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PROPOSITION

THE STATES are asked to decide whether they are of opinion —

(@)

(b)

to approve the redesign of health and soeiad services in Jersey by
2021 as outlined in Sections 4 and 5 of the Reglothhe Council of
Ministers dated 11th September 2012;

to request the Council of Ministers to co-oate the necessary steps
by all relevant Ministers to bring forward for apgal —

(i)

(ii)

(iii)

proposals for the priorities for investmenthospital services
and detailed plans for a new hospital (either oew site or a
rebuilt and refurbished hospital on the currer)siby the end
of 2014;

proposals to develop a new model of Prim@ere (including
General Medical Practitioners, Dentists, high dtree
Optometrists and Pharmacists), by the end of 2014;

proposals for a sustainable funding meckanfor health and
social care, by the end of 2014.
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REPORT
A NEW WAY FORWARD FOR HEALTH AND SOCIAL CARE

1. INTRODUCTION

In common with jurisdictions and countries acrdss world, Jersey faces significant challenges sugng
the availability of high quality health and soatalre within a financially affordable sum. We alswé some
unique challenges, for example workforce pressliraged services in the community, clinical viatyland
cost pressures due to diseconomies of scale. Altthand social care systems are reforming andgthgrto
meet the challenges of demand, cost and quality. #lhsystems are spending increasing amountsagrear
year, on health and social care.

Demographic change will dramatically increase thmand for health and social care. Jersey resideats
today living longer than ever before. New medicjriester ways of diagnosing and treating illnesseh as
cancer, and other advances have improved life ¢xpeg but mean that many Islanders need to visit th
doctor or hospital more often. Chronic conditionslsas arthritis and diabetes are rising and patrequire
treatment and care throughout their lives.

Technological advances are allowing efficiency godlity improvements but are also creating majav ne
costs. Societal change is altering the relationSleifpveen services and service users, professiandlshe
public and between the state and individuals. Birey regulation in health and social care is nsirey
quality but also reducing freedom to act outside lorm. And service ethos is shifting from treattren
prevention and promoting independence.

Health and social care services are continuallyeliging in order to improve quality and maintairfiesa
However, changes will not be able to keep pace intreases in demand due to a combination of sogmt
ongoing funding pressures and the scale of chakemgich Jersey faces in the next 10 years. A syste
wide view is required, with significant strategergce investment.

Health and Social Services are the largest Statgsmafment. We have over 3,000 staff, and an annual
budget of £171m. Services are provided over 86.s8ervices directly provided by the Department are

Jersey General Hospital
Community and rehabilitation services for adultsl atder adults, at Overdale Hospital plus resiagnti
and respite facilities
Long term ‘continuing care’ services in States-odvnarsing homes (The Limes and Sandybrook)
Mental health services, including inpatient, ougrat community and Child & Adolescent
Community and Social work for children and familiesdults, older adults, learning difficulties;
challenging behaviours, disability and sensory immpent, safeguarding and child protection, substanc
misuse
Public Health, including research, prevention aedlttn promotion
Environmental Health and Health Protection monigrand regulation
Health and Social services have no direct respiititor providing health visiting and communityursing.
These services are provided by Family Nursing & ldddare, funded in part by the Department.
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The Department also has no direct responsibilityefther providing or funding Primary Care (GPsnbsts
and high street Pharmacists and Optometristshewdh some limited Primary Care Dentistry for cléliis
provided at the Hospital.

Health and Social Services also holds a humbereofi& Level Agreements / contracts with third part
organisations, to secure services to meet Islahdeesls. These include third sector organisatiomb Gif-
Island care for specialist requirements.

Health, social care and Third Sector teams needbtl closely with one another and with patientsyiee
users and carers to provide evidence-based serviwesaging demand, promoting health and wellbeing,
ensuring equality of access, protecting / safegngrdulnerable people and enabling people to bedcéor

in the most appropriate place, living as productind independent lives as possible. If the Statssreow it
can:

limit the rate of increase of spend (although sdigially expenditure will continue to grow in rdakrms
due to demographic pressure)

begin to reduce the levels of dependency of pecpleh that Islanders are supported to live
independently, receiving effective care in lowestcsettings

mitigate the effect of increasing demand becauskeofographic changes

Any change in service will, by necessity, be evohary. The timing of changes has been carefully
considered in order to ensure that they are achbieyavhilst also supporting the required pace. haknce
between different elements of the health and saeet system has been carefully considered in dader
support ongoing service viability, and to suppdaffsn continuing to provide safe, accessible hhigiality
services.

To enable strategic change, a number of system-médds have been considered — including IT supart
management capacity to implement change. It ig thed these ‘enablers’, along with the changestitied
in this report, will be required in order for futuservices in Jersey to be safe, sustainable fordialble.

The proposals outlined in this Report are the tesof almost two years’ work. The initial work that
informed the Green Papedtaring for each other, Caring for ourselvegublished in May 2011, concluded
that health and social care in Jersey is not swahéé. The Ministerial Oversight Group note the @mance
of:

Fully understanding the ‘case for change’; the leingles faced by health and social care services in
Jersey and the reason why the current system addlrabcare is not sustainable

Listening to the views of stakeholders — Islanderbjrd Sector organisations and other States
Departments

Retaining what works well in Jersey, such as ortongt community focus, Parish support and vibrant

Third Sector

Designing the health and social care system, amds#ivices within it, in accordance with agreed

strategic principles

Identifying sustainable funding mechanisms for tieahd social care
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Addressing the challenges within our estate, magably the size and condition of Jersey General
Hospital — also other estate e.g. mental healthcantmunity services

Starting to plan for sustainable Primary Care witthie new health and social care system — thiggbein
services provided by General Practitioners (GPgtidts, high street Optometrists and Pharmacies
Making changes immediately, in order to continuavjiting safe services into the future

The public consultation on the Green Paper and thenNhite PaperCaring for each other, Caring for
ourselvesdemonstrated that Islanders understand the cigdkefacing health and social care; and that they
agree that significant changes are required ungentleir views, and the views of other stakeholdbeve
been taken into account throughout the processl-wihbe incorporated in the detailed planning $ervice
changes.

Only by acting now can Jersey make preparationa gafe, sustainable and affordable health andlscarie
system in the coming years. Countries facing timesahallenges as Jersey have already begun tadeonsi
this. Strategic investment is urgently requiredpl®the pressures start to impact on the safesenfices;
we cannot delay any longer.

Service redesign on this scale has never befone peposed by a States of Jersey Department. Howeve
acceptance of it, shown by approval of the detgileposals laid out in this document, representsapor
opportunity for the States Assembly, after congde¢hought and debate, to work as a group of likeded
individuals, regardless of their own political @ifénces. It offers a unique opportunity to offédarslers a
world class health and social care system for ward, which is accessible, affordable and appatgribut,
above all, safe.

The public consultation has demonstrated that d&leshr agree — and are both welcoming and expecting
change.
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2. THE NEED TO REDESIGN HEALTH AND SOCIAL CARE IN JERSEY - WHY
‘DOING NOTHING’ ISNOT AN OPTION

2.1. AN UNSUSTAINABLE SYSTEM — CURRENT AND FUTURE CHALLENGES

Health and social services are, with some excegti@latively comprehensive. Key performance ingica
suggest we are performing well compared with simjilaisdictions. Generally, staff are highly motige
and committed, with good levels of experience. Ouies are good, and Islanders appreciate and valog m
aspects of their health and social services. Howy¢lwere are a number of issues with the existystesn.

The case for change in summary

The population of Jersey is growing relatively diptut it is ageing rapidly. Between 2010 and 2040
there will be a 95% increase in the over 65 pomniatwith a 35% increase by 2020. This growth in
the older adult population will createsgnificant increase in demandfor health and social care
services.

Current services are performing generally well Iy are close to capacity and could not
accommodate this increase in demand. The islaridwvilout of capacity in key service areas over
the next five years, but within two years in manges — and within a year in some areas. The service
therefore need significant expansion and/or chamgasure that the needs of the people of Jersey ca
be met into the future.

Current services are also vulnerable duewtwrkforce pressures with many staff approaching
retirement age. Almost 60% of the medical staffeligible to retire in the next 10 years and, due t
changes in medical training and education, thessutants cannot be replaced on a like for like
basis. Competition for skilled staff is increasinglard given, in particular, high costs of living i
Jersey and increasingly competitive remuneratiakages for similar staff in other countries.

Jersey therefore needs a model of health and s®méces which can respond to the huge increase in
demand while doing so in a way which enables tlilks i local staff to be used to the maximum and
new roles created which will attract new staff torkvin the island.

Decisive action is needed now, in order to secarei®e changes that meet the island’s needs in the
short term, and ensure services are safe, susiaiaath affordable for the future.

A GLOBAL CHALLENGE
Every health and social care system is experiergimgar challenges:

Demographic change is dramatically increasing deiman

Technological advances are enabling efficiency quaity improvements but also creating major new
costs

Societal change is altering the relationship betwservices and service users, professionals and the
public and between the state and individuals

Increasing regulation in health and social caiedeeasing standards and requirements

Service ethos is shifting from treatment to preienand promoting independence
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m Health, social care and Third Sector partners antti4agency teams need to work closely with one
another and with patients, service users and ctrgnovide evidence-based services

Other jurisdictions have invested heavily in heatid social care over the past years, in ordeleviate
pressures and prepare for the future. The strateglepted in other countries have been considehesh w
producing the plans contained in the Green PaphiteVPaper and this Report.

THE CHALLENGE FOR HEALTH AND SOCIAL CARE IN JERSEY

Demography

The Island’s population is ageing rapidly. The nensbof people aged over 65 will rise by 35% between
2010 and 2020, with a projected increase of 75%030 and 95% by 2040:

Figure 1: Projected demographic changes, 2010 - 204
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These changes will place increasing demands oticesrvlypically an older person (aged 65+) is estid
to use up to four times as much resource as aageedult.

Figure 2: Index of relative health care expenditureby age!

age 80+ 11.53

age 75-79 8.52

age 00-14 0.88
age 15-19 0.82
age 20-49 0.77
age 50-64 1.00

[reference groupl

age 65-69 5.01

The challenges presented by an ageing populat@inde increases in demand due to:

m Increased prevalence of long term conditions sgc@laonic Obstructive Pulmonary Disease (COPD, or
lung disease), cardiovascular disease, diabetek,dazén and rheumatological diseases

= A higher number of individuals surviving into oldage following diseases such as cancer — but with
additional complications and co-morbidities

m Greater demand for musculoskeletal and orthopaseligices both for trauma and emergencies, for
example resulting from falls or fractured neckefiur, and for joint replacement e.g. hips and knees

m Increased demand for age-related Ophthalmologycserguch as cataracts and macular degeneration

In addition, the decrease in number of ‘working’ aagmple will produce:

= Reduced income tax
m Decreased available workforce able to support agirg care needs
m Even more pressure on carers

The demographic pressures place additional demanboth hospital and community services but also
change the nature of the service, placing more asiplon the need for prevention, long term manageme
developing new models of care and taking advarmégevances in technology.

1 "Who's Going Broke? Comparing Healthcare Costs m@ECD Countries” Hagist, Christian and Laurence Koffi

10
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Health and wellbeing

Over 85% of adults in Jersey rate their health as goodetieh There are differences across age groups,
with 91% of individuals aged between 16 to 34 atineir health as good or better, compared with 9%
those aged 65 and over. Whilst this suggests tteapublic in general have a positive perceptiorthefr
health and wellbeing, it also highlights that thélc may be unaware of how their lifestyle choigepact

on their health and wellbeifig

Alcohol
Approximately half of men (46%) and more than adhf women (35%) exceed recommended daily
levels ofalcohol consumption
There are over 250 alcohol-related emergency admsper year; it is estimated that the hospitahsis
approximately £2m on alcohol attributable condigigrer annum
Approximately 11,000 people would meet the criteii an intervention to reduce their alcohol
consumption

Obesity
1in 8 adults are obese and 1 in 3 are overweight
1in 10 5 year olds are obese and 1 in 4 are alreserweight
Obesity costs the States of Jersey and other eewnsl@n estimated figure of almost £4m each year
including health-care costs and sickness absence

Smoking
An estimated 170 individuals each year die of smgkelated disease
Of approximately 17,000 smokers, 12,000 want to qui
Approximately 400 babies leave maternity care hoe where at least one person smokes

Physical activity
Just over half of the adult population do not aghithe recommended amount of physical activity each
week
Older adults are less likely to be participatingphysical activity on a regular basis
Young people are less likely to walk or cycle tb@a than in the past

Mental health and wellbeing
Levels of suicide are higher than England and W&agide is the biggest cause of premature death
15% of the adult population score themselves wiigih levels of depression and anxiety - this equiies
more than 10,000 people in 2010 rising to more OO0 people in 2020.
40% of repeat visits to GPs are by people diagnesthddepression and/or anxiety

2 Jersey Annual Social Survey, 2009
3 ‘Health for life’, Health and Social Servicesats of Jersey Health and Social Services

11
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Long term conditions
Excessive alcohol consumption, in addition to smgkind/or a poor diet/exercise regime can lead to a
higher prevalence of long term conditions suchiasetes, COPD, CHD and demeftia
There are over 3,370 patients registered as dialztd a further 1,563 patients estimated to be
unregistered or undiagnosed with the condition
By 2020 12,000 people (>13% of the total populatioii have diabetes
An estimated 3.3%of the population aged 16+ (over 2,360 individyate diagnosed with COPD
Approximately 15% of smokers will develop COPD
By 2020, COPD will be the third leading cause ddttieand the fifth leading cause of disability
Cardiovascular disease affects 13% of the populatiee prevalence increases with age
An increase in moderate and severe dementia oft882020 (to 1,716 people), with a 64% increase by
2025 (2,040 people) and a 154% increase by 20467{Beople)

A small island

In normal circumstances our population of approxetyal00,000 would be considered too small to stppo
comprehensive hospital services and very speckidisial care services — this would normally be ed
for a population of over 250,000. However, geogiegihisolation and infrequent but material travel
difficulties mean that providing a significant lévaf hospital services locally is essential, andtth is
desirable to provide local care packages for peefitecomplex needs.

Accordingly, the unit cost of delivering health aswtial services in Jersey is higher compared syittems
serving larger populations. This is due to thedix®sts of key services, that are still necessaisupport
relatively low levels of activity. This, along withe cost of living (including the cost of land amdildings)
in Jersey leads to an additional “premium” of apprately 15 — 20%

Workforce

Staffing in health and social care is relativefyhli and highly reliant on very small numbers ofividtuals,
particularly in medical staffing. This is an issae many health and social care staff are approgchin
retirement age; almost 60% of senior medical stdffbe eligible for retirement in the next decatéany of
these retiring professionals are generalists who tcaat a range of conditions. However, new health
professionals are now trained to be specialistsjdimg on more narrow, specific areas of care. fdans
that every retiring hospital doctor may need tadmaced by a number of specialist doctors.

Jersey experiences challenges with attracting ataining health and social care staff, particulamlyses.
This is partly due to high cost of living, compett pay packages in other countries, some rule®rfitry
and residency and the personal profile of nursé® are more likely to have families and are ususdie
wage earners when they arrive. There are also Ighblostages in some skills, such as Theatre Piaudits
and Neonatal Nurses.

