2017 
Cross ref 1.2.1 Skills template 
 

   

GP6 There is an appropriate balance 
between Board members (both 
Executive and NEDs) that are new to 
the Board (i.e. within their first 18 
months) and those that have served 
on the Board for longer. 

 
Assessment 
The Board can confirm that: 
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o 2 non - executive board 
members are new to the 
Board (within the last 18 
months)  

 
Evidence 
Cross ref 1.1.7 Extract from 
BSO Business Matters 
published on 21 November 
2017 

GP7 
 

The majority of the Board are 
experienced Board members. 

Assessment 
2 NEDs were appointed 
November 2017. All other 
Board members (including 
Executive and the Chair) are 
experienced Board members. 
 
Evidence 
Cross ref 1.1.4 Biographical 
information on Board  members 
Cross ref 1.1.7 Extract from 
BSO Business Matters 
published on 21 November 
2017 

   

GP8 
 

Where appropriate, the Chair of the 
Board has a demonstrable and recent 
track record of successfully leading a 
large and complex organisation, 
preferably in a regulated environment. 

Assessment 
The Chair of the BSO Board 
has experience in this area. 

   

GP9 
 

The Chair of the Board has previous 
non-executive experience. 

Assessment 
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The Chair of the Board has 
previous non-executive 
experience. She has served on 
a number of Boards from 2007.  
 
Evidence 
Cross ref 1.1.4 Biographical 
information on Board  members 
 
 

GP10 
 

At least one member of the Audit 
Committee has recent and relevant 
financial experience. 

 
Assessment 
At least one member of the 
Board and the Governance and 
Audit Committee has financial 
experience. 
 
Cross ref 1.1.4 Biographical 
information on Board  members 
 

   

 
Red Flags Action Plans to remove the Red Flag or mitigate the risk 

presented by the Red Flag 
Notes/Comments 

RF1 There are no NEDs with a recent and relevant financial background. N/A 

RF2 
There is no NED with current or recent (i.e. within the previous 2 years) 
experience in the private/ commercial sector. 

N/A 

RF3 
The majority of Board members are in their first Board position.  

N/A 

RF4 
 

The majority of Board members are new to the organisation (i.e. within 
their first 18 months). 

N/A 

RF5 
 

The balance in numbers of Executives and Non Executives is incorrect.  
N/A 

RF6 
There are insufficient numbers of Non Executives to be able to operate 

N/A 
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 committees.  
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1.  Board composition and commitment  Business Services Organisation       23 August 2018 

1.3  Role of the Board 

  
Evidence of compliance with good 
practice (Please reference 
supporting documentation below) 
 

Action plans to achieve good 
practice (Please reference action 
plans below) 

Explanation if not complying with 
good practice 

Areas were training or 
guidance is required 
and/or 
Areas were additional 
assurance is required 

GP1 The role and responsibilities of the 
Board have been clearly defined and 
communicated to all members. 

Assessment 
The Board confirms that roles 
and responsibilities are clearly 
defined and communicated to 
Board members. These can be 
referenced in section 3 of the 
Standing Orders. 
 
The revised DoH Codes of 
Conduct & Accountability were 
discussed at the August 2012 
Board meeting. Board 
members received Awareness 
Training on the Code on 29 
November 2012.  
 
All new members received a 
copy of the Standing Orders 
and the Code of Conduct and 
Accountability November 2017 
as part of the Induction Pack. 
 
Evidence 
Cross ref 1.1.2 Board Minutes 
Cross ref 1.1.1 BSO Standing 

   



 

51 

Orders 
Cross ref 1.1.6 Code of 
Conduct and Accountability 
 
 

GP2 Board members are clear about the 
Minister’s policies and expectations 
for their ALBs and have a clearly 
defined set of objectives, strategy and 
remit. 

 
Assessment 
BSO have published their 
Corporate Strategy for 2018-21 
which includes a new set of 
Corporate Objectives; input to 
the document was discussed at 
the Senior Planning Day 
08.11.2017 and the Board 
Planning Day 21.09.2017; 
feedback from the customer 
surveys was considered. 
 
The MSFM is a joint document 
between DoH and BSO which 
sets out the aims, objectives 
and key targets of the 
organisation. The document 
also explains the Board’s 
responsibilities in terms of 
achievement of objectives set 
down by the Department, and  
risk management, governance 
and internal control. 
 
Evidence 
Ref 1.3.1 BSO Corporate 
Strategy 2018-21 
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Ref 1.3.2 Report of Board 
Planning Day, 21 September 
2017 
Ref 1.3.3 Board planning day 
agenda 21 September 2017 
 
Cross ref 1.1.1 BSO Standing 
Orders 
Cross ref 1.1.2 Board Minutes 
Cross ref 1.1.5 MSFM 

GP3 
 

There is a clear understanding of the 
roles of Executive officers and Non-
Executive Board members.  

Assessment 
The Board has a clear 
understanding of the respective 
roles of officers and NEDs. 
 
Evidence 
Cross ref 1.1.1 BSO Standing 
Orders 
Cross ref 1.1.3 Job 
Descriptions of Directors (refer 
to HR) 
Cross ref 1.1.5 MSFM 
Cross ref 1.1.6 Code of 
Conduct and Accountability 
 

   

GP4 The Board takes collective 
responsibility for the performance of 
the ALB. 

Assessment 
The Board recognises its 
corporate responsibility for the 
BSO’s performance.  
 
The matters reserved to the 
Board of each HSC 

Workshop re Information needs 
being held September 2017 
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organisation are derived from 
the Codes of Conduct & 
Accountability. Monitoring 
Performance is one of the 
seven key functions (section 6 
of the code) for which the 
Board are held accountable 
and section 3.2.2 of the BSO 
Schedule of Powers Reserved 
to the Board  outlines the 
arrangements for achieving 
this. 
 
BSO Board approved the 
Performance Management 
Framework in October 2009. 
This set out the use of a 
balanced scorecard 
performance framework for 
BSO, and a Corporate 
Scorecard is presented 
monthly to Board. 
 
Other reports used by Board to 
monitor performance include: 
 - monthly finance reports; 
 - quarterly Corporate Risk & 
Assurance  reports (reviewed 
monthly by SMT); 
 - quarterly HR & Corporate 
Services report; 
 - quarterly report on 
performance against business 
plan; 
 
Evidence: 
Ref 1.3.4 Performance 
Management Framework – 
updated March 2018. 
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Cross ref 1.1.1 BSO Standing 
Orders 
Cross ref 1.1.2 Board Minutes 
 

GP5 NEDs are independent of 
management. 

Assessment 
The Board recognises that the 
NEDs are independent of 
management. Independence of 
NEDs is articulated in the Code 
of Accountability issued by the 
Permanent Secretary in 2012; 
the Code sets out the role of 
the Chair and the non-
executive directors.  
 
 
Evidence 
Cross ref 1.1.6 Code of 
Conduct and Accountability 
 
 

   

GP6 The Chair has a positive relationship 
with the Minister and sponsor 
Department. 

 
 

Once the political situation has been 
addressed and resolved the Chair 
will work on building a relationship 
with the Minister.  In the absence of 
the Minister, the Chair has 
developed a workable rapport with 
the Permanent Health Secretary. 

  

GP7 
 

The Board holds management to 
account for its performance through 
purposeful, challenge and scrutiny. 

Assessment 
The Board confirms that it does 
hold management to account 

   



 

55 

for its performance through 
constructive challenge. This is 
achieved through scrutinising 
reports that are presented to 
Board and Committees. 
 
Evidence  
Cross ref 1.1.2 Board Minutes 
(include Committee minutes) 
 

GP8 
 

The Board operates as an effective 
team. 

Assessment 
The Board believes it operates 
as an effective team. 
 
Evidence 
o Collaborative working on ad 

hoc groups; 
o Consensus approach to 

decision making evidenced 
by an absence of formal 
disagreement/disengageme
nt at Board; 
 

Cross ref 1.1.2 Board Minutes 
 

   

GP9 
 

The Board shares corporate 
responsibility for all decisions taken 
and makes decisions based on clear 
evidence. 

Assessment 
The Board does share 
corporate responsibility for all 
decisions and makes decisions 
based on clear evidence. This 
can be demonstrated by Board 
minutes and reports, the follow 
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up of designated actions 
through the review of the Board 
Action Log, and specific Board 
workshops to discuss the 
Corporate Risk Report, 
Scorecard, Business Plan and 
other matters. 
 
Evidence 
Cross ref 1.1.2 Board Minutes 
Cross ref 1.3.3 Board planning 
day agenda September 2017 
 

GP10 
 

Board members respect 
confidentiality and sensitive 
information. 

Assessment 
Confidentiality is respected by 
Board members with formal 
designation of sensitive Board 
matters as confidential and 
appropriate recording thereon. 
 
Evidence 
Ref 1.3.8 Confidential Board 
minutes 
 
Cross ref 1.1.6 Code of 
Conduct and Accountability 

   

GP11 
 

The Board governs, Executives 
manage. 

Assessment 
The Board confirms that it 
governs the organisation and 
holds the executives to account 
through purposeful challenge 
and scrutiny. 
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Evidence 
Cross ref 1.1.2 Board Minutes 
(includes minutes of G&AC) 
 

GP12 
 

Individual Board members contribute 
fully to Board deliberations and 
exercise a healthy challenge function.    

Assessment 
Individual Board members 
contribute to Board 
deliberations and do challenge 
the executive team. 
 
Evidence 
Cross ref 1.1.2 Board Minutes 
(includes minutes of G&AC and 
Business Development 
Committee Minutes) 
 

   

GP13 
 

The Chair is a useful source of advice 
and guidance for Board members on 
any aspect of the Board. 

Assessment 
The Chair is a useful source of 
advice and guidance for Board 
members. NED appraisals are 
carried out on an annual basis 
with training needs identified. 
 
Evidence 
Ref 1.3.10 Copies of NED 
appraisals 
Cross ref 1.2.1 Skills template 
 

   

GP14 
 

The Chair leads meetings well, with a 
clear focus on the issues facing the 
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ALB, and allows full and open 
discussions before major decisions 
are taken. 

Assessment 
The Chair leads meetings well 
with a clear focus on the key 
issues, and allows open 
discussions before decisions 
are taken. 
 
Evidence  
Cross ref 1.1.2 Board Minutes 
 

GP15 
 

The Board considers the concerns 
and needs of all stakeholders and 
actively manages it’s relationships 
with them.    

Assessment 
The Board actively manages 
stakeholder needs and 
relationships via the following 
methods: 
o The Chair and CE meet key 

stakeholders at periodic 
intervals; 

o The Director of Customer 
Care and Performance  and 
Director of Finance meets 
stakeholders to discuss 
SLAs and overall service 
offering; 

o Annual Service Level 
Agreement meetings with 
customers; 

o Customer Partnership 
Forum meetings agenda; 

o Results of annual Customer 
Survey discussed at Board  
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o Accountants in the Finance 
Directorate deal directly 
with other HSC bodies in 
respect of the preparation 
of annual accounts etc. 

o Annual Meetings with 
internal / external 
stakeholders. 

o Audit and Governance and 
Audit Committee. 

o Chair attends meetings with 
Chairs from other HSC 
organisations. 

o Other ad hoc meetings 
enabling further 
opportunities to 
communicate.  
 

Evidence: 
Ref 1.3.8 Customer Forum 
invitation  
Cross ref 1.1.2 Board Minutes 

GP16 
 

The Board is aware of and annually 
approves a scheme of delegation to 
its committees.  

Assessment 
The Board carries out an 
annual review of its Standing 
Orders, Schemes of Delegation 
and SFIs.  
 
Evidence: 
Cross ref 1.1.1 BSO Standing 
Orders 
 

   

GP17 
 

The Board is provided with timely and 
robust post-evaluation reviews on all 
major projects and programmes. 
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Assessment 
The Board regularly receives 
benefits realisation reports from 
both the FPPS and BSTP 
 
Evidence 
Cross ref 1.1.2 Board Minutes 
 

 
Red Flags Action Plans to remove the Red Flag or mitigate the risk 

presented by the Red Flag 
Notes/Comments 

RF1 The Chair looks constantly to the Chief Executive to speak or give lead on issues. 
 

N/A 

RF2 The Board tends to focus on details and not on strategy and performance. N/A 

RF3 The Board become involved in operational areas. 
 

N/A 

RF4 
 

The Board is unable to take a decision without the Chief Executive to dictate the 
Agenda. 