4 World Health Organisation’s Global Status Repardcohol (2004)
5 Jersey Diabetes Centre, 2011

6 Jersey Public Heath Intelligence, 2011

7 World Health Organisation

8 Estimated by KPMG, 2011

12
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Due to low patient volumes, maintaining speciadistls can be difficult. Roles have not developedine
with international best practice, as there are anlymited number of expanded role practitionersnN
medical prescribing is only now being developed #re skill mix needs to change within teams ineortd
secure service sustainability and offer more ditracareer options.

Estate

The buildings from which services are provided @eteriorating and in many cases are cramped ambido
meet modern standards. Space allocation on wardbadst half of what would now be expected for the
number of beds. The configuration of six-bed baysét consistent with the requirements of infection
control and does not promote privacy and dignityplatients.

The hospital has developed over many years, aadesult, some Departments are not ideally locatbis.

can lead to inefficiencies in the way care is deidd, for example due to the distance between déineas
should work closely together. The hospital requzesiplete refurbishment and redesign or rebuilthan

next decade, and other facilities e.g. Overdale rguire refurbishment and upgrading. Some fagslihave

deteriorated to a point where they have requiredurke and complete refurbishment e.g. CliniquelPine

Recent years have seen growing interest in thetsffef healthcare building design, and the enviremm
more widely, on the wellbeing of patients and saaffl this is supported by a growing body of evidenc

The most detailed review of healthcare facilityigesand specific outcomes in healthcare, examir@ 5
papers and repoftsThis identified a range of positive outcomes uiihg reductions in hospital acquired
infections, patient falls, medical errors, paintigrat stress, patient depression and length of asayell as
improvements in staff ‘outcomes’ expressed in teofrigjury and stress.

Payment systems

Where people are treated, as well as by whom, msatturrent funding arrangements do not always
encourage people to seek the right help in the pgite from the right health and social care msifmal.

The current co-payment for GP services is undedstmo contribute to high Emergency Department
attendances. It was the most frequent topic in\WHdte Paper consultation, and the Jersey Consumer
Council has recently undertaken a separate surviesjamders. The survey is due to report in OctatE2.

As at 10 September 2012 Jersey Consumer Councimalgised 4,026 questionnaires. Whilst the study wa
not statistically representative of the entire gapon because respondents self-selected, an stitggeset of
themes emerged.

9 A Review of the Research Literature on Evidence-8&talthcare Design, Ulrich et al Texas A&M Uninigr2008

13



States &
of JeTsey

From their preliminary analysis of 4,026 questidrem Jersey Consumer Council has noted that:

Approximately 29% of respondents felt that the adstisiting a GP was ‘Expensive but worth it’, 12%
felt that the cost was ‘About right’, 6% felt thaitwas ‘So expensive that it stops members of our
household from going’ and 5% of respondents felt the cost of visiting a GP represented ‘Gooderalu
for money’. Approximately 48% of respondents fdiaitt the cost of visiting a GP is expensive and
therefore members of their household only go whegy teally have to.

Approximately 22% of respondents felt that the adstisiting a Dentist was ‘So expensive that dpst
members of our household from going’ and only 4%khhat the cost of visiting the Dentist was ‘abou
right.” Approximately 44% of respondents noted tta cost of visiting the Dentist is expensive and
therefore members of their household only go whew have to. Circa 28% responded that Dentistsvisit
are expensive but worth it, and approximately 2¢d 8wt Dentists are good value for money

The majority (52%) of respondents would prefer emttue with the current system of funding. 15%
believed in means testing, 11% in reducing gertasation and introducing private health insuranoe a
7.5% believed that payments should be payroll-hatg% of respondents reported that they were not
sure about the answer to this question.

Excellent experiences of healthcare were reported

There is a perceived lack of clarity over the alaillty of price lists for services and treatmeimsGP
and Dental practices

Concerns were raised about Optician costs, aseglemsd lenses costs are reported by some as being
prohibitive for older people and those on low ineom

Repeat prescriptions and medication for those \itig-term health problems should be considered
differently, and there should be reduced GP, Deatid prescription charges for older people

Practice Nurses should be used more for basic gunes e.g. blood tests and vaccinations

Service models and the health and social care syste

Individual services are reviewed and developedhayteams providing these services, led by the aalev
Clinical and Corporate Directors. However, theggise changes are often limited by available fugdifihe
KPMG Technical Document, and Qag for each other, Caring for ourselved identified challenges with
the current system:

Services are not well integrated across Statesribapats and with external agencies, and therehigla
dependence on care provided in the hospital arat bikildings (residential homes etc)

Health services are relatively medically dominatedth correspondingly low levels of team-based
practice and limited roles for other professionshsais nurses

The lack of 24-hour community services means thatsystem is relatively institutionalised; moreecir
delivered from buildings (hospital, care homesjdestial services for children). It also reducesich,
e.g. at the end of life

The limited range and availability of community \dees, along with the waiting lists for long term
nursing care can cause people to stay in hospitébmger than is medically necessary

Notwithstanding the diseconomies of scale from p@irsmall, somewhat isolated island, medicalised an
institutionalised care models are more costly

As noted above, the private sector GP system isuggl to contribute to a high use of hospital sEvi
This unintended consequence of co-payment for Gi®iapnents means that some patients access the

14
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Emergency Department and Outpatients, rather tigin GP. The Jersey Consumer Council’s survey on
Primary Care has made available its initial reporthe impact that the Primary Care funding systes
on the hospital. Of the 4,026 questionnaires aedly3ersey Consumer Council reported that:
- Nearly 1 in 5 households who responded had use#niergency Department for a problem that
was neither an accident nor an emergency
- 75% of respondents surveyed feel that patientadittg the ED with non-urgent health problems
should pay a fee
- 65% of respondents feel that ED should charge #imeesamount as a GP for non-urgent care
provided

We are not taking advantage of services and teoggothich reduce costs and improve care, and enable
individuals to be cared for in non-hospital setsing

We have a vibrant Third Sector and a strong Pdrésded system, but there is a perception from sbhate t
the Third Sector requires more support in ordefutfil its potential and be a true partner in delilng

care and supporting Islanders.

There are insufficient respite places, particulddy children and people with dementia. This insesa
the pressure on carers, and can cause individuaks admitted to costly residential care more duick

15
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2.2. CURRENT SERVICE PROVISION AND CHALLENGES

Public health (including health promotion)

Health promotion is delivered by the Public Hedliliectorate. It focuses on the priorities drawnniro
results of the Jersey Annual Social Survey, togethith disease and mortality rates, and includestale
health, alcohol/substance misuse, obesity and smgoki

Current challenges include:

Absence of an integrated strategy for health aritbeiag promotion

Duplication in information and self care materigith no central point where people can accessedllth
promotion information

No quality assurance standards to control/approgénformation which is available

Lack of a coordinated response to promote self-help

Lack of a comprehensive picture of population Heakeds - in particular for specific groups such as
children, Portuguese community etc, which will alltargeted service development

Limited ability to monitor the improvement or dewi in health and social care outcomes, due to
underdeveloped information systems

Lack of coordination and integration between défdrservices working with people who may have a
similar underlying issue e.g. alcohol

Primary Care

Primary Care should be the first port of call fopatient, apart from in an emergency. Primary Care
comprises:

General Practitioners (GPs) and practice staff
Dentists

Pharmacists

High street Optometrists

At present, patients can choose which GP they wikagdto see, but have to pay a charge (generéiBbyr
for seeing them. Dentists and Optometrists alsoadpeon a fee-for-service basis (although PrimaayeC
dentistry for children up to age 12 is availabléhat hospital).

This model of privately delivered Primary Care @side other States-provided services has beneifitalfo
creates perverse incentives which skew naturabipettof service usage. There is a high number of GP
(relative to the size of the population) but veswllevels of supporting nursing and allied healtbf@ssional
staff in primary and community care settings, amdatéd integration with social care and Third Secto
provision. As a result the skills of GPs are deptbyn tasks that, elsewhere, would be delegatetly daf
other professionals, such as ear syringing anddbpmessure monitoring. It also contributes to enbrguse
of (free) Emergency Department services relativether jurisdictions, especially for under 5’s grebple
with long term conditions.

Primary Care information systems are variably dmvetl, with a mixture of systems for recording,
monitoring and sharing information. The abilityrepister with more than one practice increasesisheof
data duplication and creates governance concerns.

16
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Hospital care

The majority of hospital care is provided free fa¢ point of delivery. Almost 50% of the populatibas
private health insurance but the coverage of imsiggolicies varies and many people still opt ftat&s-
provided care.

Jersey General Hospital provides a comprehensigeraf hospital services including emergency cark a
Emergency Admissions Unit, medical and surgicatighies, anaesthetics, ITU, obstetrics, paediataied
therapies. Its facilities include:

245 beds in total — 217 public and 28 private

4 main theatres (one is a ring-fenced emergen@trie
2 day case theatres

2 endoscopy theatres

1 maternity theatre

Some specialist treatments are provided in UK hakspiwhere there is insufficient volume of patgeit

Jersey, or where there is a need for highly speethipersonnel and/or equipment.
The key challenges within the hospital are due tokforce, estates and low volumes — all of whickeha
already been outlined in this Report.

There are low numbers of middle grade medical ,staffillenges with recruiting and retaining nurses the
nurse to bed ratio (including all nursing staffaga) is lower in Jersey compared with English peers

Jersey General Hospital's bed occupancy is nornmallgh higher than best practice of 85%, with mbent
95% occupancy in some acute areas. This may beodasoption of a more medicalised model of caréh wi
fewer nurse-led services compared to other orgimiga Without service changes, Jersey General ikdbsp
will start to run out of beds by 2017.

The buildings from which services are provided @eteriorating and in many cases are cramped ambido
meet modern standards. Departments which would teedork closely together are not always located
together, and this can contribute to inefficienod & fragmented patient care, for example dudeoneed

to travel or transport patients between Departmdrite hospital itself requires complete refurbishtremnd
redesign or rebuild in the next decade.

Standards and requirements are increasing yeaean-Yhis impacts the hospital in terms of trairamgl on
insurance payments for medical staff — for examitile,insurance quote has increased by £1.5m between
2011 and 2012.

The hospital has invested in a new patient infoilmnasystem, TrakCare, but this is not yet compreiven
Further development and technical support is neéddulild a fully functional electronic patient med
system that will support patient care and provideador audit, reporting outcomes and accreditatind
will link across service providers. Lack of coneist clinical coding also hampers outcome reporting,
benchmarking and strategic planning.
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Adult Mental Health

Adult Mental Health Services are predominantly juled by the Adult Services Division of Community &
Social Services (Health and Social Services) an@GBg. There are a range of Third Sector organisatio
providing high quality care, including MIND Jerseilkworth Lodge and The Shelter Trust.

The level of service provision available for mild moderate conditions is low as services are mainly
provided within Primary Care and are not univeysaticessed.

States Departments are working jointly to improleirt planning, response and ongoing support to Ipeop
with complex needs in the community. This includisse liaison between Health and Social Services an
the Police, Social Security, Housing and Home AéfalFurther progress is required in order to caiiri
improving services and to improve the experiengettie individual receiving the service, in parteuin
regards to establishing an appropriate ‘place fgftgaother than a police cell.

The main challenge in Jersey is to continue to ldgvenodels of care as alternatives to medical and/o
institutional models. Over the last ten years thes been significant progress in moving serviogs the
community. This includes:

Specialist community multidisciplinary teams, comsjmg social work, nursing, occupational therapy,
physiotherapy, speech & language therapy, psyckplpgychiatry and positive behaviour support
services, with specialisms in both mental healthlaarning disability / autism

A Psychiatric Liaison Service, which achieved aditedion from the Royal College of Psychiatry in
recognition of the high standards and quality ofkwo

The ‘Recovery Lounge’ at Clairvale Road, which ésigned to reduce the need for inpatient admission.

Key challenges include:

Supporting a range of providers (including Thircct8e and Primary Care) to work in partnership with
health and social services

establishing more appropriate early interventidentifying people who are at risk within the comiityn
developing a robust rapid intervention / crisisoteson service

reducing the rate of risk of self harm and/or sidci
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Older Adults Mental Health

Dementia services are currently provided by:

Community and Social Services teams

The memory clinic based at the Poplars

The 14 bedded assessment unit

52 continuing nursing care beds

The Jersey Alzheimer’s Association, which has d@ivaenembership and provides support to carers and
tailored activities to people living with dementia

The independent sector, who provide a number adeasal beds, and more recently specialised ngrsin
beds specifically for people with dementia.

Challenges include:

Coping with the significant projected increase ind@rate and severe dementia (projected to incigase
38% by 2020)

Supporting carers with information, support angitesservices

Early identification of people living with dementia

Raising public awareness of dementia

Supporting the Third Sector in developing services

Providing appropriate lifetime housing

Community services (health and social care)

Adults and Older Adults

Community nursing and home care is currently predidy Family Nursing and Home Care (FNHC), with
Community & Social Services providing social woidt fall age groups. FNHC provide District Nurses,
Health Visitors and School Nurses, as well as hoare assistants. Help at home is currently availédl
support independent living, and includes home tarsupport basic needs such as shopping, laundty an
meal preparation. However, services are not avail2dé hours, and benchmarking indicates that Jdrasy
relatively low number of registered community nogsstaff.

Currently, care for people with long term condigaa mostly provided by the hospital, by GPs sujgabby

a small number of practice nurses and by FNHC. 8uppr specific groups of patients with long term
conditions is also provided by a range of Thirdt8eorganisations, such as Breathing Space, Diabete
Jersey and the Jersey Heart Support Group. Integrat services, however, is limited.

Emergency hospital admissions are driven by gengradlical patients and other than the Samares
Rehabilitation Ward, there are no intermediate ¢&®p-up” and “step-down” facilities) in Jerseyhese
facilities would help to prevent individuals beirgimitted to hospital (“step-up”) or support disger
(“step-down”). Jersey also has no specific modelskidf-care or telehealth or telecare infrastrugtuvhich

can help individuals manage their own condition engfifectively.

Limited choice exists for end of life care, othban for cancer and motor neurone disease, wheseyler
Hospice Care provides excellent services. As altrasfufixed term funding from several charitable
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organisations one Palliative Care Nurse Specidlzg been employed, with a further Liverpool Care
Pathway Nurse employed for a period of 1 year inuday 2012. In addition, charitable funding has
supported the appointment of a Specialist Regigtr®alliative Care, which is shared between thegital
and Jersey Hospice Care.

As a result of the service availability as outliredzbve, high use is made of institutional modelsast and
lower numbers of older adults are living indepertlyeim the community. It is estimated that c1,006ep
people are cared for in residential settings ctiyealthough this includes private sector as veallStates-
provided and funded care.

With no changes to the service model, the incrgagémand expected with an ageing population wihte
unsustainable pressure on the hospital and ontio&eviealth and social care system.

Carers

As with all countries, it is difficult to estimatee number of unpaid carers in Jersey. Howeverptassure
on unpaid carers is immense, and is compoundedhdnhigh cost of living, which results in one of the
highest proportions of female workforce. The Caftrategy Caring for life, a life for Carerswas jointly
developed following a workshop in October 2008s Itlue for renewal in 2012. Following discussionthw
Jersey Association of Carers Incorporated we avpgsing that this is developed by the Carers Pestipe
Group.

Children

A range of services for children are currently jded in the Island. These services provide preventi
protective, clinical and emotional support to creld and their families across different levels eéa and
are provided by Health and Social Services anddT®éctor providers such as Brighter Futures.

The traditional model of reactive services is nogler appropriate. 20% more children are cared rfor i
residential settings rather than by foster caretgen compared to the UK. Children’s services ardeun
pressure because of very high referral rates amnditficulty of securing a good supply of fosteres, and

the current institutionalised model had led to @asing and unsustainable demands being placed on
Statutory Services, including Residential and Fosge Services. In addition, there are high levefs o
Emergency Department activity for children whiclulcbbe more appropriately seen within Primary Care.

At an operational level there is much passion aratgy. However, greater coordination is requirevben
the key statutory and voluntary agency partneidter that the right child gets the right interventat the
right time. Joint planning and interagency plannith common goals are vital.

A number of important forums bring together kewsas providers. For example the Jersey Child Ptimec
Committee, Early Years Childcare Partnership andtmecently the Children’s Policy Group which has
produced the Children and Young Peoples Framework.

There is an absence of published local outcome umessalthough anecdotal evidence from colleagues
working in the education system note a significartance in children’s school readiness at age five
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Other challenges include:

Low thresholds for referral to Service for Childr@s common assessment tools do not exist
Limited capacity for early intervention in universarvices

The majority of antenatal care delivered in hospita

High risk of disjointed and duplication of services

Absence of robust health intelligence about chilir@eeds

Third Sector

Jersey has a vibrant Third Sector, providing infation, support and services for particular groups o
patients, service users and carers. There are aBf0sregistered charities in Jersey, with c¢70 ooy on
different aspects of health and social care.

Community support groups exist in some Parishag,ip.St Clement. These are run by volunteers, and
provide support to enable individuals to live mamdependently. Despite offering a quality servioe &
proportion of the population, other parts of thkand population are unable to access this support o
equivalent creating an inequity across Jersey.

There is limited integration between Third Sectayviders, and between Third Sector and States-gealvi
health and social care. This may lead to duplicatio gaps in services, and opportunities to woiktlp
with care designed and delivered for individualg/rba lost.

Many Third Sector organisations are keen to engage fully with health and social care; whethes tisito
advocate on behalf of their members, to contrilbateervice planning or to provide health and soc#ak
services in the future. However, capacity and céipabhallenges exist and there is a lack of cdioation
and understanding within the Sector regarding ¢ineices offered by each organisation.

Previous Service Level Agreements have been short &nd vary in their robustness and in terms ef th
information produced in order to assess outcomesvatue for money. The short term planning cycles
compounded this, and have led to some Third Secganisations feeling unsupported and uncertaimitabo
their future.
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2.3. THE IMPLICATIONS OF DOING NOTHING

Continuing to deliver services as they are at priese both unaffordable and unsustainable Due to
demographic pressure caused by the elderly popaolatiapacity will start to be exceeded within tlextn
year, but there are severe limitations on incregasapacity due to staffing availability and thegsuere on
buildings as activity increases.

Older adult services will quickly reach capacity. This willgure significant additional funding and
facilities, or will to lead to overspill into otherare settings e.g. the hospital, causing opemstionbe
cancelled and waiting lists to grow. Increased gpatchasing of independent sector capacity will be
required. The current ‘institutionalised’ model wiontinue, which impacts people’s ability to live
productive and independent lives in the commurstypported by a range of care professionals. It also
reduces choice and increases pressure on carers.

Pressure ostaff will increase significantly as caseloads and waakls increase. This is compounded by the
retirement profile, which will lead to increasedess and sickness absence and a further exacerbéatioe
current vacancy and locum situation — which furinereases costs and clinical risk, and impactstguend
safety. As community staff will become more streithso the amount of time available for each patien
service user decreases. This has two effects:

The length of stay in hospital will increase avs®s to support people at home reduce further

An individual's condition can worsen if it is noteing well managed. The numbers of Islanders
presenting at the Emergency Department and/ornieguinplanned care will increase, and more people
will need to be admitted to hospital

Thehospital will quickly cease to be sustainable:

As emergency or unplanned admissions increase emgthls of stay increase, hospital beds start to
become full

As hospital beds become full, operations will bacgdled more often. Waiting times will increasedan
people’s health will suffer as their condition wems whilst they are waiting for surgery

A model based predominantly on emergency and unpthcare will reduce the attractiveness of a career
in health and social services in Jersey. Skilledl @xperienced staff will start to leave the Islaadd it

will be even more difficult to recruit replacemeniEsentually, some services will become unsustdéab
because there will not be enough staff to run them

The wrong balance of planned and unplanned serwidesnean that some services may have to close
because volumes may fall below safe levels (becstastare focusing on unplanned care and so do not
have the capacity to provide planned care as wihsey residents will then have to travel abr@ad t
receive services

Closing services may mean that emergencies halve stabilised and flown off island — subject tglil
availability — instead of being treated in our gahé&ospital

With this scenario, the hospital will eventuallyase to be a hospital as we currently know it antl wi
become a “stabilise and send off island” emergeritre with some simple day surgery, outpatients an
diagnostics services only.
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If Primary Care continues to be delivered by a medically-led mpthed opportunity to enhance and expand
the Primary Care team will be lost, with co-paymsettintinuing to deter some patients from accedsieig
GP or Dentist, health inequalities will increasegatients remain undiagnosed/untreated, and/cprémsure
on unplanned care will increase as they continggdsent at the Emergency Department.

Access to Dentistry and Optometry, particularly foose on low incomes, will be severely limiteddan
Pharmacists may be under-utilised in terms of tbikills and range of services.

Significant opportunities for improving the healthd wellbeing of the population are also lost dscsere
remains underdeveloped, leading to increased demaddost in later years. Conflicting informatiomda
duplication in resources will continue to existcRets of good practice will continue, but Third 8eand
other organisations will soon become swamped by itlceeasing elderly population with long term
conditions.

Public health intelligence will continue to remain challenge, and undertaking robust health needs
assessment of the population will be severely &thitAs a result, the health and social care nettlseo
population may not be accurately assessed, antdbeeffective and appropriate care provided.

The challenges relating to services ¢bildren will continue; more children will be in residentizare rather
than with foster carers and families. Social, béhaal and psychological issues will continue itater life
and may prevent children from becoming active mambésociety and becoming good parents themselves.

Stigma formental health will continue, and more individuals with low leveiental health issues will be
untreated. This will lead to an increase in sicknasd absence and incapacity claims due to meaédthh
issues, and will impact not only on health and @ocare, but also on economic productivity, sosedurity
payments and on families and society as a whole.
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3. OPTIONS FOR THE FUTURE OF HEALTH AND SOCIAL CARE
3.1. HOW THE PLANS WERE DEVELOPED

Health and Social Services embarked on its revielealth and social care in Jersey in late 201@ dim
was to:

Clearly identify the challenges, both current amiiffe, through analysis, benchmarking and engagemen
Identify international best practice and considawlthese could be applied in Jersey

Plan, design and deliver a set of scenarios foswtation, through engaging with political, clinica
professional and managerial leaders from acrosshé@th and social care system and stakeholder
representatives from key Third Sector partners

KPMG, who were working with Health and Social Seed at that time, concluded that health and social
care in Jersey is not sustainable. The challenggaiping to the current system and potential caoelels
were identified in their Technical Document.

3.2. THE GREEN PAPER

The Ministerial Oversight Group and Steering Gragpeed three scenarios for consultation in the iGree
Paper. These were developed as a result of anabgnishmarking, stakeholder interviews and disonssi
reviewing best practice and workshops:

1 Services are delivered in the same way as in 20t8.demographic chang
place pressure on capacity and costs
2 Funding remains the same as in 2010, with an uplifbflation + 2% p.a. fc

three years, then inflation only for the remainpegiod.

Some service changes are implemented, but onlyentés is possible with
funding constraints. Significant restrictions antraduced and only thenosi
essential services are provided to patients wetthighest need

3 | A revised strategic service model, with more caue af hospital, integratio
choice and evidence-based services which willvelgressure on hospital beds
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3.3. GREEN PAPER CONSULTATION

Public consultation on the Green Pap@aring for each other, Caring for ourselvesiok place between
May and August 2011. Consultation activities wegeigned to reach a range and broad spread of:

Age groups

Parishes

Staff

Vulnerable and hard to reach groups
Interest groups

Service providers / partners

Activities included public meetings, focus groupghvschools and high profile media coverage. Sthfip-
in’ sessions were held from 7am to 9pm on threes dayorder to be accessible to night staff as aglhose
working during normal office hours. Focus groupsenvalso held with Islanders with sensory impairmant
order to consider their specific views regardingess and equality.

More than 1,300 Islanders responded to the coniguital he response was overwhelmingly (86%) in tavo
of redesigning health and social services so thay tontinue to be safe and affordable for ther&tand
many respondents included detailed comments ampuiats.

Responses were received from across all age gr60p6.of responses were received from individual8p 1
from organisations, such as Family Nursing and H@aee, dDeaf Awareness Group and MIND Jersey.
More women than men responded.

It should be noted that the Green Paper and WhipePconsultations do not provide a demographically
robust sample of public opinion. People chose ke taart of their own free will and therefore, thews
expressed cannot be taken as representative ofi¢les of Islanders or all organisations as a whole.
However, every effort was made to engage with atewa range of people as possible through the variou
mechanisms to try and capture the diversity ohidéas’ views.

Figure 3: Age profile of respondents to the Green &per

Age distribution of respondents to the survey

25%
W 1l6to 24 years

W 25to 34 years

209
W 35to 44 years

W 45to 54 years
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75to 84 years
5% —— 85 wyears and above

Prefer not to say

0% 1 Skipped question

Total
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RESPONSES
Values about health and social care

The overwhelming message from the Green Paper Itatisn was the positive views of Islanders about
their health and social services. The results efstirvey show that the majority of the respondbali®ve it

is very (81%) or fairly important (16%) to continpeoviding a wide range of health and social careises

on island.

The majority find it very important (82%) or fairlynportant (16%) that in future these servicesfeze, or
affordable, and available to all.

Several respondents added comments relating tangahealth and social services. Some say that good
health and social services are one of the maireslati the States of Jersey, that health and eduacsitiould
take priority over other budgetary demands and ithaits need to be taken from elsewhere to payHisr
then this should happen.

Should we change services in Jersey and, if so, Hdow

86% of respondents agreed with Scenario 3 (a nedemof health and social care). The consultation
concluded that:

To be fit for the future challenges the island fadhe health and social care system needs to ehang
Responses indicated that the way we provide heaith social services now is not sustainable or
affordable in the long term, and “doing nothinget an option”.

There is an understanding that simply raising raeesr controlling spending will not address theiess

While the majority of people expressed these thtsjghere were some who believe that services dhoul
continue as they are, or should be reduced somédive within the current budget for the next 3ays.
However, very few Islanders expressed a view tieasystem could not be improved.

What is important?

The vast majority of respondents (90%) agreed‘ffia¢ States should ensure that preventing ill heigltas
important as curing ill health”. Some people félatta large benefit could be gained from this amethe
long term, whilst others were not sure whetherwuosld be possible.

Islanders indicated that mental health is just raportant as physical health. They also agreed that
disadvantaged children and younger people showld better access to health and social care services

What is the individual’s role in their own health?

There were mixed views on having “responsibility yjour own health”. In particular, there were camse
about “self-inflicted” injuries or illnesses. Sorpeople argued that it was not always possible ¥erymne
to look after themselves and that vulnerable rillisabled individuals should not be disadvantaged.
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Where should care be delivered?

Most respondents agreed that “People should be tabliee in their own home for as long as possible,
providing they have the right health and sociabcaupport from the States of Jersey, the Thirddbestd
Parishes”.

The vast majority of people (90%) agreed that ‘@astof going to a hospital doctor or GP, | woulcheepy
to be seen by a nurse, a pharmacist or other cafesgional, for appropriate minor procedures sagh
measuring blood pressure or monitoring my diabktes.

Most Islanders said they would welcome qualifiedses working with GPs to free up their time, butess
were not in favour of nurses doing what they cozrgd to be the work of a GP. Some people commented
that the GP system in Jersey was already veryi@itiand they were concerned about damaging pa@ent
relations, and others were concerned about theofetiting a GP.

Respondents also indicated that off-island traved acceptable for some treatments. Some Islanderrisl w
rather not have off-island treatment, whilst othieds that going away for care to be inevitable asmall
island like Jersey. Respondents also expressedswoewwhether patients should travel off islandde a
doctor, or whether doctors should visit Jerseydattpatients.

Professionals working together to deliver bettéegnated care was important, and some people rnbé&td
Jersey’s charities should receive more fundingsumport.

Paying for health and social care

The vast majority of respondents thought that heattd social care should be accessible and afflerdidib
not free, to all. However, there was a range ofvgiabout who should fund this care, and how.

Fairness — who should pay?
The need for affordable care was often stressedlngany people felt payment and funding needed to be
explored in more depth.

Most Islanders said that those who cannot pay ghstill enjoy high quality health and social cabginion
was then split about whether the amount of free aarilable for each person should be capped, seitie
respondents expressing concern about the costs@far people with long term illnesses.

Some Islanders commented that if health and scei@ was capped, for some conditions or for ai§ th
should be means tested. However, others disagritedngans testing and felt that if someone had eark

all their lives, they should have as much righfré@ care as others.

Some felt it would be fair that those who had liwedersey all their lives received free accedseament —
but that people who have not paid into the systeonlsl not enjoy the same benefits.

Payment for treatment
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According to many respondents, significant numladérgseople visit the Emergency Department rathen tha
seeing a GP because there is a charge associdteth&iGP, whereas a visit to the Emergency Deartm
is free. The majority agreed that if a charge auptio visit the Emergency Department for treatnuodra
minor condition, they would be more likely to gogee their GP. Many also suggested that GP cotisulta
costs should be reviewed at the same time as Emgrd@@epartment costs.

Opinion was split about whether individuals would/fio wait a shorter time for a hospital appointtnen

Efficiency

Many people felt that there are opportunities t@riove the current system. Suggested ways to improve
efficiency included reducing bureaucracy in healtid social services, improving communication betwee
organisations and bringing in more Third Sector jariate sector organisations to provide care.

CONCLUSIONS

The vast majority of Islanders who responded agtkatihealth and social services should be rededi¢gm
makethem fit for the future and ready to deal with ttieallenges we will face. However, many were
concerned about the actual implementation of thésss, the costs and associated risks.
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3.4. WHITE PAPER

A ten-year timescale

The White Paper outlines proposed changes to haadtlsocial care in the next 10 years. This tinlesgas
selected (rather than the 30-year timescale iGtleen Paper) because:

Services must change in the period to 2021 in adwleope with the increased demand in that pemat a
simultaneously to prepare for the much larger iasegn demand in the period from 2021 - 2030.