N/A 

RF5 
 

The Board allows the Chief Executive to dictate the Agenda. N/A 

RF6 
 

Regularly, one individual Board member dominates the debates or has an 
excessive influence on Board decision making. 

N/A 
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1.  Board composition and commitment  Business Services Organisation     23 August 2018 

1.4  Committees of the Board 

  
Evidence of compliance with good 
practice (Please reference 
supporting documentation below) 
 

Action plans to achieve good 
practice (Please reference action 
plans below) 

Explanation if not complying with 
good practice 

Areas were training or 
guidance is required 
and/or 
Areas were additional 
assurance is required 

GP1 Clear terms of reference are drawn up 
for each Committee including whether 
it has powers to make decisions or 
only make recommendations to the 
Board. 

 
Assessment 
Clear terms of reference exist 
for the three committees of the 
Board – the G&AC, 
Remuneration Committee and 
the Business and Development 
Committee; none of these have 
any executive powers. 
 
Evidence: 
Cross ref 1.1.1 BSO Standing 
Orders – Appendices 3 & 4 
 

   

GP2 Certain tasks or functions are 
delegated to the Committee but the 
Board as a whole is aware that it 
carries the ultimate responsibility for 
the actions of tis Committees.  

 
Assessment 
The Board recognises that it 
carries responsibility for the 
actions of its Committees. 
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Evidence: 
Cross ref 1.1.1 BSO Standing 
Orders – section 4.1.1 and 
Appendices 3, 4 & 5 
 

GP3 
 

Schemes of delegation from the Board 
to the Committees are in place.  
 

Assessment 
Schemes of Delegation to 
Committees are in place. 
 
Evidence: 
Cross ref 1.1.1 BSO Standing 
Orders  - section 4 (Powers 
Delegated by the Board) and 
Appendices 3, 4 & 5 
 

   

GP4 There are clear lines of reporting and 
accountability in respect of each 
Committee back to the Board. 
 

Assessment 
Clear lines of reporting to the 
Board are working effectively.  
These are reflected in the 
TORs, and minutes and reports 
of committees are presented to 
Board 
 
Evidence 
Ref 1.4.1 Summary of G&AC 
Jan 2018  meeting to Board 
 
Cross ref 1.1.1 BSO Standing 
Orders – Appendices 3 & 4 
Cross ref 1.1.2 Board Minutes 
(includes Committee minutes) 
 
 

   



 

63 

GP5 The Board agrees, with the 
Committees, what assurances it 
require and when, to feed its annual 
business cycle. 
 

Assessment 
The Board approved the 
Assurance Framework in 
September 2010; a review of 
the framework was carried out 
and approved by Board  in 
2013 in line with Departmental 
requirements. 
 
The Corporate Risk Register 
was merged with the 
Assurance Framework to 
become the Corporate Risk & 
Assurance report and is 
presented twice a year to 
Board. 
 
An updated schedule of 
assurances & reports was 
presented  to GAC in January 
2017; this includes assurances 
required by Service area and 
the mechanism & frequency for 
reporting.  
 
Evidence 
Ref: 1.4.3 Board Paper 
approving Assurance 
Framework – Sept 2010 
Ref: 1.4.4 Board Paper 
reviewing Assurance 
Framework – Oct 2013 
Ref 1.4.5: Schedule of 
Assurances by Service Areas 
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Jan 17 
Cross ref 1.1.2 Board Minutes 
(includes Committee minutes) 
 

GP6 The Board receives regular reports 
from the Committees which 
summarises the key issues as well as 
decisions or recommendations made.  
 

Assessment 
The Board receives minutes of 
Committee meetings and a key 
issues report from the G&AC, in 
addition to a verbal update. 
 
Evidence 
Cross ref 1.1.2 Board Minutes 
(includes Committee minutes) 
Cross ref 1.4.1 Summary of 
G&AC Jan 2018 meeting to 
Board 
 

   

GP7 
 

The Board undertakes a formal and 
rigorous annual evaluation of the 
performance of its Committees. 
 

Assessment 
As part of the Annual Review of 
Standing Orders, each 
Committee reviews its Terms of 
Reference on an annual basis.  
 
The Governance and Audit 
Committee complete an annual 
NAO self-assessment checklist 
to evaluate their effectiveness. 
The Business and 
Development committee also 
undertakes an annual self-
assessment.  
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Evidence 
Ref 1.4.6 NAO Checklist and 
accompanying letter 
Ref 1.4.7 Business and 
development Committee Self 
assessment summary 
 
Cross ref 1.1.1 BSO Standing 
Orders – Appendices 3 & 4 
Cross ref 1.1.2 Board Minutes 
(includes Committee minutes) 
 

GP8 
 

It is clearly documented who is 
responsible for reporting back to the 
Board. 
 

Assessment 
The Committee Chairs are 
responsible for reporting back 
to the full Board. 
 
Evidence 
Cross ref 1.1.1 BSO Standing 
Orders – Appendices 3 (section 
7) & 4 (Sections 1.5 and 1.6) 
 

   

 
Red Flags Action Plans to remove the Red Flag or mitigate the risk 

presented by the Red Flag 
Notes/Comments 

RF1 The Board notes the minutes of Committee meetings and reports, instead of 
discussing same. 

N/A 

RF2 Committee members do not receive performance management appraisals in 
relation to their Committee role. 
 

N/A 

RF3 There are no terms of reference for the Committee. 
 

N/A 

RF4 
 

Non Executives are unaware of their differing roles between the Board and 
Committee. 

N/A 

RF5 
 

The Agenda for Committee meetings is changed without proper discussion and/or 
at the behest of the Executive team. 

N/A 
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1.  Board composition and commitment  Business Services Organisation    23 August 2018 

1.5  Board member commitment 

  
Evidence of compliance with good 
practice (Please reference 
supporting documentation below) 
 

Action plans to achieve good 
practice (Please reference action 
plans below) 

Explanation if not complying with 
good practice 

Areas were training or 
guidance is required 
and/or 
Areas were additional 
assurance is required 

GP1 Board members have a good 
attendance record at all formal Board 
and Committee meetings and at Board 
events. 

 
Assessment 
Board members have a good 
attendance record at all formal 
Board and Committee meetings 
and Board events. 
 
Evidence 
Ref 1.5.3 Board attendance 
schedule (which informs NED 
appraisals) 
 
Cross ref 1.1.2 Board Minutes 
(includes Committee minutes) 
Annual Report and Accounts 
 

   

GP2 The Board has discussed the time 
commitment required for Board 
(including Committee) business and 
Board development, and Board 
members have committed to set aside 
this time. 
 

Assessment 
The chair has highlighted to 
new members the need for 
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commitment and attendance. 
The time commitment expected 
of board members was set out 
in the letter of appointment.  
 
Evidence 
Ref 1.5.1 Letter of appointment  
Cross ref 1.1.2 Board 
Minutes/papers 
Cross ref 1.3.2 Report of 
Board Planning Day, 
September 2017 
 

GP3 
 

Board members have received a copy 
of the Department’s Code of Conduct 
and Code of Accountability for Board 
Members of Health and Social Care 
Bodies or the Northern Ireland Fire 
and Rescue Service. Compliance with 
the code is routinely monitored by the 
Chair.  

 
Assessment 
Board members have received 
a copy of the DoH Code of 
Conduct and the Code of 
Accountability for Board 
Members of HSC Bodies. The 
document was discussed by 
the Board at its Board meeting, 
30 August 2012  (paper 
62/2012).  

 
Training on the Code of 
Conduct was provided to Board 
members on by HSC 
Leadership Centre on 30 
November 2012. 
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It was also provided to new 
Board members as part of the 
induction pack in December 
2016. 
 
Compliance with the code is 
routinely monitored by the 
Chair and is included as part of 
each Board member’s annual 
appraisal. 
 
Evidence 
Cross ref 1.1.2 Board 
Minutes/papers 
Cross ref 1.3.10 Copies of 
NED appraisals 
 

GP4 Board Meetings and Committee 
meetings are scheduled at least 6 
months in advance. 
 

Assessment 
Board and Committee meetings 
are scheduled at least 6 
months in advance. Dates of 
2018 meetings were advertised 
in January 2018. 
 
Evidence 
Ref 1.5.2 Advert Board meeting 
dates 
 

   

 
 
 
Red Flags Action Plans to remove the Red Flag or mitigate the risk 

presented by the Red Flag 
Notes/Comments 

RF1 There is a record of Board and Committee meetings not being quorate. 
 

N/A 
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RF2 There is regular non-attendance by one or more Board members at Board or 
Committee meetings. 
 

N/A 

RF3 Attendance at the Board or Committee meetings is inconsistent (i.e. the same 
Board members do not consistently attend meetings).  
 

N/A 

RF4 
 

There is evidence of Board members not behaving consistently with the 
behaviours expected of them and this remaining unresolved. 

N/A 

 The Board or Committee has not achieved full attendance at least one meeting 
within the last 12 months.  

N/A 
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2.  Board evaluation, development and learning  Business Services Organisation     23 August 2018  
     

2.1  Effective Board level evaluation 

  
Evidence of compliance with good 
practice (Please reference 
supporting documentation below) 
 

Action plans to achieve good 
practice (Please reference action 
plans below) 

Explanation if not complying with 
good practice 

Areas were training or 
guidance is required 
and/or 
Areas were additional 
assurance is required 

GP1 A formal Board GovernanceSelf-
Assessment has been conducted 
within the previous 12 months.  
 

Assessment 
A formal self- assessment was 
completed by Board in August 
2017. 
 
Evidence  
2.1.1 Board Minutes/papers 
 

   

GP2 The Board can clearly identify a 
number of changes/improvements in 
Board and Committee effectiveness as 
a result of the formal self-assessments 
that have been undertaken. 

 
A number of actions were 
identified in August 2017. 
These actions have been 
addressed with amendments 
reflected in this document.  

   

GP3 
 

The Board has had an independent 
evaluation of its effectiveness and the 
effectiveness of its committees within 
the last 2 years, by a 3

rd
 party which 

has a good track record in undertaking 
Board effectiveness evaluations. 

Consider the need for a Board 
Evaluation in 2018 - 2019. 
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Assessment 
An independent evaluation of 
Board effectiveness was 
carried out by the Leadership 
Centre and presented to Board 
and DoH in March 2015. 
 
The Chair and CEO meet 
annually in an internal capacity.  
During these meetings the 
following items are discussed: 

 Compliance; 

 Learning Opportunities; 
and 

 Any relevant 
forthcoming training 
needs required to 
enhance Board 
Effectiveness. 

 
Evidence  
Cross Ref 2.1.3 Independent 
evaluation report 
 

GP4 In undertaking its self assessment, the 
Board has used an approach that 
includes various evaluation methods. 
In particular, the Board has considered 
the perspective of a representative 
sample of staff and key external 
stakeholders (e.g. commissioners, 
service users and clients) on whether 
or not they perceive the Board to be 
effective. 
 

No. 
 

   

GP5 The focus of the self-assessment 
included traditional ‘hard’ (e.g Board 
information, governance structure) and 
‘soft’ dimensions of effectiveness. In 
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this case of the latter, the evaluation 
considered as a minimum: 

 The knowledge, experience 
and skills required to 
effectively govern the 
organisation and whether or 
not the Board’s membership 
currently has this; 

 How effectively meetings of 
the Board are chaired; 

 The effectiveness of 
challenge provided by Board 
members; 

 Role clarity between the 
Chaire and CE, Exec. 
Directors and NEDs, between 
the Board and management 
and between the Board and 
its various committees; 

 Whether the Board’s agenda 
is appropriately balanced 
between: strategy and current 
performance, finance and 
quality; making decisions and 
noting/receiving information; 
matters internal to the 
organisation and external 
considerations; and business 
conducted at public board 
meetings and that done in 
confidential session. 

 The quality of a relationships 
between Board members, 
including the Chair and CE. In 
particular, whether or not any 
one Board member has a 
tendency to dominate Board 
discussions and the level of 
mutual repsect between 
members.  

 
Assessment 
An independent evaluation of 
Board effectiveness was 
carried out by the Leadership 
Centre and presented to Board 
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and DoH in March 2015. 
 
Evidence 
Cross Ref 2.1.3 Independent 
evaluation report 
 
This area was also covered in a 
number of different audits by 
internal audit in 2016 
 

 
Red Flags Action Plans to remove the Red Flag or mitigate the risk 

presented by the Red Flag 
Notes/Comments 

RF1 No formal Board Governance Self-Assessment has been undertaken within the 
last 12 months. 
 