It is extremely difficult to make detailed plans feeriods longer than 10 years

A ‘new’ hospital is required within 10 years

The States’ planning cycle runs for 3 years; the/iSe Workstreams cover three ‘Phases’: 2013 — 15,
2016 — 18 and 2019 — 2021. This helps to ensurefitiencial and service plans can be consistently
developed and co-ordinated to link in with State®scales.

Identifying the service areas

Following the Green Paper consultation eight seraieas, and priority areas within these, weretitksh,
based on:

Current / imminent capacity pressures

Green Paper feedback

Strategic importance

Whether the service change is a ‘critical pathldog block for future service changes

Eight ‘crosscutting’ enablers were also identifidggse being the essential elements that suppangeh

Considering the previously agreed prioritisatiotecta and understanding the current and futurdlehges
for each area, priority schemes were identifiedanh Service Workstream:

Healthy Lifestyles - Alcohol

Services for Children — Early Intervention (0-5 s®a

Hospital Services — Strategic Partnerships for Ramé Oncology

Adult Mental Health — Improving Access to Psychatad) Therapies

Older Adult Mental Health - Dementia

Intermediate Care

Long Term Conditions — Chronic Obstructive Pulmgn&isease (COPD), Chronic Heart Disease
(CHD), Diabetes

End of Life Care
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The ‘Crosscutting Workstreams’ are:

Workforce

Estates

Primary Care
Technology
Informatics
Commissioning
Funding

Legal and Regulatory

Producing plans

Lead officers, known as Senior Responsible Offig@ROs) within Health and Social Services were
identified for each of these ‘Service Workstreanasid ‘Crosscutting Workstreams’, and high level
workstream plans were developed, through workiraygs and workshops with a range of stakeholders, fo
the next 10 years. Outline Business Cases wergeadstuced for each priority area, for Phase 1 (2018).

Producing the White Paper

The Service Workstreams, Outline Business Case€agbcutting Workstreams were incorporated ingo th
White Paper.

The White Paper developed the key themes from therGPaper feedback:

‘Doing nothing is not an option’

A wide range of health and social care should oometito be provided on-island, with off-island ctoe
specialist treatments where appropriate

Services should be free, or affordable, and avigilball residents — regardless of the abilitpay
People should be able to live at home as long ssilpe

The role of nurses and other health and socialstaféeneed to be enhanced

Integrated care is important, with professionalskivig closely together

Preventing ill health is as important as curindnéglth

Mental health is as important as physical health

Jersey'’s Third Sector should be supported to tdkeger role

Co-payments for GPs need to be considered

Services should continue to become more efficeamd, bureaucracy should reduce

Rather than a questionnaire, Islanders were intiteslate and outline their views.
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THE WHITE PAPER CONSULTATION

o=

Building on lessons from the Green Paper consaltagengagement activities included public consioltat
sessions, individual meetings, focus groups, d&onsforums and ‘drop-in’ sessions for staff, hahd
different locations and at different times of theydin addition, mainstream media routes were teadise

awareness and inform Islanders e.g. JEP, ChanneBBZ Radio Jersey, 103Fm, www.channelonline.tv,
Parish magazines, the Public Consultation RegiBsaebook and Twitter.

Over 1,000 Islanders were engaged in the White Ppeugh face-to-face discussions. More than 20

formal responses were received from organisatidhs, majority of which were from Third Sector
organisations. There were over 1,500 hits on théa\Paper consultation page on the gov.je webaitd,

over 130 responses were received from individweth, a good age distribution:

Figure 4: Age profile of respondents to the White Bper
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Overall the vast majority of feedback received aoméd that Islanders remain positive and suppoxivihe
proposed future direction for health and sociavises. Wider political / social policy issues redjag
fairness and access to services for all Islandbertsin particular for the vulnerable members ofisty; were

discussed in a number of forums. Key themes péntaiio health and social care included:
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Primary Care

The majority of responses received across all d@ign formats related to Primary Care, with thesmn
common feedback relating to GP fees. Many of thibaeresponded thought that fees were too highcand
act as a deterrent to accessing care, particutatlyose on low incomes or with children.

Improved access to Primary Care for under 5's wasgnted in the White Paper. This was frequently
commented upon in the responses received, withgtsapport for this concept, either as subsidigcidee

GP appointments. Some people felt this should apphl children under the age of 16 and thoseulh f
time education, and some were of the view thatethggciples should also apply to the elderly amuse
with long term conditions.

Similar concerns were raised regarding access tadeare, which some felt was a specific elemdnt o
Primary Care missing from the White Paper. Sompamdents noted that dental services should be more
accessible, through either free or subsidised care.

Many respondents were supportive of potential charig delivery of Primary Care, with people statingt
more nurses in GP practices was a good conceptandd be explored further.

Some people suggested an expansion in the rol®sf iBcluding GP clinics in the hospital and mane af-
hours access. It was suggested that this, alorfgaliiinges to GP fees, would help to alleviate teegure
and the inappropriate use of the Emergency Depattme

Staffing and Capacity

The majority of responses relating to staffing wéseused on recruitment and retention, particulafy
nursing staff. Islanders were concerned about bilgyato recruit the large increase in nursingfistaquired
to provide new services, with concerns about wiskrbed staff would be drawn fronPeople wanted to
know what skills were needed, the existing gapsvelmak training opportunities were available forsésrto
both ‘grow its own’ nurses and up-skill the curremrkforce.

Respondents suggested that nurse pay should bewesli and that affordable and appropriate
accommodation should be available.

Alongside some of these reservations there were s@my positive comments and recognition of thditgua
and hard work of staff currently working in headthd social care, particularly at the hospital.

Funding

Respondents were anxious about the source of fgratid whether enough money had been identified to
deliver the White Paper. There were some mixediopgabout future funding sources, with numerous
guestions regarding tax and user-pays. Overalhdgles would like a fair mechanism that doesn't pisaa
people who have contributed to the system theirlevliges, with some stating that tax relief shoble
available for those with private health insurarideans testing was often discussed at meetingstherse
people who offered a view on this mechanism fedt thwould not be a fair or favourable way forward

Conversely, a small number of responses took tpesife stance around paying for care and sengmse
people felt that small charges for health and $ceige were acceptable in order to fund the redumerease

in services. Some responses suggested that a cbhoggd be applied to those who misuse services,
particularly the Emergency Department.

32



States &=

of JeTsey

e

In relation to longer-term care, there was straggjihg expressed by many that individuals who haaid
into the social security system during their Ifie¢éi should not have to sell their homes in ordgpay for
care, particularly in their old age.

Some of the feedback questioned how the money witnvidaround the system and which service areas and
providers would receive the money. This was oftesed during discussions with Third Sector orgdiusa
and GPs.

New Hospital

There was overall agreement within the consultatti@t investment is urgently required as curreaiifees
are not fit-for-purpose. Opinion was divided asmuaether, for the hospital, this should be a newdbor a
redevelopment of existing facilities. However, tae®@mments were often linked to concerns aboutifignd

Carers

Support and recognition for carers was a recunfiegne, with very strong views expressed througliosit
consultation. Respondents felt that more recognitieeds to be given to the important role of caransl
that a wider and increased amount of support, adard training should be made available. Intergistin
these conversations often highlighted a lack oframess of the current services and support meahanis
that are already available.

There was recognition that failure to support cammsuld result in carers becoming patients themselv
Islanders expressed strong views that more respitéces are urgently required.

Other responses suggested the need for more supptbrtfinancially and in terms of providing advice,
training and recognition for carers. The importasie of young carers was also noted, along withnibed
for continued cross-departmental working to suppufividuals.

Third Sector

The Third Sector is frequently referred to througihthe White Paper as a potential provider of sewin
the new vision for health and social care. The ingwe of the sector as both a partner and proviger
recognised from an early stage in the developmietiteoproposed new approach.

The majority, though not all, of the feedback reediabout Third Sector issues and the White Pagreec
from the Third Sector itself.

Overall, Third Sector groups are supportive of pineposals with some slight nervousness regardiag th
impact on their organisations. Many organisatiomsenin agreement with the concept of working with t
States in partnership to deliver services, and neapyessed the need for this relationship to egasals and

in a collaborative and integrated model. It wasedothat this would require a culture change and
development of additional capacity and capability.
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Care in the community

Respondents were strongly in favour of providingrenoare in individuals’ homes, to enable people to
maintain their independence for as long as possitlie concept of choice was overwhelmingly supphrte
along with appropriate mechanisms to limit socsblation and the need to ensure that care in the
community allows people ‘to live, not just exist’.

In particular, the concept of an Active Ageing aifellbeing Centre was strongly supported by those wh
responded, and many Third Sector organisationseeegpd an interest in being involved in this.

A few respondents expressed the view that that aomtgn care won't be appropriate for everyone, and
regulation and monitoring the quality of care waentified as a concern, with some people notingtéex

to carefully select service providers, especidilyse involved in care in an individuals’ home. tdiion,
comments on the move to care in the community wéen linked with concerns about funding and steffi
capacity.

Mental Health

Islanders who participated in the consultation wegemerally very positive about the outline plans fo
Improving Access to Psychological Therapies (IARMmY the inclusion of mental health in the White dtap
Some people noted the need to remove the stignaiatesd with mental health issues and supportedcser
delivery in a multi-purpose setting. Others commdndn the need to change perceptions of mentathheal
and that a more positive approach around mentéhhaad wellbeing should be promoted.

In public meetings, a view was expressed thatticadilly mental health services have been perceaged
“Cinderella Service” and that this needs to chai®mme mental health services also need to be tjséx;
in particular for individuals in crisis. It was heg that the changes proposed in the White Papddvaatias
a catalyst for this.

Equality and access

Issues of social equality and fairness were oftentianed in relation to the key themes, in paréicalround
access to Primary Care and funding. These issues mest acutely expressed by those groups who
currently find access to services more difficuledo hearing and visual impairment. These groupsdir
Health and Social Services (and the States) to ibdful of their needs in the design of new serviaeed
facilities.

Adult Special Needs Services

A small nhumber of responses from staff currentlyrkimy in adult Special Needs services expressed
disappointment and concerns about the lack of prenge of, and funding for, these services in thet&Vh
Paper. Respondents commented on poor state ohtdalities and accommodation as well as the lafck
resources.
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Services for Children

Third Sector organisations involved in the delivesy services for children strongly supported the
prioritisation of Early Intervention, with strongews expressed regarding the range of alternagveice
models for meeting the needs of this client group.

CONCLUSIONS

The White Paper outlined a vision of health andad@are in Jersey in the next 10 years. It preseottline
plans for achieving the vision, but did not preseetailed plans for the full ten years of implenagioin.
This Report gives clear information about likelyaoges in the first three year Phase, and work ¢ no
underway to develop Phases 2 and 3.

Over 1,000 Islanders were engaged with as pahteoéight-week consultation, and engagement witnge
of Third Sector organisations was prioritised. Featk on the White Paper was overwhelmingly positive
and identified a need to prioritise and/or considether:

Payment mechanisms for Primary Care

Workforce, particularly nursing

Funding for health and social care following Pha2013 — 2015)

Support to carers

The role, relationship and continued involvementhef Third Sector - including capability developren
The Active Ageing and Wellbeing Centre

Existing services for acute / crisis mental health

Access, especially for those with special needgsiphl and sensory impairment

The detailed models of care for services for clkitdr
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4. THE PROPOSEDNEW WAY FORWARD FOR HEALTH AND SOCIAL CARE

The proposed new way forward for health and soc#k identifies the strategic investments that are
required in order to continue to deliver safe, astble, affordable services now and itite future.

It should be noted that this does not replace tigbimg service developments that are already pthanel
that have already commenced, nor is it intende@ptace the need for services to be continuallyitooed
and reviewed, and operational changes made ageddnithe future.

One example of this would be the Special NeedsiSzrwhere significant changes are already being
developed, and services increased to meet idehtieds — particularly in relation to estates.

As each of the outline plans are developed intaildet plans, access and equalities impact must be
considered, in order to endeavour to incorporageptirticular needs of individuals with physicaladiity
and/or sensory impairment.

4.1. STRATEGIC VISION PRINCIPLES

The vision of services which are safe, sustainabk® affordable was distilled into a set of strateggsign
principles in late 2010. These were developed akettolders across health and social care, antedably
the Ministerial Oversight Group:

Safe
- Clinical/service viability — overcoming the chaltgs of low patient volumes, delivering high
guality care and minimising risk
- Sustaining a culture of clinical governance, saflggrning and transparency
Sustainable
- Services that are efficient, effective and evidepased
- Optimising estate utilisation and ensuring thetestfit-for-purpose
- Supporting and utilising the workforce to the befstheir abilities
- Engaging the public in self-care and with consistatess and thresholds
- Using robust data to support decision making basethct, and including patients and the public
in service design
Affordable
- Ensuring financial viability and reducing the impaxd diseconomies of scale, with value for
money, an understanding of the costs of care seyeaand robust procurement
- Establishing funding streams and developing fundmoglels that incentivise care and cooperation
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4.2. THE NEW WAY FORWARD — WORKING ACROSS SERVICE PROVIDERS AND INTEGRATING
CARE

The proposed model of health and social care ssvwigll support and enhance the elements of thecur

system that are positive and will, over the nexyéars, transform the system so that it continoesdet the

needs of Islanders.

Care will beintegrated as seamlessly as possible, with the individualkeptior service user at the centre.
Teams of social care, home care, medical, nurginogypational therapy, psychology and other staff wi
work together with the Third Sector and privateteeproviders to achieve this.

Frontline service integration will be supported dyrofessional mindset that seeks the individuzggsvs,
choices and decisions about their care packagesmsues that needs drive services and not theseeve

Organisationally, teams will be integrated and rcleartnership arrangements will be developed across
service providers. Multidisciplinary teams will itroduced, with integrated care pathways thatrbjea
define roles and responsibilities — including wittspital, Primary Care and Third Sector / Paristises.

Systems to improvecommunication will be introduced, through improving and shariimformation
systems. This will include multidisciplinary notésat can be shared by all professionals involvedrin
individual's care. Single assessment and care pignwill ensure the individual's holistic needs are
identified, and care navigators will ensure co-oatiion and access to the right range of services.

Where appropriate, service provision should moveayadrom residential care and institutionalisation
towards an increase tommunity provision to allow service users to integrate &atl independent and
productive lives as much as possible. This willenad pressure on hospital beds, and will help tepital to
manage within its current facility until the ‘newbspital is available. It will also support moréldien to be
cared for in family settings.

The drive to improveefficiency, effectiveness and productivitywill continue. The Jersey Lean System (a
service redesign approach) will have been introduoto health and social care by early 2013, with a
number of staff in a range of settings / servicamed to identify and deliver service improvemeutilising

the ‘Lean’ service improvement methodology.

Awareness and information will increase, and will be streamlined with impeav accessibility.
Consideration will be made particularly of the reed sensory impairment. Individuals who are a 0§
developing certain conditions will be identifiedrdhigh increased screening, case finding and risk
stratification. This will support proactive caredelay the onset or progression of long term cdout

Proven, cost effectivéechnology will enhance services where appropriate, for exantplehealth and
telecare to enable individuals to be cared forhigirtown homes, and telemedicine to support chmsi

working with off-Island colleagues.

The new system will be underpinned by rob@stmmissioning This will ensure that the health and social
care needs of Islanders are understood and sereeavailable to meet these needs. It will alssusn
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visibility over quality and outcomes and improvediue for money. Commissioning will also support a
range of providers, including those in the Thir@¢tBeand private sector, to deliver services.

The vision outlined above is ambitious; this wil B programme of change that is unprecedentedsey]e
and will lead to a health and social care systeam will be a model of best practice for isolatagat and
island communities.

In order to achieve this, changes must be introdlircehe right order and at the right pace. Theonigj of
changes which have been prioritised for Phase dterdb Community services. As these begin to have
impact, the strategy for services within hospitad #rimary Care settings will be developed. Thedielen

be implemented during Phase 2 (2016 — 18).
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5. SERVICE WORKSTREAMS

This section presents each of the Service Worksisea turn, and outlines the proposals for develgpi
services, within the strategic vision for healttd aocial care. Further detail for Phase 1 (2013%})-id

available within the Outline Business Cases (OBCThkg feedback from the Green Paper and White Paper

consultation has been used to develop our thintleggrding prioritisation and service models:

5.1. HEALTHY LIFESTYLES (STARTING WITH ALCOHOL PATHWAY )

THE VISION FOR HEALTHY LIFESTYLES

To promote healthier lifestyles and behavioursagl¢he onset or progression of poor health andhkoare,

and improve an individual's health, wellbeing, ipdadence and quality of life. This will contributavards
a community that values, protects and takes reggibitysfor its own health and wellbeing, and asesult

depends less on institutionalised health and soaia.

WHY THIS HAS BEENPRIORITISED

Over 85% of adults in Jersey rate their health @sdgor better, however, Jersey faces some significa
public health challenges, in particular regardingolol and smoking. We need to improve health and
wellbeing and reduce pressure on health and scaialservices. However, at present there is:

Insufficient awareness of how lifestyle choices atipon health and wellbeing

No integrated prevention strategy

Very limited coordinated promotion of self-help

No comprehensive picture of population health needs

Limited coordination and integration between differ services working with people who may have a
similar underlying issue

OUTCOMES TO BE ACHIEVED

Reduction in unwanted variation in health and damase outcomes

Increased early identification of disease

Improved health and wellbeing, including improvensen access and equality

Demonstrable behaviour change, with more Islan@elspting healthy behaviours around tobacco,
alcohol, exercise and diet

Increased early diagnosis of cancer

Increased public awareness and empowerment formmefd choices about risk factors such as tobacco,
alcohol, exercise and diet

Increased awareness across key stakeholdersaepets, police

Increased numbers of individuals identified asrisit’ as a result of screening - with brief andesxed
interventions provided

Reduced pressure on hospital

Greater integration of services, particularly withmary Care and Third Sector

Leadership and operational guidance from professicmampions
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FEEDBACK FROMCONSULTATION

The Green Paper consultation reported that 90%sgandents believed that prevention is as impogsnt
cure; some felt that this was an area where thieesStf Jersey need to focus their attention fog ltarm
gain.

73% agreed that individuals have a responsibibtgdre for themselves, once provided with the taold
skills to do so. Some respondents noted that kgdjtiand healthy is the responsibility of the widual and
should be encouraged as widely as possible. Oteerghat everyone should have equal access tocaledi
support, regardless of whether they look after Swves.

Feedback from the White Paper consultation supgatte prioritisation of alcohol as the key priority
Islanders openly recognised the impact that alcatependency has on the hospital, especially the
Emergency Department. They also recognised thedependence with wider social policy, including
housing, education, criminal justice and the pa&¢nhpact on risks, particularly for young women.

Feedback from the White Paper also highlighted ithportance of encouraging healthy lifestyles for
children and young people, particularly around ithportance of play and leisure time involving plogdi
activity.

The need to streamline and simplify the multipfiottf information sources, whilst continuing to sopp
Third Sector organisations, was identified.

SERVICE DEVELOPMENTS

The focus of this workstream is to design preventpgogrammes that successfully address the key
determinants of poor health and wellbeing.

A rolling programme of Jersey Strategic Needs Aswents (JSNA) will be undertaken across States
Departments, led by the Heath Intelligence TeamménPublic Health department. This will help to eep

an understanding of how the determinants of headtiding lifestyle risk factors, contribute to rbality.

It will also provide a clear picture of the currdrgalth status of Islanders, and identify and mtofbeir
health and social care needs for the coming tlréige years. The JSNA will:

Incorporate the wider determinants of health (digusing, employment, education) to provide a
comprehensive view of the population’s health amdlad care needs. It is well known that poor hogsin
and education can have a detrimental effect ortthétls important that these underpinning fouinmtz

for health are identified and addressed as pasiddr social policy at the same time as lifestgluies
Develop population profiles for the key risk factofincluding diet, exercise, tobacco and alcohol
consumption) to the main chronic disease conditiwhich contribute to levels of morbidity (obesity,
cardiovascular and respiratory disease, and dighef€hese profiles will form the basis for
commissioning population-based preventative sesviteh as smoking cessation, as well as informing
social marketing campaigns
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Consider the specific communities whose health bayworse than others, and identify equality and
access issues, for example relating to sensoryiimpat, physical disability and/or special needs
Develop pathways for conditions that are associaifdindividual behaviours and lifestyle, for explm
alcohol and sexual health. The pathway approadhnimjirove the integration of services and encourage
an increased role for Community and Primary Cargiges, which will in turn reduce the pressure on
hospital services and improve outcomes.

2013- 2015

The lead OBC is focussed on the alcohol pathway rEvised alcohol pathway will be based on NICE
guidancernand other key documents. It will support a consistgpproach to addressing alcohol misuse,
through a pathway developed in consultation withiclns, the Third Sector and service users. Tiheis

to:

Improve the identification and treatment of alcohmguse

Increase access to alcohol services toward 20% e tyears

Encourage more people to proactively seek informnatts help themselves and others to drink sensibly
Improve the timely use of health services to recharenful patterns of alcohol consumption

Increase the number of people being supported sdoneduce their alcohol consumption before any
crisis or long lasting damage

Increase the number of severely dependent drinie&iag up non-hospital detoxification and relapse
prevention programmes.

The future Alcohol Strategy and revision of the @iol Licensing Law will underpin these service aljes

The pathway comprises:

Self Care / Guidance - Media campaigns and targeted social marketingh wevidence-based
programmes targeting those at risk to complemeneitisting generic information currently providesl a
part of the local PSHE Curriculum in schools

Screening and Case Finding Validated tools to screen for alcohol misusdivdesed in Primary Care
(GPs and Pharmacists) to provide early detectialaafhol related problems. This will be supportgdab
regular review of practice populations to identifigh risk individuals. Key gateways into the hoapit
(Emergency Department, Day Surgery, Outpatientsrgancy Admissions Unit and Gastroenterology)
will screen opportunistically in key target audieac A care bundle approach will be used to ensure
patients are not repeatedly assessed but are dHppropriate interventions

Brief and Extended Interventions - once screening has been completed practitiongroffer brief
advice and / or will refer to specialist servicRapid response to referrals post-screening widdieeved
through increasing the capacity of the Hospitalohlal Liaison Service and ensuring expertise istbuil
into future mental health services

Non-hospital Detoxification / Relapse Prevention Increasing the amount of screening will leacto
increase in the number of alcohol dependent patighentified for non-hospital detoxification. A

10 Guidelines on Diagnosis, Assessment and Manewgeof Harmful Drinking and Alcohol Dependence Muolei 1 -3: NICE
11 Public Health Guidance 24: (2010): Alcohol-Usedibders; Preventing the Development of Hazardoas larmful Drinking:
NICE
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consistent referral route will be implemented, vhhigill enable capacity to be better utilised andl wi
increase the amount of detoxification completedhim community. On completion of a detoxification,
relapse prevention programmes will help support ¢thent and family to adapt and to maintain
abstinence, thereby reducing the risk of readmissémd alcohol-related morbidity

2016- 2018

The focus will be on developing a comprehensive emardinated approach to screening, continuing to
collate information to assess health and socia caeds, and increasing awareness and servicekefor
exercise, tobacco and sexual health.

The approach and methodology for populagsoreeningwill be developed from 2016 onwards. This will be
a coherent and coordinated approach, initially $irog on key risk factors for chronic conditions lsuas
tobacco, alcohol, obesity. The results of screeniilpenable prevention programmes (‘prescriptidas
health’) to be focused on key groups accordingh® known profiles. In addition, age-related health
screening at 50 — 55 years old for common conditeuch as type 2 diabetes and high blood pressiiteew
developed, as similar programmes have been showrate a positive impact in reducing the level of
disability caused by these conditions later in life

‘Prescriptions for health’ will allow clinicians to ‘prescribe’ health promnog interventions, such as
exercise, weight management and smoking cessatioaddition to traditional prescriptions e.g. for
antibiotics and other medicines. There is goodenie to support this type of approach from the dviati
Institute of Clinical Excellence.

Developing pathways for prevention, diagnosis, treatment and recovferyconditions associated with
individual behaviours and lifestyles such as sexllth and illegal drugs will ensure patients ascine
correct services at appropriate times. The Alcdbathway will serve as a ‘proof of concept’ in terofs
resource requirements for risk profiling, awarenesseening and care pathway co-ordination acrec®1s
and agencies. Future pathways will incorporate:

Social marketing and public awareness

Improved access to information

Developing the role and capacity of Primary Care

Expert leadership across the pathway

Clear commissioning priorities to inform third Ayate sector involvement
Robust indicators based on JSNA and populationpiskiles.
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A coordinatedcancer strategywill ensure prevention and earlier interventiongeggreater opportunity for
care to be delivered in the community with the suwppf telehealth and telecare. The cancer stratemgyd
encompass the complete care pathway including:

Primary prevention, ensuring cancer prevention ages are included in the messages around smoking,
alcohol, diet and exercise

Population screening, focusing on improving uptake monitoring new developments in current and
emerging screening programmes

Early intervention and treatment, proving quick &éntely advice, guidance and treatment

Recovery, providing appropriate community-basegsuto individuals and family members.

In practice, investment in promoting cancer awassrend improving early diagnosis may not reduce the
number of cancer patients but will significantlydoee the costly treatment of advanced cancer, cartymo
undertaken off-Island.

2019- 2021

The model for healthy lifestyles will continue te bxpanded in Phase 3, including:

Mental Health — Focusing on community-based programmes thatostippd promote mental health and
reduce stigma associated with mental illness. Alvamof national programmes have been implemented
which have had a positive impact on reducing thgret associated with mental iliness, and best joeact
will be incorporated from these programmes

lllegal Drugs — A repeat of the Imperial College survey whicltsaéed drug-taking activity in the
Island, with services reviewed and developed &saltr

Healthy Ageing— Focusing on key factors which reduce indepengldncluding:

A comprehensive falls prevention programme

Reducing morbidity due to seasonal flu

Maintaining health and independence by increadieguptake of health promoting initiatives which
provide social as well as physical benefit
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5.2. REFOCUSING SERVICES FOR CHILDREN (STARTING WITH EARLY INTERVENTION )

THE VISION FORSERVICES FORCHILDREN

To improve outcomes for children measured in teohsheir health, social wellbeing and educational
attainment. This applies to all services provideahildren and will be achieved by close workingween
States Departments and the independent and ThatdrSe

A fully integrated service delivery model will beplemented with services “wrapped around” the chiid
family, with respite care, a professional fostersagvice and a range of choices for services frarataork
of providers.

Service developments commence with early intereantiocusing on pre-birth to aged five. The pritesp
and lesson learned will be incorporated into plagrior each of the age groups as appropriate. 16-2018
the focus will be on children aged 5 — 11 yearsilsviin 2018-2021 the focus will be on children dge
between 12 and 18 years.

WHY THIS HAS BEEN PRIORITISED

Children and their families receive health and alocare from a wide range of departments and aggenci
This diversity is essential, but integration anebcdination is required.

Referral rates into Services for Children are highan in English authorities, and Jersey hasgelaumber

of children placed in residential care as oppoedddter care. It is acknowledged that we haveflestgring
and adoption than we would like, for example beeaus have a very high number of families where both
parents work.

Over the past decade evidence has emerged thgu#tiey of experiences in the first five years ibé lcan
have a profound impact on a child’s future develeptnlearning, behaviour, health and the abilityptdd
positive, secure attachments, and on truancy, adrdisorder and risk-taking behaviours such astanbs
misuse and mental illness. Potential economic agbns include an estimated cost for each chilidh wi
untreated behavioural problems of £70,000 a yedahéyime they reach 28 years old — 10 times tls¢ @b
children without behavioural problems, an averagjegrated cost of £430,000 for an individual spegdin
lifetime on benefits.

‘Early Intervention’ improves a child’s social amthotional capability to help break intergeneratianyale

of disadvantage and underachievement. Health edstsoimave calculated that a return of up to thcee t
seven times the original investment could be actikvby the time the young person is 21 years.
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OUTCOMES TO BE ACHIEVED

Outcomes for children will be improved, with a retlan in the need for (higher cost) reactive sesitater
in both childhood and adulthood and:

Reduced number of children requiring off-islanddestial placements

Reduced volume of mental health referrals

Reduced need for residential care

Holistic, health and wellbeing needs met, througbommon Assessment Framework that is appropriate
to Jersey

Improved integration of services and joint workirggaff morale

Improved health outcomes of Looked After Children

Diversified provision by working collaboratively thi Third Sector and private providers
Reduced obstetric complications as a result obpté-support given to vulnerable families
Improved maternal / child relationship

Reduced postnatal mental health issues

Improved joint working in relation to child protemt and safeguarding

Reduced inappropriate Emergency Department activity

Longer term reductions in antisocial behaviour ariche

Integrated policy development

FEEDBACK FROMCONSULTATION

The Green Paper consultation reported that 81%spfandents agreed with increased investment idrehil
and young people.

The White Paper consultation engaged specificalth @ number of Third Sector organisations involved
with children and families. The prioritisation dfet 0-5 age group was supported, and responderasréay
improving access to Primary Care through a fixedhiner of free or subsidised GP visits. It was also
suggested that a Head of Early Years for HealthS@oalal Services should be appointed, to work tyose
with the Head of Early Years at Education, SportSuiture to ensure an integrated strategic approach

The principles underpinning the proposed changesetuices for children were supported. However, the
exact service model contained within the White Paes challenged. This will continue to be discdssed
developed, based on evidence and best practicéedppl Jersey, and in accordance with our health an
social care needs. These discussions will contasuthe detailed plans for service delivery from2@ate
developed, and will be held with a range of stakddrs and experts in the field.