N/A 

RF2 The Board Governance Self-Assessment has not been independently evaluated 
within the last 3 years. 
 

N/A 

RF3 Where the Board has undertaken a self-assessment, only the perspectives of 
Board members were considered and not those outside the Board (e.g. staff etc.). 
 

N/A 

RF4 
 

Where the Board has undertaken a self-assessment, only one evaluation method 
was used (e.g. only a survey of Board members was undertaken). 

N/A 
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2.  Board evaluation, development and learning   Business Services Organisation    23 August 2018 

2.2  Whole Board development programme 

  
Evidence of compliance with good 
practice (Please reference 
supporting documentation below) 
 

Action plans to achieve good 
practice (Please reference action 
plans below) 

Explanation if not complying with 
good practice 

Areas were training or 
guidance is required 
and/or 
Areas were additional 
assurance is required 

GP1 The Board has a programme of 
development in place. The programme 
seeks to directly address the findings 
of the Board’s annual self-assessment 
and contains the following elements; 
understanding the relationship 
between the Minister, the Department 
and their organisation, e.g. as 
documented in the Management 
Statement; development specific to the 
business of their organisation; and 
reflecting on the effectiveness of the 
Board and its supporting governance 
arragements.  
 

Assessment 
Structured Board development 
programme includes MSFM 
tabled at March 2018 Board 
meeting, discussion at Board 
meetings and  Board 
development day in September 
2017.  
The Chair has introduced a 
skills template for all non-execs 
which will be used to inform a 
development programme for 
2017/18. Board members were 
briefed on the HSC 
environment by the Deputy 

Corporate Risk & Corporate 
Scorecard workshops to be held in 
2018. 
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Secretary, DoH at the annual 
strategic planning workshop.  
 
Evidence 
Cross ref 1.1.2 Board 
Minutes/papers  (May & Oct 
2014) 
Cross ref 1.1.5 MSFM 
Cross ref 1.2.1 Skills Template 
Cross ref 1.3.2 Report of 
Board Planning  Day, 
September 2017 
Cross ref 1.3.3 Agenda Board 
planning workshop Sept 2017 
 

GP2 Understanding the relationship 
between the Minister, Department and 
the ALB- Board members have an 
appreciation of the role of the Board 
and NEDs, and of the Department’s 
expectations in relation to those roles 
and responsibilities. 
 

Assessment 
There is evidence to support 
this including the MSFM, 
Annual Business Plan 
incorporating Departmental 
Priorities and Targets, Standing 
Orders, Letter of appointment, 
and the HSC Framework 
document. 
 
Evidence 
Ref 2.2.1 Annual Business Plan 
2017-18 incorporating 
Departmental targets and 
priorities 
Ref 2.2.2 DHSSPS Framework 
Document 2014 
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Cross ref 1.1.1 BSO Standing 
Orders  
Cross ref 1.1.5 MSFM 
Cross ref 1.5.1 Letter of 
appointment 
 

GP3 
 

Development specific to the ALB’s 
governance arrangements- the Board 
is, or has been engaged in the 
development of action plans to 
address governance issues arising 
from previous self-assessments/ 
independent evaluations, Internal Audit 
reports, serious adverse incident 
reports and other significant control 
issues.  
 

Assessment 
Yes the Board is engaged in 
the development and 
monitoring of action plans 
arising from serious adverse 
incidents, audit reports  or other 
significant control issues. 
 
The schedule of assurances 
was updated and approved by 
GAC in January 2017 
 
Evidence 
Cross ref 1.1.2 Board 
Minutes/papers  
Cross ref 1.4.2 GAC report Jan 
2017 
Cross ref 1.4.5 Schedule of 
Assurances by Service Areas 
Jan 17 
 

   

GP4 Reflecting on the effectiveness of the 
Board and its supporting governance 
arrangements- The development 
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programme includes time for the Board 
as a whole to reflect upon, and where 
necessary improve: 

 The focus and balance of 
Board time; 

 The quality and value of the 
Board’s contribution and 
added value to the delivery of 
the business of the ALB; 

 How the Board responded to 
any service,financial or 
governance failures; 

 Whether the Board’s 
subcommittees are operating 
effectively and providing 
sufficient assurances to the 
Board; 

 The robustness of the ALB’s 
risk management processes; 

 The reliability, validity and 
comprehensiveness of 
information received by the 
Board. 

 
Assessment 
The  August 2017 Board 
Governance self-assessment 
outlined how the Board 
performs and identified any 
areas for improvement which 
were included in the previous 
action plan.  The related case 
study outlined how the Board 
dealt with governance and 
systems’ failures and identified 
lessons learned for going 
forward. 
 
Following discussion by the 
Board regarding the capacity of 
the Board and committees to 
ensure the appropriate level of 
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scrutiny for BSO business, the 
Board approved the 
establishment of a new 
Business and Develpment 
Committee in December 2014. 
The committee ensures good 
governance in the organisation 
and provides assurance to 
members that sufficient time is 
being given to scrutinise 
organisational performance. 
 
As stated in GP3, a schedule 
was developed to include 
assurances / reports and 
actions plans by service area 
that require to be reported to 
the Board or relevant 
Committee. 
 
The Board participates in 
regular workshops on the 
corporate scorecard and the 
risk register to ensure review 
information received by the 
Board. 
 
Evidence 
Cross ref 1.1.2 Board 
Minutes/papers 
Cross ref 1.3.2 Report of 
Board Planning  Day, 
September 2017 
Cross ref 1.4.5 Schedule of 
Assurances by Service Areas  
Cross ref 2.1.2 Board 
Governance self-assessment 
August 2017 
Cross Ref 2.2.3 GAC minutes 
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October 2015 
 

GP5 Time is ‘protected’ for undertaking this 
programme and it is well attended. 
 

Assessment 
Some evidence that time is set 
aside for development activity: 

 
Evidence  
Cross ref 1.3.4 Report of 
Board Planning  Day, 
September 2017 
Cross ref 1.5.3 Board 
attendance schedule (which 
informs NED appraisals) 
Cross ref 2.1.2 Board 
Governance self-assessment 
August 2017 
 

   

 
Red Flags Action Plans to remove the Red Flag or mitigate the risk 

presented by the Red Flag 
Notes/Comments 

RF1 The Board does not currently have a Board development programme in place for 
both Executive and Non-Executive Board Members. 
 

 

RF2 The Board Development Programme is not aligned to helping the Board comply 
with the requirements of the Management Statement and/or fulfil its statutory 
responsibilities.  
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2.  Board evaluation, development and learning Business Services Organisation   23 August 2018 
  

2.3  Board induction, succession and contingency planning 

  
Evidence of compliance with good 
practice (Please reference 
supporting documentation below) 
 

Action plans to achieve good 
practice (Please reference action 
plans below) 

Explanation if not complying with 
good practice 

Areas were training or 
guidance is required 
and/or 
Areas were additional 
assurance is required 

GP1 All members of the Board, both 
Executive and Non-Executive, are 
appropriately inducted into their role as 
a Board member. Induction is tailored 
to the individual Director and includes 
access to external training courses 
where appropriate. As a minimum, it 
includes an introduction to the role of 
the Board, the role expectations of 
NEDs and Executive Directors, the 
statutory duties of Board members and 
the business of the ALB.  
 

Assessment 
2 non executive members 
joined the organisation in 
November 2017. These 
members were furnished with 
induction documentation which 
was developed and approved 
by the Business and 
Development Committee in 
September 2016. There is a 
requirement for new members 
to attend external training as 
per the letter of appointment.  

 
Evidence 
Ref 2.3.1 Induction paper Sept 
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2016 
Cross ref 1.1.1 BSO Standing 
Orders 
Cross ref 1.1.2 Board Minutes 
Cross ref 1.5.1 Letter of 
appointment 
 

GP2 Induction for Board members is 
conducted on a timely basis. 

 
Assessment 
Members received the 
induction pack and met with the 
Chair within one to two weeks 
of appointment.  
 
Evidence  
Minutes of initial meetings, 
notice of meetings and 
correspondence from Board 
Secretariat regarding visits. 
 

   

GP3 
 

Where Board members are new to the 
organisation, they have received a 
comprehensive corporate induction 
which includes an overview of the 
services provided by the ALB, the 
organisation’s structure, ALB values 
and meetings with key leaders.  
 

Assessment 
The induction pack and 
programme covers these areas. 
New members also received a 
briefing on key issues by the 
Chief Executive.   
 
Evidence 
Cross ref 2.3.1 Induction paper 
Sept 2016 
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GP4 Deputising arrangements for the Chair 
and CE have been formally 
documented. 
 

Assessment 
Deputising arrangements for 
Chair regarding Chairing 
meetings of the Board outlined.  
Deputising arrangements for 
Chief Executive in place. 

 
Evidence  
Cross ref 1.1.1 BSO Standing 
Orders 
Cross ref 1.1.2 Board Minutes 
 

   

GP5 The Board has considered the skills it 
requires to govern the organisation 
effectively in the future and the 
implications of key Board-level leaders 
leaving the organisation. Accordingly, 
there are demonstrable succession 
plans in place for all key Board 
positions. 
 

Assessment 
DoH appoint NEDs.  No 
evidence of formal skills 
assessment or succession 
planning arrangements in place 
within BSO.   

 
With regard to Executive Board 
members, there are a number 
of initiatives and training 
programmes to assist 
succession planning, including 
Leadership Training 
Programmes for BSO Senior 
Managers; Acumen Top 
Management Training 

   



 

84 

Programme facilitated through 
HSC Leadership Centre and a 
Succession Planning Initiative 
led by DoH. 
 
Evidence 
Ref 2.3.1 Permanent 

Secretary’s correspondence of 
28 November 2013 
 

 
Red Flags Action Plans to remove the Red Flag or mitigate the risk 

presented by the Red Flag 
Notes/Comments 

RF1 Board members have not attended the CIPFA “On Board” training course within 3 
months of appointment. 
 

N/A 

RF2 There are no documented arrangement s for chairing Board and committee 
meetings if the Chair is unavailable. 
 

N/A 

RF3 There are no documented arrangements for the organisation to be represented at 
a senior level at Board meetings if the CE is unavailable. 
 

N/A 

RF4 
 

NED appointment terms are not sufficiently staggered.  N/A 
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2.  Board evaluation, development and learning        Business Services Organisation    23 August 2018 

2.4  Board member appraisal and personal development 

  
Evidence of compliance with good 
practice (Please reference 
supporting documentation below) 
 

Action plans to achieve good 
practice (Please reference action 
plans below) 

Explanation if not complying with 
good practice 

Areas were training or 
guidance is required 
and/or 
Areas were additional 
assurance is required 

GP1 The effectiveness of each Non-
Executive Board member’s 
contribution to the Board and 
corporate governance is formally 
evaluated on an annual basis by the 

Chair. 

Assessment 
Appraisal forms provide 
evidence of annual assessment 
of member’s contribution by the 
Chair. 
 
Evidence  
Cross ref 1.3.10 Copies of 
NED appraisals completed May 
18 

   

GP2 The effectiveness of each Executive 
Board member’s contribution to the 
Board and corporate governance is 
formally evaluated on an annual basis 
in accordance with the appraisal 
process prescribed by their 
organisation. 

Assessment 
NED annual appraisal is in 
accordance with procedures 
mandated by DoH. 
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Evidence 

Cross ref 1.3.10 Copies of 
NED appraisals 

Cross ref 1.5.1 letter of 
appointment 

GP3 
 

There is a comprehensive appraisal 
process in place to evaluate the 
effectiveness of the Chair of the Board 
that is led by the relevant Deputy 
Secretary (and countersigned by the 
Permanent Secretary). 

Assessment 
Appraisal process of Chairman 
in place led by Permanent 
Secretary. 
 
Evidence  
Record of in-year meetings 
between Chairman and 
Permanent Secretary. Annual 
appraisal form for Chairman. 
Both documents held by DoH. 

   

GP4 Each Board member (including each 
Executive Director) has objectives 
specific to their Board role that are 
reviewed on an annual basis. 

Assessment 
Generic objectives for NEDs 
are set out in form completed 
as part of annual appraisal 
process.  No evidence that 
each Board member has 
objectives specific to their role 
which are reviewed on an 
annual basis. 
 