45



States &
of JeTsey

SERVICE DEVELOPMENTS

Services for Children will be developed in thre@agds, relating to the age of the child:

2013 — 2015 - EARLY INTERVENTION FOR CHILDREN (FROM PREGNANCY TO THE AGE OF FIVE
YEARS)

Additional support and financial payment f@rofessional fostering to support children with
challenging behaviours

Significantly enhanced Childrentgspite services; buildings will be modernised, and addai staffing
capacity secured in order to provide more flexitgspite which can be adapted to fit different faesil
needs. The overall aim is to enable children aed families to gain early access to the right suppnd
enable those families to stay together for longer

Increased awareness and self helpEasily accessible self-help materials to asgislividuals in
developing their skills and knowledge about parentiThere will be particular focus on the antenatal
period with specific programmes delivered in cocjion with existing midwifery services. In addition
there will be improved signposting towards existiogal community groups to assist parents in slgarin
and supporting each other in caring for and supppe healthy, thriving child

Improved access tBrimary Care for children under five years’ olds whose pareetyuire rapid access
to health advice or assessment when hospital iapmbpriate

IncreasedCommunity Midwifery , to offer choice of service and location for angtal care

Care co-ordination. National guidance for working effectively withnfdies with children who have
complex needs stress the importance of a key wagkem. The key worker would work in partnership
with the family to co-ordinate service provisiordgerovide ongoing support

Early intervention. Increasing evidence indicates the need to idemtifd intervene early in order to
achieve the best health and wellbeing outcomefafoilies who have additional needs. Focused orethos
families assessed as having additional needs dtin@gantenatal period, a two-year programme will
provide integrated support across care settingsaanuss organisations. A multi-agency network would
be formed around the family, and the family wouddncouraged to access a range of support services,
drawing on both existing and new services providgda range of organisations including the Third
Sector. This approach will provide both parent ahdd the best chance of developing resilient, {paesi
relationships which enable the child to thrive dgrthe early years of life and lay the foundatiforsa
healthy life.
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2016-2018

Following the focus on early intervention (for ahién from pre-birth to age five), in the periodfr@013 to
2015, the focus in 2016 — 2018 will be on childesged 5-11. Children and their families can expect t
receive care from a network of practitioners, vafipropriate services ‘wrapped around the childsellaon
an assessment of all the child’s needs. This nadlude:

Mapping and reviewing existing universal and tiered service provisioithwa view to identifying unmet
need, service duplication and overlap and areashaieiquire improvement and scope for innovatiore Th
development of a sustainable model for serviceiprav will be prioritised, including the extentwhich
existing Multi Agency Service Teams — already dghbd in secondary schools - can support similar
functions in primary schools

Improving Access to Psychological Therapieg$lAPT) for children, based on learning from thesfi
IAPT for children pilot sites in the UK. This witesult in a more comprehensive range of services fo
children and adolescents with mental health isskg&lence-based therapeutic interventions such as
cognitive behavioural therapy, systemic family &y, interpersonal therapy and parenting strategies
will be delivered for a range of difficulties suak anxiety, low mood, parenting difficulties anahdoct
problems

Continuing to invest imespite servicesandprofessional fostering

Developing achild health profile based on existing and future surveys and other stairces such as the
child health database

2019 -2021
Key strategic service developments will include:

Mapping and reviewing services for young people aged 11 — 19, usinglainaipproaches to those
introduced for other age groups

Aligning services for children via muligencycare pathways

Reviewing and enhancing ti&hildren’s and Young People’s Planincluding the possibility of pooled
budgets and joint commissioning arrangements betB¢ates of Jersey Departments.
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5.3.  ADULT MENTAL HEALTH SERVICES (STARTING WITH IMPROVING ACCESS TO
PSYCHOLOGICAL THERAPIES (IAPT)

THE VISION FORMENTAL HEALTH SERVICES

To deliver person-centred services in safe, flexdod appropriate environments, with a range ofigers
supported and standardised, high quality delivéiseovices in a single care pathway by 2021.

WHY THIS HAS BEEN PRIORITISED

Mental health problems are common, and are a nsajarce of suffering for individuals and their faied.
This can lead to social exclusion and costs tcettmomy. The Jersey Annual Social Survey (20100dou
18% of the adult population suffer with moderaterdssion and a further 2% revealed they were exigem
anxious or depressed. In addition, increasing rafedeath from suicide and undetermined injury was
identified as a key concern.

Depression and anxiety make it much more diffi¢ait a person to work and increase the likelihood of
sickness absence, and the economic cost of megdthlis significant - 46.8% of all claims made $biort-
term and long-term incapacity allowance in Jerse2009 were for mental health problems. Over 2,600
claims on average were made by people on benafiésta depression, anxiety and other mental health
issues, and between 2006 and 2009 it is estimhtddchh average of more than £4.5m p.a. was paitiarnt

and long term Incapacity Benefit for people withraéntal health issues.

The current lack of psychological therapies in camity settings can deter individuals from seekimgph
There is no single point for health promotion im@tion, and stigma associated with mental heattheis
are a common barrier which prevent people from s&ing help. Long waiting lists for psychological
interventions have a major impact on people whairegsupport.

OUTCOMES TO BE ACHIEVED

Early, quick, easy, equitable access to all acwer the age of 18 years for the treatment of commo
mentalhealth issues, in order to:
reduce the impact of common mental health issuesdiividuals and improve general wellbeing
improve access to psychological therapies througihgle pathway
reduce exclusion from work through the provisiortiofely, evidence-based treatment provided by a
number of specifically trained staff
reduce inappropriate prescribing of benzodiazepanesantidepressants
Enhanced partnership working with GPs, professonahd other voluntary and Third Sector
organisations
Improved range of care provided to people expengngoor mental health and wellbeing
Reduced pressure on mental health inpatient fasilit
Improved Advocacy services
Development of additional support for carers, idahg peer support. This will be outlined in the &ar
Strategy, which will be produced through discussiath carers
Improved systems for engagement with people whoiregervices and/or their relatives/carers
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FEEDBACK FROM CONSULTATION

Comments on the importance of the provision of miein¢alth services featured strongly in both thee@r
Paper and White Paper feedback.

In the Green Paper consultation, 90% of Islandgreeml that mental health is as important as phlysica
health. Some respondents felt that the current ahemalth services could be improved, with some
respondents suggesting that appropriate fundingdue available to ensure this happens.

The White Paper consultation continued this theslanders were extremely supportive of the IAPT slod
and in particular the principles of reducing stigrmereasing accessibility and making ‘talking ty@es’
available in a wide range of settings such as Ggesies. Strong views were expressed regardinguhent
range of mental health services provided and, itiquéar, the service models for individuals insisi

Islanders also indicated that support for carersulsh be prioritised, and many described personal
experiences. The needs of carers were discussddhameed to urgently review and amend the Carers
Strategy was agreed.

SERVICE DEVELOPMENTS

Improved Access the Psychological Therapy (IAPTYises will be introduced from 2013, making ‘talgin
therapies’ more widely available for individualstiviow level mental health problems, such as apaed
depression, in non-stigmatising environments andtlons.

Concurrently, the Adult Mental Health Service Us8tsategy will continue to be developed in parthgrs
with key representatives, including Third Sectarcluding MIND Jersey), Primary Care and Hospital
representatives and, through active engagemenhahusion of people who use services and theitixaa /
carers.

By 2019, each individual element of mental heablhvises will have been reviewed and improved. The
individual elements will work together more closgbyoviding integrated, seamless care for serviemrau
and supporting carers. This will include the preessand systems required to support joint worlsogh as
single assessment, integrated care planning, riadipdinary notes, multidisciplinary team meetintjgison
with hospital services, partnership working andetiaare with GPs and sharing of data and infoonati

2013-15 IMPROVING ACCESS TOPSYCHOLOGICAL THERAPIES (IAPT)

Following NICE guidelines, a Stepped Care Modelviseris proposed IAPT will comprise therapists
working at either high intensity or low intensitigpending on the needs of the individual.

Services will be supported tself care with strengthened personal responsibility, arel rible of Primary
Care will be developed beyond to encompass theeptmin and treatment of disease and the promofion o
wellbeing and independence.

12 Department of Health (2011) The economic cas@rfproving efficiency and quality in mental healt@rown Copyright.
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Services will be developed with a range of stakeéid, based on new modelsaaflaborative working,
with clearly defined and safe care pathways andis#ilsution of responsibilities between primary,
secondary, mental health, social care and the Beador — and the patient / service user and carer.

2016-18
Phase 2 will focus on improving:

Community Services will include integrated adult mental health sugpas a part of a wider
multidisciplinary ‘adult’ service (spanning both ntal health and physical health needs). The semilte
incorporate specialist expertise for individualghaalcohol and/or drug dependency (‘dual diagndsis’
learning disability and autism

Inpatient Services New, flexible inpatient mental health services replace services previously
delivered at Orchard House. Inpatient assessmehtraatment services will be reviewed, including th
option to co-locate a low - medium secure unit argpecialist assessment and treatment unit fori@eop
with dual diagnosis

Residential facilities A modernised and improved estate. Residentialices for adults with Special
Needs will be reviewed and services will be reoigghand/or relocated:

- Fit-for-purpose long term homes for adults with péem needs, including enduring mental health
needs, severe learning disabilities and/or on tiistec spectrum

- Relocation of day services for adults with a leagnidisability to smaller, community-based
facilities

- Centre of Excellence for Autism

- Specialist assessment and treatment unit for adithiscomplex needs and dual diagnosis

Rehabilitation services Partnership arrangements are being developed Satith Essex Partnership
Trust (SEPT), as a leading UK Mental Health Trusfiprmed by work with MIND Jersey to enhance
shared learning and service development and esswriges meet Islanders’ needs

Single Point of Access A Single Point of Access for assessment, diagnhosare planning and
intervention, which will focus on need rather thdiagnosis, and will be supported by a robust care
management system. This will improve both rapigpoese and the management of long term care, in
line with best practice. The service model will qgoise:

Point of access for all referrals to a comprehenspecialist assessment service, including:

- Social work

- Community Nursing

- Occupational Therapy

- Specialist assessment such as Speech & Languagepyhéhysiotherapy, Psychology, Positive
Behaviour Support

Care Management for long term care, to enable iddals to maintain control of their own lives,

facilitate decision making, and ensure that serpiciders are providing the right support, in thght

place, at the right time

Service provision to meet the complex range of aesdvulnerable adults living in the community,

provided by a mix of Health and Social ServicesnBry Care, Third Sector and other providers
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2019-21

Phase 3 is aonsolidation phase, where the service developments introduclthases 1 and 2 have time to
stabilise. The services will remain under reviewthwessons being shared and services continuing to
develop operationally. Importantly, individuals afttteir relatives /carers will be routinely involved
reviewing services as a consequence to the implati@m plan for the Adult Mental Health Service tse
Strategy.

During 2019 — 21 awareness of mental health issiikde raised, with the aim of reducing stigma and
increasing the understanding of Islanders. Thisinduded within the ‘Healthy Lifestyles’ Service
Workstream.
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5.4. ADULTS AND OLDER ADULTS SERVICES IN THE COMMUNITY
THE VISION FORINTEGRATED COMMUNITY SERVICES

To provide 24 hour support in a range of settingsluding the individual’'s home, enabled where
appropriate by assistive technology such as tetemad telehealth.

This will be delivered through an integrated patihwath a single point of access, starting with agte
holistic assessment which takes into account tleeisrand preferences of the individual. The ActigeiAg
and Wellbeing Centre will act as a hub (with ‘spgkm the Parishes), and will be a one-stop-shap fo
information, advice and activities to improve indagence and reduce social isolation. This will also
support an expert patients programme.

Services will be provided by a multidisciplinaryate, looking after both physical and mental heaghds.
This team is supported and enhanced by specisligts as dementia, COPD and Community Physicians
who will work with GPs to support Primary Care greening and delivering ongoing care.

WHY THIS HAS BEENPRIORITISED

As outlined previously, services face a numberlafllenges. If this is not addressed urgently, ses/will
become unsustainable as demand increases. Seareeasurrently not available 24-hours in community
settings. In addition to the overall gaps in sexyiack of integration and impact on the hospiare¢ are a
number of condition-specific challenges that afieen an ageing population:

Chronic Obstructive Pulmonary Diseasg COPD)

There are an estimated 3,000 individuals with CORDJersey. The prevalence and severity of COPD
increases with age, and according to the World tHe@tganisation, approximately 15% of smokers will
develop COPD. COPD accounts for a significant numtife Emergency Department attendances and
unplanned admissions because, if the conditiontisvell managed, exacerbation frequently occur.

By 2020, COPD will be the third leading cause oattieand the fifth leading cause of disability. The
prevalence COPD could reach 10% of those aged @Wemnd between 5% to 7% of the population aged
between 35 and 70This could equate to 5,300 people with COPD in204

Coronary Heart Disease(CHD)

Cardiovascular disease affects 13% of the populat@éhereas mortality from CHD is falling, morbidity
from is rising, especially in older age groups.d.iROPD, the prevalence of CHD increase with agerem
than 1 in 3 men and around 1 in 4 women aged 7®eadlive with the condition.

Diabetes

Jersey is in the grip of an epidemic of diabetesdpminantly Type 2 but to a lesser extent Type 1.
Approximately 4,000 Islanders are currently diagmbsvith diabetes and it is estimated that, at Jeast
further 2,000-3,000 cases are undiagnosed.
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The prevalence of diagnosed diabetes in Jersegd@sdoubling every 6-8 years for the past 2 decaite
no sign of any change to this trend. Internatiateh suggests this is likely to continue for astehe next
10 years and diagnosed patient numbers may wetkeek8,000 by 2020.

Approximately 1 in 5 hospital inpatients have digise although people with diabetes tend to be aeldhib
hospital for reasons other than their diabetesb®gause of co-morbidities such as obesity, vasatdadiac
or renal disease.

Dementia
Dementia predominantly affects people aged oveiT&B.prevalence for over 65's is 1.6%; this incesa®
21.2% for people over the age of 85.

It is estimated that over 1,200 individuals in @grenay have had moderate to severe dementia, hujusih
over 800 are known to the memory clinic. It is aéstimated that approximately 65 individuals aged-%4
have a moderate to severe dementia.

In addition to medical costs, the societal coslerhentia is enormous as many people with demesigine
round-the-clock care. There is also increasing ené of the service impact of dementia -hospitatisa
rates can be 41% higher for patients with demerna the Alzheimer's Research Trust suggests that
dementia costs the UK twice as much as cancege thres as much as heart disease and four timasiels

as stroke.

Because Jersey’s population is ageing exponentthklye is an estimated projected increase in natel@nd
severe dementia of 38% by 2020 (to over 1,700 g¢pplith a 64% increase by 2025 (2,040 people)and
154% increase by 2040 (almost 3,200 people).

End of Life Care

Jersey has an average total of 765 adult deathsnp&m. 675 deaths are associated with cancerrasttier
life limiting illnesses. This is predicted to ribg 26% by 2029 taking the total number of deathsap@um
to circa 845. There are approximately 2-3 childtheger annum with 20 children at any one time fgvi
life limiting conditions.

50% of current services for End of Life are deleagfrom hospital, within a medical model of carhisTis
not the most appropriate setting to manage thiggaf patients, and is also not sustainable asgeing
population increases; by 2029 the number of deatipsojected to increase by 26%. In the currentiser
model, this would increase the demand for hospitds from 14,145 in 2010 to 17,823 by 2029.

Only 10% of patients at end of life are able to within the Hospice. Access to these servicesngdd to
cancer and motor neurone patients only. Marie Gasténate that 62% of people prefer to die in @plaf
their choice and not a hospital environment.

Conversations with families after death and frommfal complaints demonstrate the need to change. The
issues raised often relate to relatives left shd@tevhat they see as a sudden loss of a lovediadras there
was actually a clear decline but the difficult cersation had not taken place. Issues are alsodraise
regarding symptom control and the poor environmenthich their loved one died, often in a ward bay
surrounded by other patients.
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OUTCOMES TO BE ACHIEVED

Increased independence, confidence and qualiifeoffor both service users and their carers
Personalised services, which offer choice to irhligis

Reduced confusion and duplication of services

Increased carer support

Flexible, integrated care

Improved rapid response to crises or emergenadiesided by flexible services

Reduced isolation

More appropriate housing stock

Increased access to services, through the provisibnpublic transport and the extension of
communications and information technology

Reduced hospital admissions and readmissions

Reduced hospital length of stay

Delayed need for institutional care

More healthy lifestyles, though increased acces$sisare, recreational and community facilities
Increased employment for the workforce beyond thstiag retirement age, through increased access to
training and development opportunities

Increased number of service users/patients beiregldar outside a hospital or residential cararsgtt
More diverse and better supported providers

Increased earlier diagnosis

Increase in the number of individuals providing aackiving mutual support

Improved staff morale, through positive relatiopshand team working

Reduced Social Security costs from benefit payments

Continued support to Primary Care

Improved patient and family experience in relatioriend of Life care

Improved care planning, which supports integrateamd co-ordination and improves quality and
experience

Reduced prescribing

Improved assessment of spiritual care needs

FEEDBACK FROM CONSULTATION

The Green Paper feedback demonstrated that 93%spbmndents agreed with additional support people to
live in their own homes for as long as possiblel 89% agreed that teams and roles should be exgande

White Paper feedback noted the need to supportssdeePrimary Care for individuals with long term
conditions, who often find the costs prohibitiveedio the number of appointments they require toagan

their condition. Respondents also supported theeqinof expanding teams e.g. through expanded fofes
nurses.

The prioritisation and focus on community servieess strongly supported along with people being mive
the choice of where they receive care and being tabiaintain their independence for as long asiples
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A number of Islanders noted that the Active Ageemgd Wellbeing Centre is a particularly positive
development, and that Third Sector organisatiomsilshbe prominent in this. The role of the Thirdc®e

was also praised, and Islanders are keen that Beictbr organisations continue to be supportedwhedre
appropriate, their roles enhanced.

Again support for carers was raised a concern;réfished Carers Strategy needs to be expanded and
prioritised.

SERVICE DEVELOPMENTS

People generally wish to remain in their own horf@sas long it is practicable and safe to do sasTh
relieves pressure on the hospital but can plagefisignt pressure on carers. Therefore, servicas 2013
must incorporate both the needs of the individual support for carers:

201 -2015

Awareness and information—consolidating and co-ordinating information, ieallifestyle promotion
and self care. Awareness raising campaigns wikdieduled, using the range of media available dThir
Sector organisations will be supported and encaarag work in partnership to provide services and
information
An ‘Active Ageing and Wellbeing Centré providing a ‘one stop shop’ for information, sugt and
advice, including:

Improved information and awareness

Patient advocacy

Training and support for service providers, inchgdPrimary Care and the Third Sector

Outreach to Parishes

Specialist professional expertise in dementia, COBD and diabetes

Carers support and networks

Peer support, including the expert patients program
Early Diagnosis to ensure people receive the right support, atigght time, in the right place, thereby
reducing the need for crisis intervention. Thislwitlude screening for smokers or ex-smokers &fed
years and for dementia. Screening also includese‘dmding’ and ‘risk stratification’ — all healthnd
social care professionals will be encouraged tatifiepatients who may require screening and/or who
may be at risk of hospitalisation due to an alredidgnosed condition
EnhancedMemory assessmentprovided by an increased and expanded team. &sseds need to be
undertaken in the individual’s own home, as remg\hem from familiar surroundings can be confusing
and distressing for both the individual and theecar
Carers support — providing support, information, advice and tnagn The work on the current Carers’
Strategy commenced in October 2008 when 60 deledaim across States of Jersey Departments, the
Third Sector and individual carers developed aanidiwide strategy for carers. This strategy is doe
to be refreshed, and a similarly inclusive proaetisbe used. Work is currently underway in parstep
with Jersey Association of Carers Incorporated, Glaeers Partnership Group and the Third Sector to
review the existing Carers Strategy with the ainpoblishing a new 3 year strategy from 2013. It is
intended that carers support will include:

- Training for carers in first aid, moving and handling etdich is currently provided by St John
Ambulance)
- Support foryoung carers(currently provided by St John Ambulance)
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- Peer support (currently provided by a number ofr@tsector organisations e.g. Alzheimer’s
Association, Triumph Over Phobia)

- Carers Support Budget ringfenced to meet carers’ needs, once thesesraredidentified via a
carers assessment. Carers eligible to access tlyetowould be residing in the same property as
the cared for person and providing a ‘substan@iatount of care. In exceptional circumstances
carers who are not residing with the cared forgergould be able to access the carers budget

- Carers Support Workers to assess emotional, psychological and social saggdpport would
then be identified in a care plan, e.g. promote dheer’s social inclusion — particularly where
there are one-off needs or a need for respite Céners Support Workers would also:

- Provide advice on available peer support
- Offer specialist advice and information on demeasfacific services

- Identify and develop a range of social activitiesbe jointly available to the individual and
their carer

- Offer or signpost access to specific carer educgirogrammes relevant to different points in
the progression of the individual’s condition (Wh@ppropriate)

- Promote the inclusion of carers in planning andgieas-making and support individual carers
to participate as required

- Offer advice and practical support to help the rcaraintain employment

- Promote access to additional support servicesdiars who may be hard to reach or reluctant
to seek or accept advice or support

Structured care iRrimary Care. Once identified through screening or through dasding, individuals
with certain long term conditions will be offeredibsidised General Practice care to confirm the
diagnosis, to exclude other conditions and initiegatment.

A Single Point of Accessto accept and allocate all referrals. Once allatasdl referrals will have a
named Care Co-ordinator, who will undertake assessmf need and will work with the individual to
understand their preferences. The Care Co-ordingilbrthen produce a holistic care plan, and will
ensure the individual accesses appropriate seraicd®e right time. They will tailor a package teeh
their needs, and where longer-term support is reduthis will be arranged by the Care Co-ordinator
collaboration with the person and their carer. Thdlyalso monitor the service user's progress tigto

the care pathway

Enhanced community services- 24 hour care in an individual's home, providgdatmultidisciplinary
team. This will include increasing domiciliary cased developing specialised home care services.
‘Assistive technology’ such as telehealth and wleavill be available as appropriate - teleheatiibées
professionals to monitor the individual's vital 8§y readings and responses to health questionstwhil
telecare enables professionals to be alerted iibblgm arises. Met Office Healthy Outlook® Alertdlw
also be provided to assist individuals in undeditagnand managing their condition

Specialist staff supported by the Ambulance Service to support @Rd the multidisciplinary
community team in helping individuals to remaintleir own homes and as well as possible. Increased
pulmonary rehabilitation and Community-based cardénabilitation will also be available

Intermediate care, incorporating short term community beds in oradeavoid an admission to hospital
or residential care (Step-up Unit) and to suppainabilitation and recovery (Step-down Unit)

Hospital liaison - providing support to staff in the hospital andidential homes to shorten length of stay
in hospital and reduce admissions to hospital fresidential homes. There will also be Ward Chanmpion
for COPD, CHD and diabetes to provide advice, axcg®ecialist services and supporting discharge
planning
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A focus onend of life care introducing a standardised and consistent apprdatiowing the Gold
Standards Framework and the Liverpool Care Patha@yss service providers. This will be supported
by island-wide policies, guidelines and standam@support strong governance

Condition Registersand an End of Life Register, to assist with plagrand management of conditions
and to record the patient’s preferred prioritiescafe and provide information to the multidisciplin
team

During 2014 theLong Term Care Benefitis planned to commence. Health and Social Serwigks
work with Social Security colleagues to ensure tigtropriate resources and services are in place fo
individuals with ongoing long term care needs

2016 —2018

Some of the services that will be introduced indeha will be further expanded, to continue to bie &b
provide appropriate interventions as the older taplopulation increases. In addition, the followindl be
progressed:
Developing a policy fothousing for an ageing society within Planning, Housing &akial Policy
colleagues. Extra Care sheltered housing placésiail be available from 2016.
Rapid Response Team for urgent (but not emergency) care. The Tealhbgiavailable from 7.30 am —
9 pm, 7 days a week, and will monitor and responélehealth and telecare alerts and alarms, aardss
arrange care for the individual in their own honte stabilise them and work towards preventing
admission to hospital
ReablementTeam. The multidisciplinary team will care for patieritstheir own homes in the early days
following discharge from hospital for up to a maxim of 8 weeks. The focus will be on supporting
individuals in caring for themselves rather thandemaking tasks for them, thereby increasing
independence and increasing the likelihood thatithévidual can continue to live in the community
rather than in long term care
Intergenerational schemes Schemes will be developed with Education to imgdahe older population
in schools and Highlands College, for example, ldeople visiting schools to support reading
programmes. Schemes will also be developed witleE8ecurity in partnership with the Third Sector t
involve the young people and / adults in the cdide elderly, for example, children visiting degntres
and residential care homes
Integrated pathways fdvlusculo-Skeletal (MSK) conditions and chronic pain a&droke / Transitory
Ischaemic Attack (TIA). As these conditions are generally not degative, the focus will be on
maintenance and enabling the patient to live aduymtive and fulfilling a life as possible
Changing society’s viewson death and dying, and the ways in which all peagin think through and
record their preferences at End of Life, througiublic awareness campaign
An annual End of Life audit tool, to combine and share data to inform the sssent of the
effectiveness of the End of Life Care Pathway.

2019 —2021

By 2019 the majority of services within the OBCdlwmiave been introduced amdainstreamed This is
critical because, by the end of 2020 there wilB6& more older adults in Jersey than in 2010.
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5.5. SUSTAINING HOSPITAL SERVICES (PROPOSITION B)

Proposition bi) asks States Members to decide wvenethey are of opinion to request the Council of
Ministers to co-ordinate the necessary steps byell/ant Ministers to bring forward for approvabposals
for the priorities for investment in hospital s&es and detailed plans for a new hospital (eithest new site

or a rebuilt and refurbished hospital on the cursite), by the end of 2014. Work on the Acute f®w
Strategy, led by Health and Social Servicers, loasncenced with key stakeholders across the hospitéd.
will continue throughout 2013 and 2014 in ordesitmultaneously progress the service changes refjinre
Phase 1 and to identify, prioritise and plan fa skrategic investments required from 2015 onwards.

THE VISION FOR THE HOSPITAL

To deliver a new hospital, built to modern standawdthin the next 10 years. The hospital will ¢oae to
be integral to the health and social care systewhvall be supported by that system. The workfontk be
skilled, motivated, modernised and supported bgnd a fit-for-purpose estate — with services depadoin
the right priority order to meet the needs of Idkens.

Integrated working with non-hospital organisatiarsl settings will be supported by clinical leadgrsh
particularly with community settings - for examg developing nurse-led services, consultant-ledeach

services and, potentially, GP-led hospital basedicEs where there is clinical evidence to supploese

models.

Demand for unplanned care will be more approprititeyugh a combination of service and behavioural
changes, facilitated by funding for GP appointmefds key patient groups, triage and streaming
appropriate, minor attendances to a co-locatedebRcs.

Core inpatient services will be prioritised andtairged, in order to support emergency provisionsish,
Islanders will continue to be cared for on-Islanteve this is clinically appropriate, and the ramge
services will expand where this is clinically viabl

Clinical Support Services will remain central te ttielivery of high quality, patient-centred headlec At
least 70% of clinical decisions are made on théshafstest results, and the hospital of the futwilk place
an increasing emphasis on its entire range of dstgnservices to support rapid diagnosis and ass=aH,
treatment and longer term management.

Hospital resources will be used effectively andcefhtly, providing excellent, integrated care nd¢h of
stay will continue to reduce, with discharge plaignimproving and an increase in alternatives tghals
care available to relieve the pressure on beds.

Income for the hospital will be optimised to ensthrat the right balance of publicly-funded and atély-
funded care continues to be delivered.
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WHY THIS HAS BEENPRIORITISED

The hospital is central to a sustainable systerheafith and social care. Modern, state of the aspitel
services and facilities and a ‘new’ hospital areréiore vital, but there is also an urgent needbtiibd
primary and community services to offer alternaiveelieve pressure on the hospital and create that
sustainable system. This will include initiativesmianage long terms conditions such as COPD, dislaetd
coronary heart disease more effectively and intdiate care services to promote independence, reduce
avoidable hospital admission and support safe lyimischarge of patients who no longer need thellef
medical care provided by the acute hospital.

Sustainability and viability of hospital servicestin an integrated health and social care modehés
overarching objective and the outcome to be achievdoth for hospital services and for the heatil a
social care system as a whole.

SERVICE DEVELOPMENTS

Hospital services need to continue to develop énrtext 10 years. In particular, legacy issues arsiness
as usual issues must continue to be addressedtimeet is required in:

The fabric of hospital buildings and the space laié for patient care
Essential infrastructure such as information tetbgoand patient information systems
Staff, new ways of working, structures and orgaiusal change.

2013 —2015

During this period the hospital feasibility studyillwoe progressed. This is due to identify a preddr
solution by 2013, with detailed plans by 2014. &dtlembers will be updated and informed through thi
period, with their views sought in accordance Vv8thtes procedures.

A number of operational service changes are alreadgrway, and strategic investments are requirelde
first Phase (2013 — 15). These service changedraedtments are in addition to the capital investise
outlined in section 5.6.4:

Emergency and unplanned care

Betterintegration in the Emergency Departmentwith GP colleagues, with enhanced triage to assess
patients and direct them to the most appropriagetpioner, which would include a co-located GP
service

Revising theEmergency pathway following a review using ‘lean’ service improvemerinciples

Elective / planned care

Increasedtheatre capacity, including day case theatres — througieweng efficiency and providing
additional theatre space. This includes materhidatre.