Executive Board members 

 
Issue of appraisal process for NEDs 
had been raised in Baseline Self-
Assessment.  DoH response to 
Permanent Secretary’s 
correspondence of 28 November 
2013 advised that “common issues 
such as PDPs, appraisal processes 
and succession planning have been 
discussed with Departmental 
colleagues who are now considering 
how best to progress these issues.” 

 
NED appraisal process and forms 
are owned by DoH. 

 
Need guidance from DoH to 
comply with best practice.  
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have objectives specific to their 
Board role agreed annually at 
Remuneration Committee. 
 
Evidence 
Ref 2.4.2 Remuneration 
Committee minutes 
Ref 2.4.3 Copies of Executive 
Directors’ appraisals( for further 
information see HR) 
 

Cross ref 1.3.10 Copies of 
NED appraisals 

GP5 Each Board member has a Personal 
Development Plan that is directly 
relevant to the successful delivery of 
their Board role.  

Assessment 
NEDs complete an annual skills 
template which identifies any 
development needs.  

 
Executive Board members 
have PDPs. 
 
Evidence  
Cross ref 1.2.1 Skills template 
Cross ref 2.4.3 Copies of 
Executive Directors’ appraisals 
 

 
 
 
 
 

 
 
 
 
 

 
 
 
 
 

GP6 As a result of the Board member 
appraisal and personal development 
process, Board members can 
evidence improvements that they have 
made in the quality of their 
contributions at Board-level.  

Assessment 
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NEDs complete an annual skills 
template which identifies any 
development needs. The NED 
appraisal form which is issued 
by the DoH allows a self 
assessment which would 
evidence improvments in the 
quality of contributions over 
time.  
 
Evidence  
Cross ref 1.2.1 Skills template 
Cross ref 1.3.10 Copies of 
NED appraisals Completed 
May 18 
Cross ref 2.4.3 Copies of 
Executive Directors’ appraisals 
(for further information, please 
refer to HR) 

GP7 
 

Where appropriate, Board members 
comply with the requirements of their 
respective professional bodies in 
relation to continuing professional 
development and/or certification. 
 

Assessment 
To be confirmed by relevant 
Board members. 
 
Evidence 
Evidence of compliance with 
professional bodies in relation 
to CPD. 

   

 
Red Flags Action Plans to remove the Red Flag or mitigate the risk 

presented by the Red Flag 
Notes/Comments 

RF1 There is not a robust performance appraisal process in place at Board level that 
includes consideration of the perspectives of other Board members on the quality 
of an individual’s contribution (i.e contributions of every member of the Board 
(including Executive Directors) on an annual basis and documents the process of 

N/A 
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formal feedback being given and received.  
 

RF2 Individual Board members have not received any formal training or professional 
development relating to their Board role. 

N/A 

RF3 Appraisals are perceived to be a ‘tick box’ exercise.  
 

N/A 

RF4 
 

The Chair does not consider the differing roles of Board members and Committee 
members. 

N/A 
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3.  Board insight and foresight                 Business Services Organisation      23 August 2018 

3.1  Board performance reporting 

  
Evidence of compliance with good 
practice (Please reference 
supporting documentation below) 
 

Action plans to achieve good 
practice (Please reference action 
plans below) 

Explanation if not complying with 
good practice 

Areas were training or 
guidance is required 
and/or 
Areas were additional 
assurance is required 

GP1 The Board has debated and agreed a 
set of quality and financial 
performance indicators that are 
relevant to the Board given the context 
within which it is operating and what it 
is trying to achieve. Indicators should 
relate to priorities, objectives, targets 
and requirements set by the Dept.    

Assessment 
BSO have established a 
scorecard which contains a 
general set of service 
indicators, including some 
quality and financial indicators. 
The Scorecard was reviewed at 
a Board workshop in March 
2016. 
A quarterly HR and Corporate 
Services Report sets out 
workforce indicators and some 
compliance data, such as 
Freedom of Information 
compliance.   
DoH also recommend  targets 
and requirements relating to 
departmental 
priorities/objectives in the 
annual BSO Business Plan. 
 
Evidence 
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Ref 3.1.1 BSO Corporate 
Scorecard March 2018 
Ref 3.1.2 HRCS Quarterly 
report to Board 
 
Cross ref 1.1.2 Board 
Minutes/papers 
Ref 1.3.4 Performance 
Management Framework 
Cross ref 2.2.1 Annual 
Business Plan 2017-18 
incorporating Departmental 
targets and priorities. 

 

GP2 The Board receives a performance 
report which is readily understandable 
for all members and includes: 

 performance of the ALB 
against a range of 
performance measures 
including quality, 
performance, activity and 
finance and enables links 
to be made;  

 Variances from plan are 
clearly highlighted and 
explained ; 

 Key trends and findings are 
outlined and commented 
on ;  

 Future performance is 
projected and associated 
risks and mitigating 
measures; 

 Key quality information is 
triangulated (e.g. 
complaints, standards, 
Dept targets, serious 
adverse incidents, limited 
audit assurance) so that 
Board members can 
accurately describe where 
problematic services lines 
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are ;Benchmarking of 
performance to 
comparable organisations 
is included where possible. 

 

Assessment 
BSO scorecard is the primary 
BSO performance report and is 
presented monthly to Board.  
Scorecard management is 
augmented by HRCS report 
presented quarterly and 
progress against Annual 
Business Plan reports. 
 
BSO also participates in a 
benchmarking ‘club’ to monitor 
and review performance with 
the aim of achieving 
improvements in services. 
 
Evidence 
Ref 3.1.3 Benchmarking 
reports 
 
Cross ref 1.1.2 Board 
Minutes/papers 
Cross ref 1.3.4 Performance 
Management Framework 
Cross ref 2.2.1 Annual 
Business Plan 2017-18 
incorporating Departmental 
targets and priorities. 
Cross ref 3.1.1 BSO Corporate 
Scorecard March 2018 
Cross ref 3.1.2 HRCS 
Quarterly report 
 

GP3 
 

The Board receives a brief verbal 
update on key issues arising from 
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each Committee meeting from the 
relevant Chair. This is supported by a 
written summary of key items 
discussed by the Committee and 
decisions made.  
 

Assessment 
BSO Board receives verbal 
update and copy of minutes/ or 
note of meeting of committee.  
  
Evidence  
Cross ref 1.1.2 Board 
Minutes/papers 
 

GP4 The Board regularly discusses the key 
risks facing the ALB and the plans in 
place to manage or mitigate them.  
 

Assessment 
Up to April 2017, the Board 
received a quarterly Corporate 
Risk report which includes 
plans to manage or mitigate 
these. Risks are discussed and 
register amended as 
necessary. Since May 2017 
new arrangements have been 
in place enabling Governance 
and Audit Committee to review 
the corporate risk register on a 
quarterly basis. The Board will 
continue to review the 
corporate risk register on a bi-
annual basis.  
 
The Governance and Audit 
Committee are responsible for 
reviewing the processes for 
identification  and managing 

Arrange for a Corporate Risk 
workshop where Board members 
can utilise dedicated time 
scrutinising the risk register and 
identify any gaps.   
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key risks facing the 
organisation; the Committee 
receives quarterly reports on 
Service Risk Registers and 
other reports on risk which 
contribute to the assurances 
required for the Board. 
 
A process is in place to bring 
issues in relation to risk to the 
Board if and when required 
outside the risk register cycle 
 
Evidence 
Cross ref 1.1.1 BSO Standing 
Orders (Appendix 3) 
Cross ref 1.1.2 Board 
Minutes/papers 
 

GP5 An action log is taken at Board 
meetings. Accountable individuals and 
challenging/demanding timelines are 
assigned. Progress against actions is 
actively monitored. Slips in timelines 
are clearly identifiable through the 
action log and individuals are held to 
account. 

 
Assessment 
Action log taken (assigning 
accountable individuals) and 
verbal update on progress at 
following Board meeting. 
 
Evidence  
Cross ref 1.1.2 Board 
Minutes/papers 
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Red Flags Action Plans to remove the Red Flag or mitigate the risk 

presented by the Red Flag 
Notes/Comments 

RF1 Significant unplanned variances in performance have occurred. 
 

N/A 

RF2 Performance failures were brought to the Board’s attention by an external party 
and/or not in a timely manner. 
 

N/A 

RF3 Finance and Quality reports are considered in isolation from one another. 
 

N/A 

RF4 
 

The Board does not have an action log. N/A 

RF5 
 

Key risks are not reported/ escalated up to the Board. N/A 

 



 

96 

3.  Board insight and foresight                   Business Services Organisation    23 August 2018 

3.2  Efficiency and Productivity 

  
Evidence of compliance with good 
practice (Please reference 
supporting documentation below) 
 

Action plans to achieve good 
practice (Please reference action 
plans below) 

Explanation if not complying with 
good practice 

Areas were training or 
guidance is required 
and/or 
Areas were additional 
assurance is required 

GP1 The Board is assured that there is a 
robust process for prospectively 
assessing the risk(s) to quality of 
services and the potential knock-on 
impact on the wider health and social 
care community of implementing 
efficiency and productivity plans. 
 

Assessment 
BSO Business plans, service 
offering, scorecard, risk reports 
and project reports (e.g. SAI 
incidents, Benefits Realisation) 
do collectively flag future risks 
to quality of services.   
.  
 
Evidence 
Cross ref 1.1.2 Board 
Minutes/papers 
 
 

   

GP2 The Board can provide examples of 
efficiency and productivity plans that 
have been rejected or significantly 
modified due to their potential impact 
on quality of service. 
 

Assessment 
Recent examples where the 
Board gave clear direction on a 
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plan include Management of 
Contracts issue and changing 
the timetable for Annual 
Accounts. 
 
Evidence  
Cross ref 1.1.2 Board 
Minutes/papers 

GP3 
 

The Board receives information on all 
efficiency and productivity plans on a 
regular basis. Schemes are allocated 
to Directors and are RAG rated to 
highlight where performance is not in 
line with plan. The risk(s) to non-
achievement is clearly stated and 
contingency measures are articulated. 
 

Assessment 
A monthly Finance report is 
presented to Board with 
accompanying correspondence 
from DoH, where applicable, of 
anticipated savings. 
Scorecard, project reports and 
risk reports are presented 
monthly/quarterly to Board and 
provide some indications of 
efficiency and productivity plans 
(e.g. legal time recording). 
Summary Exception Reports on 
Performance against Business 
Plan are presented quarterly.  
 
Evidence  
Ref 3.2.1 Summary Exception 
report 
Cross ref 1.1.2 Board 
Minutes/papers 
Cross ref 2.2.1 Annual 
Business Plan 2017-18 
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incorporating Departmental 
targets and priorities. 
Cross ref 3.1.1 BSO Corporate 
Scorecard March 2018 
 

GP4 There is a process in place to monitor 
the ongoing risks to service delivery for 
each plan, including a programme of 
formal post implementation reviews. 
 

Assessment 
Monitoring of on-going risks 
through project reports, 
corporate risk report and 
progress on service risk actions 
to G&AC. 

 
Evidence 
Cross ref 1.1.2 Board 
Minutes/papers 

   

 
Red Flags Action Plans to remove the Red Flag or mitigate the risk 

presented by the Red Flag 
Notes/Comments 

RF1 The Board does not receive performance information relating to progress against 
efficiency and productivity plans. 

N/A 

RF2 There is no process currently in place to prospectively assess the risk(s) to quality 
of services presented by efficiency and productivity plans. 

N/A 

RF3 Efficiency plans are based on a percentage reduction across all services rather 
than a properly targeted assessment of need.  

N/A 

RF4 
 

The Board does not have a Board Assurance Framework (BAF). N/A 
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3.  Board insight and foresight                    Business Services Organisation   23 August 2018 

3.3  Environmental and strategic focus 

  
Evidence of compliance with good 
practice (Please reference 
supporting documentation below) 
 

Action plans to achieve good 
practice (Please reference action 
plans below) 

Explanation if not complying with 
good practice 

Areas were training or 
guidance is required 
and/or 
Areas were additional 
assurance is required 

GP1 The Chief Executive presents a report 
to every Board meeting detailing 
important changes or issues in the 
external environment (e.g. policy 
changes, quality and financial risks). 
The impact on strategic direction is 
debated and, where relevant, updates 
are made to the ALB’s risk registers 
and Board Assurance Framework 
(BAF). 
 

Assessment 
Chief Executive has presented 
a verbal report to Board since 
September 2013. 
 
Evidence  
Cross ref 1.1.2 Board 
Minutes/papers 
 

   

GP2 The Board has reviewed lessons 
learned from SAIs, reports on 
discharge of statutory responsibilities, 
negative reports from independent 
regulators etc. and has considered the 
impact upon them. Actions arising from 
this exercise are captured and 
progress is followed up.  
 

Assessment 
The Board does consider 
lessons learned in respect of 
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SAIs and audit reports etc, and 
action plans are implemented 
under the scrutiny of Board, 
Board committees or sub-
groups where appropriate. 
 
One function of the Business 
and Development Committee is 
to seek assurance and advise 
the Board on the handling of 
SAIs and to monitor the 
implementation of major 
change projects in BSO as 
delegated by the Board. 

 
Evidence 
Cross ref 1.1.1 BSO Standing 
Orders  
Cross ref 1.1.2 Board 
Minutes/papers 
 
 

GP3 
 

The Board has conducted or updated 
an analysis of the ALB’s performance 
within the last year to inform the 
development of the Business Plan.  
 

Assessment 
The Board discusses and 
approves draft business plans 
each year. A Board Planning 
Workshop was held in 
September 2017 to agree the 
development of the new BSO 
Business Plan 2017-18. 

 
Board receives quarterly 
updates on Performance 
against the Business Plan. 
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Evidence 
Cross ref 1.1.2 Board 
Minutes/papers 
Cross ref 1.3.4 Report of 
Board Planning Day, 
September 2017 
Cross ref 3.2.1 Summary 
Exception report 
 

GP4 The Board has agreed a set of 
corporate objectives and associated 
milestones that enable the Board to 
monitor progress against implementing 
its vision and strategy for the ALB. 
Performance against these corporate 
objectives and milestones are reported 
to the Board on a quarterly basis. 
 

Assessment 
BSO Board agreed the 
Corporate Strategy for 2018-21 
in January 2018. This included 
a new set of Corporate 
Objectives to enable BSO to 
implement its strategy and 
vision for the organisation. 
 
Board receives quarterly 
updates on Performance 
against Business Plan. 
 
Evidence 
Cross ref 1.1.2 Board 
Minutes/papers 
Cross ref 1.3.4 Report of 
Board Planning Day, 
September 2017 
Cross ref 3.2.1 Summary 
Exception report 

   

GP5 The Board’s annual programme of 
work sets aside time for the Board to 
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consider environmental and strategic 
risks to the ALB. Strategic risks to the 
ALB are actively monitored through the 
Board Assurance Framework (BAF). 
 

Assessment 
BSO Corporate Risk Register 
was merged with the 
Assurance Framework in 2010 
 
The Board reviews the 
Corporate Risk & Assurance 
report at twice yearly with the 
Audit Committee reviewing 
quarterly and they hold an 
annual Board Workshop 
specifically to scrutinise the 
Corporate Risk report and 
horizon scan to identify any 
potential upcoming risks. 
 
From April 2017, new 
arrangements have been put in 
place which enables the 
governance and audit 
committee to review the 
corporate risk register on a 
quarterly basis. The Board will 
continue to review the 
corporate risk register on a bi-
annual basis. In addition, a 
regular Corporate Risk 
workshop is held where Board 
members can spend dedicated 
time scrutinising the risk 
register and identifying any 
gaps and horizon scanning 

 
Evidence 
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Cross ref 1.1.2 Board 
Minutes/papers 
 

 
Red Flags Action Plans to remove the Red Flag or mitigate the risk 

presented by the Red Flag 
Notes/Comments 

RF1  
 

 

RF2  
 

 

RF3  
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3.  Board insight and foresight                   Business Services Organisation    23 August 2018 

3.4  Quality of Board papers and timeliness of information 

  
Evidence of compliance with good 
practice (Please reference 
supporting documentation below) 
 

Action plans to achieve good 
practice (Please reference action 
plans below) 

Explanation if not complying with 
good practice 

Areas were training or 
guidance is required 
and/or 
Areas were additional 
assurance is required 

GP1 The Board can demonstrate that it has 
actively considered the timing of the 
Board and Committee meetings and 
presentation of Board and Committee 
papers in relation to month and year-
end procedures and key dates to 
ensure that information presented is 
as up-to-date as possible and that the 
Board is reviewing information and 
making decisions at the right time. 
 

Assessment 
Board does schedule meetings 
and the presentation of papers 
to take account of year-end 
accounts. The Board also 
considers Business Planning, 
month ends as well as the 
Governance statement 
requirements 
 
The schedule of 2018/19 
meetings was agreed at the 
June 2018 meeting. 
 
Evidence  
Cross ref 1.1.2 Board minutes 
June 2018 
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GP2 A timetable for sending out papers to 
members is in place and adhered to.  
 

Assessment 
As per the standing orders, 
papers are despatched no later 
than 3 clear days. Papers are 
usually despatched on a Friday 
before the meeting.  
 
Evidence  
Cross ref 1.1.1 BSO Standing 
Orders  
 

   

GP3 
 

Each paper clearly states what the 
Board is being asked to do (e.g. 
noting, approving, decision and 
discussion). 
 

Assessment 
Board papers are categorised 
for approval, noting or 
discussion. 
 
Evidence  
Cross ref 1.1.2 Board Minutes 
& Agendas 
 

   

GP4 Board members have access to 
reports to demonstrate performance 
against key objectives and there is a 
defined procedure for bringing 
significant issues to the Board’s 
attention outside of formal meetings. 
 

 
Assessment 
Summary Exception reports on 
performance against objectives 
in the annual Business Plan 
are presented quarterly to BSO 

   



 

106 

Board meetings.  Similar 
reports are prepared for Chair 
and Chief Executive  in 
advance or Accountability 
Review Meetings. 
 
A schedule of assurances was 
approved at GAC in October 
2015 and updated in January 
2017.  The schedule will 
include assurances, reports 
and action plans that are 
required to be reported to 
Board or relevant Committee 
by Service Area, and will 
include the mechanism and 
frequency of reporting.  
 
Evidence  
Cross ref 1.1.2 Board Minutes 
Cross ref 1.4.5 Schedule of 
Assurances by Service Areas  
Cross ref 3.2.1 Summary 
Exception report 
 

GP5 Board papers outline the decisions or 
proposals that Executive Directors 
have made or propose. This is 
supported; where appropriate, by : an 
appraisal of the relevant alternative 
options; the rationale for choosing the 
preferred option; and a clear outline of 
the process undertaken to arrive at the 
preferred option; including the degree 
of scrutiny that the paper has been 
through.  
 

Assessment 
Board papers do outline 
decisions or proposals as 
relevant with supporting 
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information.  
 
Evidence 
Cross ref 1.1.2 Board papers 
 
 

GP6 The Board is routinely provided with 
data quality updates. These updates 
include external assurance reportsthat 
data quality is being upheld in practice 
and are underpinned by a programme 
of clinical and/or internal audit to test 
the controls that ar e in place.  
 

Assessment 
The Board routinely receives 
reports on Performance, 
Finance and 
Complaints/Information 
Requests etc. 
 
BSO has an annual Audit Plan 
where audits will test the 
controls that are in place. 
Outcomes and action plans are 
monitored by G&AC and the 
Board. 
 
 
Evidence 
Ref 3.4.1 Internal Audit 
Strategy & Audit Plan 2017-18 
 

   

GP7 
 

The Board can provide examples of 
where it has explored the underlying 
data quality of performance measure. 
This ensures that the data used to rate 
performance is of sufficient quality. 
 

Assessment 
BSO scorecard contains a 
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general set of service 
indicators including some 
quality and financial indicators.  
The scorecard is presented 
monthly to Board and explored 
by Board members in their 
discussions at Board. 
 
A Board workshop held in 
March 2016 allowed Board 
members to examine the data 
contained in the scorecard in 
more detail and agree changes 
where appropriate. 
 
Evidence  
Cross ref 1.1.2 Board minutes 
Cross ref 1.3.6 Report on 
Corporate Scorecard 
Workshop 
Cross ref 3.1.1 BSO Corporate 
Scorecard March 2016 
 

GP8 
 

The Board has defined the information 
to enable effective oversight and 
control of the organisation, and the 
standards to which that information 
should be collected and quality 
assured. 
 

Assessment 
Process for quality assuring 
papers is that each SMT 
member is responsible for 
signing off the quality of data 
contained within their own 
remit. 
 
Board agreed BSO scorecard 
approach at its meeting of 23 
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September 2010. A Board 
Scorecard workshop took place 
in February 2015 and March 
2016. 
 
A schedule of assurances & 
reports required by the Board  
was drafted;  and presented to 
Governance and Audit 
Committee in October 2015 
and updated in January 2017. 
 
Evidence 
Cross ref 1.1.2 Board minutes 
Cross ref 1.3.7 Report on 
Corporate Scorecard 
Workshop 
Cross ref 1.4.5 Schedule of 
Assurances by Service Areas  
 

GP9 
 

Board members can demonstrate that 
they understand the information 
presented to them, including how that 
information was collected and quality 
assured, and any limitations that this 
may impose. 
 

Assessment 
Board members understand 
the information presented to 
them. Board member 
engagement demonstrated by 
Board and Committee minutes. 
 
Evidence 
Cross ref 1.1.2 Board minutes 
 

   

GP10 
 

Any documentation being presented 
complies with Departmental guidance, 
where appropriate e.g. business 
cases, implementation plans.  
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Assessment 
Departmental guidance on 
presentation of documentation 
adopted as far as possible. 
 
Evidence  
Cross ref 1.1.2 Board minutes 
/ papers 

 
Red Flags Action Plans to remove the Red Flag or mitigate the risk 

presented by the Red Flag 
Notes/Comments 

RF1 Board members do not have the opportunity to read papers e.g. reports are 
regularly tabled on the day of the Board meeting and members do not have the 
opportunity to review or read prior to the meeting. The volume of papers is 
impractical for proper reviewing. 

 
 

N/A 

RF2 Board discussions are focused on understanding the Board papers as opposed to 
making decisions. 

 

N/A 

RF3 The Board does not routinely receive assurances in relation to Data Quality or 
where reports are received, they have highlighted material concerns in the quality 
of data reporting.  

 

N/A 

RF4 
 

Information presented to the Board lacks clarity, or relevance; is inaccurate or 
untimely; or is presented without a clear purpose, e.g. is it for noting, discussion or 
decision. 

N/A 

RF5 
 

The Board does not discuss or challenge the quality of the information presented 
or, scrutiny and challenge is only applied to certain types of information of which 
the Board have knowledge and/or experience, e.g. financial information. 

N/A 
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3.  Board insight and foresight                  Business Services Organisation    23 August 2018 

3.5  Assurance and risk management 

  
Evidence of compliance with good 
practice (Please reference 
supporting documentation below) 
 

Action plans to achieve good 
practice (Please reference action 
plans below) 

Explanation if not complying with 
good practice 

Areas were training or 
guidance is required 
and/or 
Areas were additional 
assurance is required 

GP1 The Board has developed and 
implemented a process for 
identification, assessment and 
management of the risks facing the 
ALB. This should include a description 
of the level of risk that the Board 
expects to be managed at each level 
of the ALB and also procedures for 
escalating risks to the Board.  

 

Assessment 
BSO has a Risk Management 
Strategy which includes 
definition of risk appetite and 
process for escalation of risks.  
The document was reviewed in 
2017.   
 
The Corporate Risk report is 
presented to Governance and 
Audit Commitee on a quarterly 
basis and to Board on a 
biannual basis. It is managed 
operationally by SMT who 
review the document at least 
monthly. In addition the Board 
hold an annual corporate risk 
workshop to scrutinise risks in 
more detail and identify any 
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future risks. 
 
BSO has 18 service risk 
registers which are the 
responsibility of  respective 
Directors. Progress on risk 
actions is reported quarterly to 
SMT and G&AC. 

 
Evidence 
Ref 3.5.1 Risk Management 
Strategy and Policy; 
Ref 3.5.2 Progress on risk 
actions report – December 
2015 
 
Cross ref 1.1.2 Board minutes 
/ papers 
 

GP2 The Board has identified the 
assurance information they require, 
including assurance on the 
management of key risks, and how this 
information will be quality assured. 
 

Assessment 
Yes – re assurance information 
required (risk reports, finance 
reports, scorecard, HRCS 
report).  Quality assurance by 
each SMT member with 
independent assurances from 
Internal Audit/NIAO. 

 
The schedule of assurances 
was approved by GAC January 
2017 
 
Evidence  
Cross ref 1.1.2 Board minutes 
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/ papers 
Cross ref 1.3.7 Report on 
Corporate Scorecard Workshop 
Cross ref 1.4.5 Schedule of 
Assurances by Service Areas  
 

GP3 
 

The Board has identified and makes 
use of the full range of available 
sources of assurance, e.g. 
Internal/External Audit, RQIA, etc. 
 

Assessment 
Yes – Board makes use of 
internal/external audit and 
external experts (e.g. SAI 
incident re data centres). 
 

Evidence  
Cross ref 1.1.2 Board minutes 
/ papers 
 

   

GP4 The Board has a process for regularly 
reviewing the governance 
arrangements and practices against 
established Departmental or other 
standards e.g. the Good Governance 
Standard for Public Services. 

Assessment 
The Governance standard is 
one of the core Controls 
Assurance Standards which is 
subject to internal audit 
verification annually;  BSO 
achieved substantive 
compliance in 2017-18. 
 
In addition Governance audits 
may form part of the BSO 
annual Internal Audit Plan 
which is approved by the 
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G&AC. 
 
Evidence 
Ref 3.5.3 Governance CAS 
questionnaire 2017-18 
 

GP5 The Board has developed and 
implemented a Clinical and Social 
Care Risk assessment and 
management policy across the ALB, 
where appropriate. 

Not relevant to the BSO. 
 

   

GP6 An executive member of the Board has 
been delegated responsibility for all 
actions relating to professional 
regulation and revalidation of all 
applicable staff. 

Not relevant to the BSO. 
 

   

 
 
 
Red Flags Action Plans to remove the Red Flag or mitigate the risk 

presented by the Red Flag 
Notes/Comments 

RF1 The Board does not receive assurance on the management of risks facing the 
ALB. 
 

N/A 

RF2 The Board has not identified its assurance requirements, or receives assurance 
from a limited number of sources. 
 

N/A 

RF3 Assurance provided to the Board is not balanced across the portfolio of risk, with a 
predominant focus on financial risk or areas that have historically been 
problematic. 
 

N/A 

RF4 
 

The Board has not reviewed the ALB’s governance arrangements within the last 
two years. 

N/A 
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4.  Board engagement and involvement    Business Services Organisation    23 August 2018 

4.1  External stakeholders 

  
Evidence of compliance with good 
practice (Please reference 
supporting documentation below) 
 

Action plans to achieve good 
practice (Please reference action 
plans below) 

Explanation if not complying with 
good practice 

Areas were training or 
guidance is required 
and/or 
Areas were additional 
assurance is required 

GP1 Where relevant, the Board has an 
approved PPI consultation scheme 
which formally outlines and embeds 
their commitment to the involvement of 
service users and their carers in the 
planning and delivery of services. 
 

Assessment 
BSO’s key stakeholders are 
our Sponsor Department, DoH, 
and our customer 
organisations, made up almost 
entirely of Health and Social 
Care (HSC) organisations in 
NI. The statutory duty of PPI 
does not apply to BSO 
however we do engage with 
our customers in a variety of 
methods; these include 
quarterly Customer Forum 
meetings for each service area 
and customer satisfaction 
surveys, as well as formal and 
informal meetings.  In addition 
to these methods, we try to 
anticipate changes in customer 
needs by benchmarking our 
performance against other 
similar organisations. 
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Evidence 
Cross ref 1.1.2 Board minutes 
Cross ref 2.2.2 DoH 
Framework Document 2014 
 

GP2 A variety of methods are used by the 
ALB to enable the Board and senior 
management to listen to the views of 
service users, commissioners and the 
wider public, including ‘hard to reach’ 
groups like non-English speakers and 
service users with a learning disability. 
The Board has ensured that various 
processes are in place to effectively 
and efficiently respond to these views 
and can provide evidence of these 
processes operating in practice. 
 

Assessment 
The Board and senior 
management use a variety of 
methods in order to listen to the 
views of service users who 
essentially are the BSO’s 
‘public’.  These include an 
annual programme of Customer 
Fora, informal meetings and 
Customer surveys. 
 
Evidence  
Ref 4.1.1 Report of Customer 
survey results to Board 
 

   

GP3 
 

The Board can evidence how key 
external stakeholders (e.g. service 
users, commissioners and MLAs) have 
been engaged in the development of 
their business plans for the ALB and 
provide examples of where their views 
have been included and not included 
in the Business Plan.  
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Assessment 
Each year the BSO has an 
annual Business Plan which 
sets out they key priorities and 
targets to be delivered that 
year; this is developed in 
conjunction with DoH who set 
appropriate key actions and 
target dates for implementation. 
 
BSO uses the response to 
Customer Surveys to inform the 
Business Plan, both corporate 
and service area. 
 
Evidence 
Cross ref 2.2.1 Annual 
Business Plan 2016-17 
incorporating Departmental 
targets and priorities 
Cross ref 4.1.1 Report of 
Customer survey results to 
Board 
 

GP4 The Board has ensured that various 
communication methods have been 
deployed to ensure that key external 
stakeholders understand the key 
messages within the Business Plan. 
 

Assessment 
Various communication 
methods have been deployed 
to ensure that key external 
stakeholders understand the 
key messages within the 
Business Plan.   
 
It should be recognised, 
however, that, in the context of 
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the Annual Business Plan, the 
key stakeholder of BSO is the 
DoH.  Other customer HSC 
organisations are also major 
stakeholders. There is a 
distinction between the Annual 
Business Plan and the three 
year Corporate Strategy. 
 
Evidence 
Methods include the liaison with 
DoH on the content of the 
Business Plan, the availability 
of the Plan online, customer 
surveys and option for 
members of the public to attend 
Board meetings. 
 

GP5 The Board promotes the reporting and 
management of, and implementing the 
learning from, adverse incidents/near 
misses occurring within the context of 
the services that they provide. 
 

Assessment 
The Board actively promotes 
the reporting and management 
of, and implementing the 
learning from adverse incidents 
(SAIs) / near misses. 
 
A Business Committee was 
established by Board in 
December 2014 and the TORs 
include to seek assurance and 
advise the Board on the 
handling of SAIs. 
 
Evidence  
Cross ref 1.1.1 BSO Standing 
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Orders 
Cross ref 1.1.2 Board 
Minutes/papers 
 

GP6 The ALB has constructive and 
effective relationships with its key 
stakeholders. 
 

Assessment 
The ALB does have 
constructive relationships with 
its key stakeholders. 

 
Evidence of these includes 
formal accountability meetings 
by Chair and CE with Sponsor 
Department with feedback to 
Board; Directors of Customer 
Care and Performance/ 
Finance meet key customers to 
discuss Service Level 
Agreements and Service 
Offerings and regular Customer 
Partnership Forums. 

   

 
Red Flags Action Plans to remove the Red Flag or mitigate the risk 

presented by the Red Flag 
Notes/Comments 

RF1 The development of the Business Plan has only involved the Board and a limited 
number of ALB staff. 
 

N/A 

RF2 The ALB has poor relationships with external stakeholders, with examples 
including clients, client organisations etc.  
 

N/A 

RF3 Feedback from clients is negative e.g.  complaints, surveys and findings from 
regulatory and review reports. 
 

N/A 

RF4 
 

The ALB has failed to manage adverse negative publicity effectively in relation to 
the services it provides in the last 12 months. 

N/A 

RF5 
 

The Board has not overseen a system for receiving, acting on and reporting 
outcomes of complaints.  

N/A 
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4.  Board engagement and involvement        Business Services Organisation                        23 August 2018 

4.2  Internal stakeholders 

  
Evidence of compliance with good 
practice (Please reference 
supporting documentation below) 
 

Action plans to achieve good 
practice (Please reference action 
plans below) 

Explanation if not complying with 
good practice 

Areas were training or 
guidance is required 
and/or 
Areas were additional 
assurance is required 

GP1 A variety of methods are used by the 
ALB to enable the Board and senior 
management to listen to the views of 
staff, including ‘hard to reach’ groups 
like night staff and weekend workers. 
The Board has ensured that various 
processes are in place to effectively 
and efficiently respond to these views 
and can provide evidence of these 
processes operating in practice. 
 

Assessment 
It is confirmed that a variety of 
methods are used by the BSO 
Board and senior management 
to listen to the views of staff.  
These include staff 
engagement sessions, use of 
an online staff feedback tool 
(Vettter) and a formal monthly 
staff newsletter.  
 
Evidence 
Ref 4.2.1 Report from staff 
engagement session, 
November 2014 
Ref 4.2.2 BSO Business 
Matters 
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GP2 The Board can evidence how staff 
have been engaged in the 
development of their Corporate & 
Business Plans and provide examples 
of where their views have been 
included and not included. 
 

Assessment 
All staff members receive an 
annual performance appraisal 
which sets out personal 
objectives for the year ahead; 
personal objectives are linked 
to the local Business Plan 
which in turn is linked to the 
Corporate Business Plan; both 
of these are aligned to the BSO 
corporate objectives. 
 
The Service Area business plan 
is discussed and agreed at 
team meetings. 
 
Evidence 
Ref 4.2.3 CRSI team minutes 
business plan 2016-17 
Ref 4.2.4 CRSI business plan 
2016-17 
 

   

GP3 
 

The Board ensures that staff 
understand the ALB’s key priorities 
and how they contribute as individual 
staff members to delivering these 
priorities. 
 

Assessment 
‘Golden Thread’ methodology is 
utilised in BSO to drive 
strategic plans beyond the 
corporate planning process into 
the operational layers of the 
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organisation.  This connects 
strategy, governance, 
performance, risk and delivery 
together. 
 
Evidence 
Ref 4.2.5 IIP Feedback Report 
 

GP4 The ALB uses various ways to 
celebrate services that have an 
excellent reputation and acknowledge 
staff that have made an outstanding 
contribution to service delivery and the 
running of the ALB.  
 

Assessment 
The BSO recognises in a 
number of ways outstanding 
service delivery and the 
individual contribution of staff to 
the running of the organisation. 
Methods include the Staff 
Recognition Awards, 
acknowledgment of staff in 
Business Matters and informal 
expressions of gratitude and 
appreciation to staff. 
 
Evidence 
Cross ref 4.2.2 BSO Business 
Matters 
 

   

GP5 The Board has communicated a clear 
set of values/behaviours and how staff 
that do not behave consistent with 
these valves will be managed. 
Examples can be provided of how 
management have responded to staff 
that have not behaved consistent with 
the ALB’s stated values/behaviours. 
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Assessment 
The Board has communicated 
a clear set of values/ 
behaviours to staff through the 
Code of Conduct for staff, 
corporate induction programme 
and HR Disciplinary 
procedures. 
 
Evidence 
Ref 4.2.6 BSO Disciplinary 
procedures 
 
Cross ref 1.1.1 BSO Standing 
Orders 
(Code of conduct for staff) 
 

GP6 There are processes in place to 
ensure that staff are informed about 
major risks that might impact on 
customers, staff and the ALB’s 
reputation and understand their 
personal responsibilities in relation to 
minimising and managing these key 
risks.  
 

Assessment 
There are robust processes in 
place to ensure the involvement 
of all staff in the identification 
and management of risk in their 
service. BSO has a risk 
management strategy which 
was last reviewed in 2017, 
along with several procedural 
documents to inform staff how 
to record and manage risks; 
these are published on the 
intranet and BSO webpage. 
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Risk is discussed at team 
meetings with staff encouraged 
to identify potential risks to the 
achievement of business 
objectives.  Due to substantial 
changes the Risk Management 
Strategy will be updated again 
during 2018. 

 
All staff receive risk awareness 
session as part of their 
induction.  
 

Evidence 
Ref 4.2.7 Presentation for Risk 
Awareness sessions 
 
Cross ref 3.5.1 Risk 
Management Strategy and 
policies 
 

 

 
Red Flags Action Plans to remove the Red Flag or mitigate the risk 

presented by the Red Flag 
Notes/Comments 

RF1 The ALBs latest staff survey results are poor. 
 

N/A 

RF2 There are unresolved staff issues that are significant (e.g. the Board or individual 
Board members have received ‘votes of no confidence’, the ALB does not have 
productive relationships with staff side/trade unions etc.). 
 

N/A 

RF3 There are significant unresolved quality issues. 
 

N/A 

RF4 There is a high turn over of staff. N/A 

RF5 Best practise is not shared within the ALB. N/A 
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4.  Board engagement and involvement         Business Services Organisation                 23 August 2018 

4.3  Board profile and visibility 

  
Evidence of compliance with good 
practice (Please reference 
supporting documentation below) 
 

Action plans to achieve good 
practice (Please reference action 
plans below) 

Explanation if not complying with 
good practice 

Areas were training or 
guidance is required 
and/or 
Areas were additional 
assurance is required 

GP1 There is a structured programme of 
events/meetings that enable NEDs to 
engage with staff (e.g. 
quality/leadership walks; staff awards, 
drop in sessions) that is well attended 
by Board members and has led to 
improvements being made. 
 

Assessment 
Evidence of structured Board 
development programme 
including schedule of off site 
Board meetings which was 
presented to March 2017 board 
meeting.  

 
Evidence 
Cross ref 1.1.2 Board minutes 
 

   

GP2 There is a structured programme of 
meetings and events that increase the 
profile of key Board members, in 
particular, the Chair and the CE, 
amongst external stakeholders. 
 

Assessment 
The Chief Executive and 
Directors of Customer Care & 
Performance and Finance meet 
formally with customers to 
discuss SLAs and service 
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offerings.  The Chief Executive 
is a member of the CX Forum 
and BSO Chair is member of 
CIPFA Chairs Forum. 
 
Evidence 
As above 
 

GP3 
 

Board members attend and/or present 
at high profile events. 
 

Assessment 
Board members do attend high 
profile events. 
 
Evidence 
o Board attendance at annual 

NICON Conference; 
o Director attendance at: 

- IHM 

- NICON 

- NI Healthcare awards 

- NHS confederation 
conference 

- NI Eco System event 
 

   

GP4 NEDs routinely meet stakeholders and 
service users.  
 

Assessment 
NEDs do not routinely meet 
stakeholders and service users.  
There are opportunities for ad 
hoc meetings with service 
users.  The structured 
programme of training/visits 
provides some further 
opportunities for engagement 
with stakeholders e.g. DoH 
representatives. 
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The Chair of the Governance 
and Audit Committee attends 
the DoH Audit Committee 
Chairs’ meeting on an annual 
basis. 
The Chair of the Board attends 
Annual Chair Meeting held at 
the Department 
 
 
Evidence  
As above 
 

GP5 The Board ensures that its decision-
making is transparent. There are 
processes in place that enable 
stakeholders to easily find out how and 
why key decisions have been made by 
the Board without reverting to freedom 
of information requests. 
 

Assessment 
The Board confirms that its 
decision-making is transparent. 
Minutes, agenda and papers of 
Board meetings are publicly 
available on the BSO website, 
as are the annual Business 
Plans and Annual Reports. 
Stakeholders may also attend 
Board meetings. 
 
The BSO has a Publication 
Scheme, January 2015 which is 
available on its website. 
  
Evidence 
Ref 4.3.1 Publication Scheme , 
January 2015 
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Cross ref 1.1.2 Board minutes 
/papers / agendas 
 

GP6 As a result of the Board member 
appraisal and personal development 
process, Board members can 
evidence improvements that they have 
made in the quality of their 
contributions at Board-level.  
 

Assessment 
The current Non-Executive 
Board member appraisal 
process does not include a 
personal development process. 
It is therefore difficult for Board 
members to evidence 
improvements that they have 
made in the quality of their 
contributions at Board-level.  
However the Chair introduced a 
template in relation to skills 
gaps and needs and this is 
used to develop the skill of the 
Board and individuals 
 

   

 
Red Flags Action Plans to remove the Red Flag or mitigate the risk 

presented by the Red Flag 
Notes/Comments 

RF1 With the exception of Board meetings held in public, there are no formal 
processes in place to raise the profile and visibility of the Board. 
 

N/A 

RF2 Attendance by Board members is poor at events/meetings that enable the Board 
to engage with staff (e.g. quality/ leadership walks; staff awards, drop in sessions). 
 

N/A 
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Summary Results      Business Services Organisation                       23 August 2018 
 

1.Board composition and commitment 

Area            Self Assessment Rating Additional Notes 

1.1 Board positions and size Green  

1.2 Balance and calibre of Board 
members 

Green  

1.3 Role of the Board Green  

1.4 Committees of the Board Green  

1.5 Board member commitment Green  

 
 

2.Board evaluation, development and learning 

Area Self Assessment Rating Additional Notes 

2.1 Effective Board level evaluation Green  

2.2 Whole Board development 
programme 

Green  

2.3 Board induction, succession and 
contingency planning 

Green  

2.4 Board member appraisal and 
personal development 

Green  

 Green  
 

3.Board insight and foresight 

Area Self Assessment Rating Additional Notes 

3.1 Board performance reporting Green  

3.2 Efficiency and Productivity Green  

3.3 Environmental and strategic focus Green  

3.4 Quality of Board papers and Green  
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timeliness of information 

3.5 Assurance and risk management Green  
 

4. Board engagement and involvement 

Area Self Assessment Rating Additional Notes 

4.1 External stakeholders Green  

4.2 Internal stakeholders  Green  

4.3 Board profile and visibility Green  
 

5. Board impact case studies 

Area Self Assessment Rating Additional Notes 

5.1 TBC  

5.2 TBC  

5.3   
 

Areas where additional training/guidance is required 

Area Self Assessment Rating Additional Notes 

   

   
 

Areas where additional assurance is required 

Area Self Assessment Rating Additional Notes 
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6. Board impact case studies 
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6. Board impact case studies  

 
Overview  
 

 

This section focuses on the impact that the Board is having on the ALB and considers a recent case study in one of the following areas:  

 

1. Performance failure in the area of quality, resources (Finance, HR, Estates) or Service Delivery; 

 

2. Organisational culture change; and  

 

3. Organisational strategy.
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6. Board impact case studies  

6.1 Measuring the impact of the Board using a case study approach  

This section focuses on the impact that the Board is having on the ALB, it’s clients, including other organisations, patients, carers and the 

public. The Board is required to submit one of three brief case studies:  

1. A recent case study briefly outlining how the Board has responded to a performance failure in the area of quality, resources 

(Finance, HR, Estates) or service delivery. In putting together the case study, the Board should describe:  

 Whether or not the issue was brought to the Board’s attention in a timely manner;  

 The Board’s understanding of the issue and how it came to that understanding;  

 The challenge/ scrutiny process around plans to resolve the issue;  

 The learning and improvements made to the Board’s governance arrangements as a direct result of the issue, in particular 

how the Board is assured that the failure will not re-occur.  

 

2. A recent case study on the Board’s role in bringing about a change of culture within the ALB. This case study should clearly identify:  

 The area of focus (e.g. increasing the culture of incident reporting; encouraging innovation; raising quality standards);  

 The reasons why the Board wanted to focus on this area;  

 How the Board was assured that the plan(s) to bring about a change of culture in this area were robust and realistic;  

 Assurances received by the Board that the plan(s) were implemented and delivered the desired change in culture.  

 

3. A recent case study that describes how the Board has positively shaped the vision and strategy of the ALB. This should include how 

the NEDs were involved in particular in shaping the strategy.  

Note: Recent refers to any appropriate case study that has occurred within the past 18 months. 
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6.  Board impact case studies    Business Services Organisation                     23 August 2018 

6.1  Case Study 1   
 

Performance issues in the area of quality, 
resources (finance, HR, Estates) or Service 
Delivery 
 

Title:  Migration of Data Centres 

Brief description of issue 
 
 
 

Since its inception in 2009 BSO ITS had managed the regional Information technology services for 
the wider HSC.  During 2013 there were five major service outages caused primarily by facilities 
failures in what are now referred to as our legacy data centres.  These prolonged outages had a 
major impact upon our customers and had a significant detriment to the reputation of the BSO.  
Since that time the Belfast City Hospital and Royal Victoria Hospital Data Centres have been a 
permanent fixture within the corporate risk register with an extreme rating. 

Outline Board’s understanding of the issue 
and how it arrived at this 
 
 
 

The Director of Customer Care (Karen Bailey) and the assistant director of ITS (David Bryce) 
presented the Board with a detailed report showing were the issues lay within the legacy facilities.  
The data centres risk rating was a standing agenda item at BSO SMT and regular updates were 
required by the Board as to the progress of the project.  The Board developed a strong interest in 
the Data Migration process and therefore considered it with the utmost importance.  This interest 
was manifested through regular updates which the Board received routinely, at its meetings, from 
key personnel involved in the migration of the data centres.  In addition to these routine updates, 
the Board also received updates through the BSO’s Corporate Risk Register in October 2017 and 
April 2018 under the risk entitled, ‘risk to data centres from unstable hospital power / environment 
may cause further outages’.  
 
At various stages, in previous years, presentations were made to the BSO Board regarding the 
ongoing progress of the project by Ben Doran as BSO ITS Head of Operations (Data Centres and 
Facilities).   
   

Outline the challenge/scrutiny process 
involved 
 
 
  

The Chief Executive of the BSO at that time; David Bingham, sat on the project board for the data 
centre facility procurement and was replaced upon his retirement by Karen Bailey.  Once this 
phase was completed, the migration project board was chaired by Karen Bailey as SRO and the 
project was managed in accordance with the BSO ITS good practice in project management 
guidance.  Monthly updates were provided to the SRO showing the progress made against the 
project.  Due to the extreme rating given to the risk the data centres were a standing agenda item 
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for the BSO SMT meetings.  Communication to the HSCB was made quarterly. 
 
The project was subject to Gateway review and was managed through to Gate 4 successfully.  
Internal peer review was undertaken by the project team before go live and the project received a 
green amber at that time.  BSO internal audit were also asked to monitor the success of the 
project and carried out an internal audit during transition and a follow up audit as the project was 
coming to a close.  The project was given a satisfactory rating and the few findings highlighted 
were quickly closed by the project team and reviewed by internal audit in the follow up review. 
 

Outline how the issue was resolved 
 
 
 

The migration project was effectively set out in three phases 
 Procurement of new tier 3 data centres 

 Design and Build a new state of the art infrastructure 

 Migrate services from our legacy data centres. 

 
At around the same time that BSO were having facilities issues, the current DFP contract for data 
centre facility provision was coming to an end and had already undergone an extension period.  In 
the spirit of collaboration it was decided that all public bodies would work together to determine if a 
joint venture was both feasible and desirable.  As a phase one, it was agreed that IT Assist, 
Translink and BSO would form the anchor tenants in a new Shared Public Sector Data Centre and 
the project team would be built using key staff within those three organisations alongside specialist 
staff from the Strategic Investment Board and Central Procurement Directorate. 
A number of key factors in the success of this element of the project are:- 

 A small project team of specialists that would manage the facilities contract through its life 

o wrote the specification 

o ran the procurement 

o designed the contract and its commercials 

o were given autonomy and authority 

o maintained scope 

 Competitive dialogue was timely and well managed with  

o requirements  clarified and refined throughout the process 

o technical project staff involved in both the technical and legal streams 

o well planned and prepared conversations between bidders and the project team 

 competition was maintained by taking multiple vendors through to ISFT  

 ongoing engagement with both DFP and DHSSPS business case evaluation units to ensure fast turnaround of 

business cases during the procurement phase 

The facilities are the only Tier 3 data centre facilities within Northern Ireland; a terminology used to 
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represent the amount of redundancy built into the core elements of a data centre facility (Cooling, 
Power and Security).  The facilities are “Carrier Neutral”, indeed BSO utilise networks provided by 
BT, Eircom, Virgin Media and Vodafone that drives competitive pricing and adds exceptional levels 
of resilience. 
IT Assist have seen a reduction of almost £300k in their annual bill and upgraded their facilities 
from Tier 1/ 2 facilities to Tier 3.  The facilities service being provided is delivered to an ISO 
20000-1 standard with penalties designed and enforced by the Service Management Board to 
drive the behaviour the clients want from the supplier.  Built in adherence to ISO 27001 and under 
requirement of continued certification, the facilities provide any tenant of the data centres the 
assurance required if they wish to obtain that certification against their own services. 
Since moving to the Shared Public Sector Data Centres, BSO have suffered no facilities related 
outages. 
In terms of the infrastructure design, due to the complexity of the systems provided by BSO ITS 
there exists within the organisation a vast wealth of experience and knowledge around IT.  This 
allowed the project team access to highly skilled staff members to consult in all design work.  The 
high level design was produced internally in collaboration with our Technology Partner (DXC) and 
then externally verified by IT Assist and Gartner.   
The design was specifically targeted toward providing the following key objectives 

 increased performance  

o Faster Compute 

o Faster Disks with lower latency 

o Improved san performance 

o Jump from 1gb to 40gb Ethernet 

 capacity for five years growth based on historical data 

 improved resilience  

 faster backup and restore times 

 better patching facility 

 reduced revenue costs 

o lower license requirements 

o reduced software deviations 

o reduced support and maintenance costs 

o improved electrical efficiency 

Significant effort was also undertaken, were possible, to upgrade to the newest operating systems 
of windows server, AIX or HPUX to ensure all migrated systems were within support.  This work 
involved a considerable engagement with the various application teams within ITS and the Trusts 
to minimise disruption. 
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When migrating a data centre there are only a small number of viable options that are available to 
complete the task and they are dictated by various factors.  Each time a service was moved it was 
evaluated using the principles above, its importance (Service Tier), any associated risks and the 
costs involved in moving it.  During the project we had to utilise all of the methods below at one 
time or another.   

 The “lift and shift”  

 Replace as required 

 Virtual Server move 

It is worth noting that some of the migrations that took place in other times would have been 
treated as large scale projects due to the risks and costs involved.  As part of the migrations a full 
upgrade of Exchange 2010 took place to move all of BSO ITS customers into a new Exchange 
2016 environment that is currently being expanded to include the GP users.  Previous projects of 
this nature utilising third parties have had costs in the region of £100k and have been more 
disruptive to our users. 
The Patient Administration System is a core system that we hosted for three of the trusts.  The 
migration of these trusts to the regional data centre was a yearlong project in itself managed 
alongside the wider migrations.  Outside of planned downtime it was almost completely invisible to 
end users and has offered great benefits to the service such as 

 Reduced backup and recovery times 

 Faster running of reports 

 Automatic non-disruptive failover in the event of hardware failures 

 Live failover to allow server patching with no impact on users 

The ongoing success of this sub project has been so well received that Belfast Health and Social 
Care Trust have also migrated their PAS to the Regional PAS platform, and Western Trust are in 
the process of moving with the objective being full completion by October.  This will reduce the 
costs of the PAS service to the HSC by minimising the size of the 3rd party support contracts.  It 
also allows considerations to be given around consolidation of PAS based on a single platform 
rather than the old technically and geographically diverse solution. 
The most physical migration that was completed, was the lift and shift migration of the NIPACS 
solution, this was made more complicated due to it being a fully managed service (Sectra).  A sub 
project was completed to migrate this service that involved a variety of various contractors that 
each had to be coordinated and managed.  At one point there were four separate project 
managers on this project from four different companies each managing a different aspect of the 
migration.  In the end the service was moved to the new data centres, though there were 
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complications and service was impacted for a time due to storage switch configuration errors. 
Post migration NIPACS though has benefitted greatly from the move.  With the increased options 
and capabilities within both our SAN fabric network and our IP network, we were able to procure 
for very low cost dedicated links for Sectra to utilise in the solution.  This divorce removed the 
need on our side for complicated permissions on our SAN fabric which previously had been a 
barrier to patching and upgrades.  From a contract perspective this removed a grey area that in 
the case of outage would make appropriation of blame difficult.  In terms of service it improved the 
speed and resilience available to NIPACS between data centres. 
With the ongoing adoption of virtualisation; BSO are around 99% virtual in our server 
infrastructure, the ability to change the technology underpinning our infrastructure has been 
greatly enhanced.  The use of virtualisation allowed us to migrate over 1300 servers in just over 
ten months between hardware provided by two different suppliers.  This abstraction of hardware 
behind software leaves us with a competitive edge going forward, with the ability to move between 
vendors a great advantage in future procurements to ensure value for money.  For the majority of 
the servers moved, we were able to make best use of the technologies we had deployed to 
migrate services during business hours with no interruption or degradation of the user experience. 
A shift from tape backup to an all disk array has produced great time and cost savings but 
increased the complexity of the move in that every system required a test of the backup and 
recovery before it could go live.  Each element of the infrastructure, though not a front line service, 
was evaluated rigorously through our Service Transition process.  
The improved hardware platform has been designed and planned to manage our service for five 
years with the standard expected growth.  The footprint of the servers was also reduced by 40% 
that helped to offset the price increases in base licences costs we were met with in the recent 
TFA.   This density has also reduced our capacity within the Public Sector Data Centres ensuring 
our running costs are well below what was originally expected and providing even greater savings 
against our old facilities.  Our electricity costs alone have reduced by around 70%, though as more 
services are added those savings will reduce. 
 

Summarise the key learning points 
 
 
 

Key to the success of the migration process was a continuous level of communication between the 
project management team and the various stakeholders.  Briefings were held with all staff at key 
stages throughout the project to ensure awareness was maintained and took the format of “hope 
for the best but plan for the worst”.  The project board was kept particularly light to ensure the 
governance was not an overhead to be managed and worked well as a balance of Trust and BSO 
representation, with a member from the Civil Service to represent the wider programme of work.  
Through a combination of management by exception and regular informal and formal reports, the 
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project board was kept abreast of all key developments outside of the regular meetings, leaving 
the project board meetings to be concerned only with key decision points, budget tracking and 
management of risks.   
Direct staffing of the project was minimal, with only four staff supplied through the business case.  
This put the majority burden of technical work to be undertaken on the business as usual staff and 
involved staff at various stages of the project from all business areas within ITS.  Were the 
majority of the work took place, staff were temporarily assigned to provide capacity for those staff 
the project utilised.  This method was used for the following reasons:- 

 local knowledge and expertise of systems was invaluable during the planning and implementation phase 

 knowing the system was being designed to meet their needs and remove their existing issues created an 

immediate sense of buy in for many staff 

 added capacity offset the burden of the project on BAU activities 

 knowledge of the completed systems was developed as the project progressed and not lost from the 

organisation 

 staff were empowered to develop their skills and portfolios 

 staff have the confidence to manage and troubleshoot the system in life 

 problems and issues were discovered early and resolution was put forward by internal staff 

 contractors were used at a minimum and were used were tasked with creating operational runbooks for the 

business as usual staff 

The dedication of all the staff to the project was the largest contributing factor to its success.   
 

Summarise the key improvements made to the 
governance arrangements directly as a result 
of above 
 
 
 
 

With our previous facilities we had no contract by which to drive the behavior of the facilities staff in charge 
of our data centres.  With the new contract, which was written in part by the operational staff managing the 
contract, the facilities are managed to our requirements and are the primary function of the provider.  This 
improved governance has shown great benefit in driving the supplier’s behavior and ensuring the facilities 
meet our needs. 
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6.  Board impact case studies    Business Services Organisation                23rd August 2018 

6.2  Case Study 2   
 

Organisational Culture Change 
 

Title:  Debts get ready to tumble 

Brief description of area of focus 
 
 
 

The Shared Services Accounts receivable (SSAR) centre was established in 2013 and is located 
in the Tyrone & Fermanagh Hospital site in Omagh, Co Tyrone.  The centre provides CICM 
(Chartered Institute of Credit Management) Quality Accredited service delivery to 16 Health and 
Social Care Organisations across Northern Ireland which includes an end to end service from 
invoicing processing, to cash collection, debt management and legal recovery. 
 
The primary objective of the Income Team is to endeavour to provide a positive cash flow to HSC 
organisations by billing and recovering public funds as effectively and promptly as possible.  The 
centre has made tremendous progress over the last five years.   
 
Further, the centre strives to enhance and reinforce its stakeholder relationships by improving its 
quality of service and performance which in itself presents a challenge in the current financial 
environment.  
 
Despite a number of challenges at the outset, by 2016, SSAR had stabilised and was performing 
exceptionally well. 
 
In an effort to help the department excel further, the Head of Income embarked on a learning 
partnership with the Chartered Institute of Credit Management.  The initial goal was to have staff 
expertly trained and professionally qualified in Credit Management. 
 
Once the training and study were underway, the next goal was to become CICM Quality 
Accredited, which was achieved in March 2017.   
 
Once this was achieved, the department was highly motivated and set out on a path to achieve 
Centre of Excellence Status.  This process takes a number of years, during which the centre must 
be able to demonstrate its continued commitment to improvement, quality and excellence. 
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One of the challenges within the Income Shared Service Centre was the attainment of active 
stakeholder engagement and commitment.  SSAR recognised that in order to improve even 
further, it needed the full engagement, motivation and involvement from all its stakeholders. 
 
In December 2017, the centre embarked on an ambitious initiative to retrieve a substantial amount 
of aged debt 

Outline reasons/ rationale for why the Board 
wanted to focus on this area 
 
 
 

In order to address the issue of stakeholder engagement and involvement, SSAR decided to hold 
a ‘Spectacular Failure’ event.  This is a CICM tried and tested method of bringing stakeholders 
together in order to achieve spectacular results.  The theory is that an un-realistic target is set but 
yet performance will significantly improve as people come together. 
 
A ‘Debts Get Ready to Tumble’ presentation was then delivered to the BSO Board in December 
2017.  The presentation outlined the challenges, the concept behind the event and what the 
objectives were. The presentation also highlighted the necessity of obtaining the support from the 
most senior levels within the organisation to make the event a success.  
 
The presentation was well received and full support was given by the BSO Board which was 
incredibly encouraging for the SSAR team and helped to provide the influence needed to 
encourage other senior level support from within BSO and the HSC customer organisations. 

 
Outline how the Board was assured that the 
plan/ (s) in place were robust and realistic 
 
 
  

The Head of Shared Services gave her full support to the idea at the outset.  The Head of Shared 
Services further encouraged and supported the team by playing a role on the ‘Pitch Perfect’ day, 
when three teams pitched their ideas for an event theme.  The Head of Shared Services and 
fellow panel members selected the winning team with the boxing theme and strapline ‘Debts get 
ready to tumble’.  
 
Subsequent to this, a presentation was then delivered via tele-conference to the regional HSC 
Finance Assistant Directors Forum.  It was explained that as part of the theme, each Trust will be 
competing against each other in a series of ‘rounds’, all of which were based around debt 
recovery, results, engagement and communication.  This forum gave us their full support and the 
friendly competitive element was a significant ‘driver’ as no-one wanted to be bottom of the leader 
board. 
 
Having this support in place, SSAR were ‘ready to rumble’ during the month of February 2018 –   
the key target was to double the cash collected during the month to £50m.  The underlying 
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objective however was to improve and strengthen stakeholder engagement and SSAR service 
delivery. 

 
The fundamental key to success was having the support from the most senior levels from within 
the BSO and the HSC customer organisations.   
 
The BSO Chief Executive, Liam McIvor and a number of other BSO Board representatives went to 
Omagh to show their support at the official event launch day on 23rd January 2018.  This senior 
presence was particularly valuable as it demonstrated to all our staff and to our HSC customers 
how important the event was and how we needed everyone’s contribution for true progress and 
change to happen.   
 
The launch day was a great success with lots of HSC customers visiting, many for the first time.  
This gave everyone the all-important opportunity to meet each other face to face that they have 
been working with over the phone or email from the start of Shared Services. 
  
During the event, there were weekly updates to all stakeholders, highlighting the progress and 
how close the team were to achieving the £50m target of cash collected.  This helped to improve 
communication across teams and helped to engage everyone involved. 

 
Stakeholder motivation and engagement was at an all-time high.  The results were phenomenal 
and higher than any other organisation that had ran a similar CICM event. 

 
Outline the assurances received by the Board 
that the plan/(s) were implemented and 
delivered the desired changes in culture  

At its meeting in March 2018, the Chief Executive presented a paper highlighting the results from 
the ‘Debts get ready to tumble’ initiative.  It was noted that 79% of the £50 million target was 
achieved and the Chair on behalf of the Board commended the staff in BSO Income Shared 
Services on this innovative concept. 

In addition the following assurance received by the Board should be noted: 

 Communication and awareness is fundamental for stakeholder engagement and 
performance improvement.   

 Quite often many people, teams or departments don’t recognise or understand the 
importance and / significance that their role / contribution has to an overall strategy or 
objective.  This was a key learning point identified as a result of the debt recovery initiative. 
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 Quality of Service and Performance Management has been enhanced tremendously. 

 A Greater understanding has developed between CICM and SSAR as a result of the closer 
partnership which focused on the specific project of debt recovery.  All staff are expertly 
trained and professionally qualified within the area of Credit Management. 

 SSAR are now CICM Quality Accredited as of March 2017. 

 
 