Improving the Special Care Baby Unit (SCBU)

Enhanced recovery, whickduces length of stay

Improved inpatient pathways, with a focus partidylan discharge planningand flows
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Continued development in practice, to take advantaf International developments, e.g. through
improvements ittechnology

Forming strongerstrategic partnerships with off-Island providers to improve patient sgfeand
outcomes. This would initially be feenal andoncologyservices, and would facilitate:

Improved communication between consultants and oreat links with clinical teams to ensure
that clinical competence can be maintained to m@eelting clinical guidance and standards
Improved governance arrangements

Access to outcome data to monitor performance antbdstrate quality and effectiveness
Smooth patient transfer and clinical handover

Supporting Community services:

More specialist input into Community services, aegiew of Care of the Elderly provision in the
hospital

Integrated pathways with Community and Primary Gaoviders

The impact on hospital services from the OBC dguelents

Supporting care delivery
- Review ofPathology
- Changes tavorkforce models, including:

changing the medical staffing skill mix, moving tawls Consultant-delivered / led services and
redesigning Middle Grade roles

enhanced role practitioners, nurse prescribing exghanded nursing roles, e.g. direct access
helplines, drug monitoring, assessment clinicigepaeducation and counselling

virtual clinics

visiting Specialists

retaining existing staff, e.g. retraining a spéstaiurse to be an orthodontic therapist

An expanded Emergency Admissions Unit, incorpogasinrgical as well as medical patients, and

increasing the unit’s size

Supporting safe care ardlinical governance and providing evidence for appraisal and revéla
insurance and demonstration of achievement agastestdards and regulatory requirements, by
commencing work on:

Developing a fully functioning Patient Administrati System

Integration with non-hospital systems, particulalg GP Central Server, which may also be used by
FNHC and Hospice), and Community, mental healthsawill care systems

Improved coding

Moving away from paper-based referrals

Multidisciplinary, integrated patient notes andcélenic patient records

Supporting outcomes audits

60



of JeTsey

2016 —2018

Subject to the outcome of States Debate, the ddtplans for hospital services in the period fray@will
continue to be developed with key stakeholders.s&heill be submitted for approval in 2014. Strategi
investments will include:

Point of care testingin Emergency Department and Emergency Assessmahtpdoviding test results

quickly

A model ofambulatory care, including direct GP access to diagnostic andagheutic services

A Clinical Decisions Unit including nurse-led diagnosis and closer workamidp medical colleagues

A Paediatric ambulatory suite

A Cardiac care unit

A wide range of services availalde-Island, to ensure the viability and sustainability of geal surgical

services. This may involve extending the rangero€gdures available to ensure more patients aaette

in Jersey and decreasing the number of transfétslahd
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5.6. CROSSCUTTING WORKSTREAMS

This Report has outlined the challenges facingtheahd social care, and how these challenges will
compound in future years. Through the Green PapeiVghite Paper consultations Islanders demonstrated
their understanding of these challenges and exguled®eir concern regarding sustainability, partidyl
regarding workforce, estates (the ‘new’ hospitatjmary Care and funding.

5.6.1. PRIMARY CARE (PROPOSITIONBII)

Proposition bii) asks States Members to decide lénethey are of opinion to request the Council of
Ministers to co-ordinate the necessary steps bsebdl/ant Ministers to bring forward for approvabposals

to develop a new model of Primary Care, by thea@r2D14. Work on reviewing the model for Primaryr€a
will be led by Health & Social Services, workingsely with Social Security and Treasury & Resources
Work will commence in early 2013, working with ketakeholders. This will continue throughout 2018 an
2014 in order to simultaneously progress the sergltanges required in Phase 1 and to identifyripisie
and plan for the strategic investments requirechf2®15 onwards.

VISION

To maintain people in optimal health and wellbeibgth physical and mental. This will involve health
promotion, health education, vaccination and scenegfor illness. Primary care also acts as a safelgit to
secondary care where appropriate and focuses mrlirdual’s holistic, ongoing needs.

Sustainable Primary Care will involve a signifidgrénhanced workforce, with Primary Care practiéicn
that are at the heart of an individual’s care aakha significant role in integrated care pathways.

Funding mechanisms will support the provision akca out-of-hospital settings, and a high quadisyate,
with robust IT to support reporting and integratadrpatient care.

FEEDBACK FROM CONSULTATION

Islanders continue to be concerned about paymer@Roappointments, particularly for children andge
with long terms conditions (including long term rtedrhealth conditions).

Some respondents were supportive of potential asaimgdelivery of Primary Care, with people statingt
more nurses in GP practices was a good concephwhiould be explored further.

Some Islanders suggested an expansion in ther@®s, including GP clinics in the hospital and enout-

of-hours access. It was suggested this, along etittnges to GP fees, would help to alleviate thegure
on, and inappropriate use of the Emergency Depattme
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REQUIREMENT

Primary Care should be the first point of contactgeople who are ill or believe themselves tolb®ther
than for emergencies. It should be inclusive, anguequal access to people of all ages and soaioatc
class.

The current system of Primary Care must be revieavetideveloped in line with the wider health anciado
care system. The perverse incentives which do oppat desired behaviours (e.g. high use of the
Emergency Department) must be addressed. Abovaet all, essential that the role of Primary Care is
supported and enhanced, that the pace of chamgerext and that Primary Care practitioners (GPactite
Nurses and other Practice staff, Dentists, OptastetPharmacists) are fully involved.

Primary Care must continue to:

Deliver excellent health outcomes

Provide the best possible patient (and carer) expes

Be accessible to all

Be efficient and effective

Work as an integral part of a sustainable modéleafith and social services

Be clinically viable, with sustainable patient vias, delivering high quality care and minimisirgkri

Be financially viable, providing value for moneyrfthe States and for Islanders, with appropriate
financial rewards for staff

Have sustainable funding, with a charging mode itheentivises care and cooperation, optimisessscce
and equality, supports the right behaviours andrsfalue for money

Optimise estate utilisation, with estate thatti$dr purpose and utilised to maximum efficiency

Support workforce utilisation and development, witte right staff and teams providing modern,
accessible care in the right locations

Champion clinical governance, sustaining a culaireafety, learning and transparency

Provide robust data to support decision making assessment of quality — including patient-reported
guality measures

PRIORITY DEVELOPMENTS

By the end of 2012 the Primary Care Governance Tedimbe established. Led by the Primary Care
Medical Director this team will work closely withR& and other Primary Care professionals, building
mature, trusted relationships. By the end of 20@&4Rrimary Care Strategy will have been produced.

More immediately, the team will improve the goveroa of Primary Care, by supporting GPs in
revalidation, appraisal and the ‘Performers Listich improve the visibility over quality and safeaind by
introducing the Quality Improvement Framework (QIMhich provides funding and incentivisation for
certain clinical activities for identified patiegtoups which should be undertaken in a Primary Geatting.
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The Primary Care Strategy is likely to incorporate:

Staff-mix and skill mix - additional non-medicabfftwho can undertake appropriate roles to rel€x8e
time and enable GPs to focus on more specialigdical matters. This can provide improved value for
money and can also help to improve retention, agily of non-GP staff, through providing more
interesting and varied careers with greater oppdstio develop skills

Integrated teams. As services move out of hospidtings and into Community settings, the role of
Primary Care will expand. Primary Care practitieneiill need to be an integral part of a number of
teams, particularly the community multidisciplinaeams

Integrated pathways, agreed across different osgions and professionals to encourage working
together, and reduce duplication

Clinical and professional leadership

The impact of the detailed service plans, includingreater role for GPs in screening, risk stiatifon
and case finding, assessment, care planning, agrezsponsibilities, shared care, monitoring arferral
Training and support, to upskill and provide omgpsupport to Primary Care, and to clarify the new
services, care pathways, systems and processethariRtimary Care role in these. This will include
awareness raising and ongoing support for spexiinditions, e.g. dementia, and increasing skill§an
example, screening and managing long term condition

Improved communication, including newsletters, G &ractice Manager meetings, multi-disciplinary
forums and involvement in multidisciplinary teams

Estates improvements

The use of technology to support care in Primad/@ammunity settings

IT-enabling joint working, e.g. through common a&sseent frameworks and shared patient records, easy
access to test results and integrated care planning

Appropriate long term funding flows and payment armakntivisation mechanisms
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5.6.2. FUNDING (PROPOSITIONBIII)

Proposition biii) asks States Members to decidethdrethey are of opinion to request the Council of
Ministers to co-ordinate the necessary steps byell/ant Ministers to bring forward for approvabposals
for a sustainable funding mechanism for health smclal care, by the end of 2014. Work to review and
develop proposal for sustainable funding mechanisithde led by Treasury & Resources, working clgse
with Social Security and Health & Social Servicesing 2013 and 2014.

FEEDBACK FROMCONSULTATION

The public consultation demonstrated the level rofiety amongst Islanders regarding future fundiag f
health and social care. There remain mixed vievgardng payment for services, means testing and
payment for inappropriate use of services.

In relation to longer-term care, many Islandersresged strong feelings that individuals who, hayagl
into the social security system during their lifiei, should not have to sell their homes in ordguay for
care, particularly in their old age.

Some of the feedback questioned how funding wolol through the system and which service areas and
providers would receive funding. This was oftersedi during discussions with Third Sector orgaroseti
and GPs.

REQUIREMENT

Providing health and social care will inevitablystanore money over the next 20 years. Jersey spends
c£240m on health and social care. c£E170m of this sgent directly by the Health and Social Services
Department, more than £40m by the States SocialrBe®epartment and more than £30m by other groups
and individuals including the payments for GP cdtasions.

Implementing the proposed new system for healthsaihl services will require significant investrhen

both a one-off and recurring basis.

MEDIUM TERM FINANCIAL PLAN 2013- 2015

The proposed new system for health and social wileequire significant additional funding. Bid®if
growth from Health and Social Services have beedenas part of the MTFP. These estimates reflect the
cost of redesigning and reconfiguring key servioe2013 - 15 and are within the forecasts prepasegart

of the Green Paper.

In the following planning periods (2016-2021) fuettbusiness cases, including detailed plans anéhges
will be developed as part of future States MediwamT Financial Plans.
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The proposed service developments underpinninguhding bids have been outlined in this Report.
Following the submission of initial bids to the MFFall Departments were required to reduce theli320
growth by 10% based on the level of funding thas afiordable in 2013:

Reform Health and Social Services £000 £'000 £'000

Healthy Lifestyles (starting with Alcohol) 300 440 530
Children's  Services (starting with Early

Intervention) 620 740 860
Adult Mental Health (starting with IAPT) 340 740 1380
Intermediate Care 1330 2,340 2,890
Long Term Conditions (starting with COPD) 700 1,3401,630
Older Person's Mental Health (starting with

Dementia) 740 1,810 2,440
End of Life Care 400 810 830
Phasing of White Paper Implementation -502

Crosscutting workstreams 590 670 710
Total 4,518 8,890 11,020

Substantial capital investment is also requiredttier ‘new’ hospital (in the order of £300 millior. pre-
feasibility study is underway to establish whetti@s will be a complete refurbishment or a new dbuil
Notwithstanding this, our estate is deterioratimgl @ngoing investment is required to enhance ctirren
facilities in order to maintain patient safety aanfort.

Health and Social Services have made the followidg the Capital Programme:

2013 — £10.6 million

2014 — £6 million

2015 - £3.8 million.

For 2013 to 2015 the Council of Ministers plansaatcommodate the increased Health and Social Service

budget allocations within the total States spendingelope required, therefore no increases in eisaog
taxes are envisaged in Phase 1.
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2012BUSINESSPLAN COMMITMENTS

In 2011 it was evident that some key services viggmg financial pressure. These pressures wergifidel
in the 2012 Business Plan and commitments were rbgdine Council of Ministers, and subsequently
endorsed by the States, to make growth provisiothfese priority areas:

H&SS Growth Commitments from the 2012 Business Plan

2012 2013 2014 2015

£'000 £'000 £'000 £000
Health Growth @ 2% 3,320 3,470 6,920 10,550
Medical Staff Sub Specialisation - 300 610 920
Nursing Establishment - 1,000 2,030 2,080
Nursing Terms and Conditions 800 600 620 630
Total 4,120 5,370 10,180 14,180

In addition to the above, additional funding hasrbacluded in the MTFP for:

Reform Health and Social Services Dept £'000 £'000 £'000
Vehicle Replacement HSS 90 200 300
Health Maintenance (JPH) TSY 630 700 700
HR HSS — 2 additional posts arising from Vent&MD 180 200 200
report

Total 900 1,100 1,200

Health growth. The recurring consequences of existing commitmeainsgs cost inflation and emerging
pressures account for the majority of the 2% grguvtvision, which equates to c£3.4m p.a.

Medical Sub-specialisation. The cost of planned replacement for retiring caiasuil medical staff,
reflecting the difficulty in recruiting generalisésd the need to manage single practitioner spiesialnitial

indications for renal and cancer services estim#itedcost at approximately £2 million p.a. Thisbi&ng

treated as a ‘Business As Usual’ issue and thdfgpoding identified in the 2013/14 cash limitsgether
with the ‘2% growth funding’ will be used to progeethis.

Nursing Establishment.Recent studies indicate a strong correlation betwaursing staffing levels, patient
safety and quality of care. Shorter length of $sestrongly correlated to higher staff levels.

Following a nurse staffing review there has beemdstment in staffing levels across areas of Hesmtith

Social Services, particularly within the Hospitdbwever, staffing levels are still lower than recoended
and additional investment is required. On a daglag-basis staffing is managed by moving staff atdtine

organisation and topping up staffing levels witmp®rary cover provided by nurses either employethen
nurse bank or agency. This is not a sustainablgieoe and in the long term is a relatively expersi
solution.
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Nursing Terms and Conditions.Even after Nursing Pay scales were introduceduiteeent and retention

of appropriate qualified nursing staff remains peofatic. Having a high number of staffing vacancies
creates a significant risk for essential servidevdey and patient safety. During 2011 and 2012imber of
initiatives were introduced to address nursing uidcrent and retention. These include a recruitment
supplement, revisions to pay structure, nurseistafhvestment and recruitment in Older Adults Ment
Health and Infection Control.

In practice the growth bids for the nursing estdbitient and nursing terms and conditions will needet
considered together. There is limited value in uiticry more nurses if we cannot adequately reward a
retain the nurses that we already have. HealthiSaeihl Services are currently negotiating with ¢ratiions
to consider terms, conditions and equal pay fomkgalue. Further updates on progress will be gedito
the States Employment Board for consideration atidraas appropriate.

Reconfiguration of funding for vehicle replacementVehicles currently on the asset register will rwav
replaced by Jersey Fleet Management and leasedaibh-ind Social Services. Additional revenue btidge
is required to cover these new charges.

Planned Property Maintenance Additional base budget is required to providenpkd, preventative and
reactive property maintenance at an appropriatd fev non-hospital buildings.

2 additional posts arising from Verita report. The Verita report recommended the establishméra o
specialist Director of HR and a dedicated Medidaffig Manager in order to improve the controlgiothe
appointment of locum medical staff and their subset management, and the continuing professional
development of permanent staff in the interestgadient safety. In 2011, the posts were fundechbyQSR
restructuring provision. Permanent appointment®meen made which now need to be permanently funded

FUTURE FUNDING PROPOSALS

Work will now continue to develop a long term sussdle funding mechanism for Health and Social
Services by 2014. This work will consider all thearent funding elements, including contributionsd@ao
the Health Insurance Fund, co-payment arrangenagritdhase budget allocations. It will also take aoto
of the proposed Long Term Care Fund and the pavisf contracts with General Practitioners and othe
healthcare providers.

All these elements will be reviewed in order thaggwsals can be developed for a comprehensiveirbptes
method of ensuring sustainable funding to the Healid Social Services Department in the comingsyear
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5.6.3. WORKFORCE

THE VISION FORWORKFORCE

To create a sustainable work environment in whigh diverse workforce is valued, motivated, devetbpe
and rewarded for excellent customer-focused sernansuring States of Jersey becomes an employer of
choice whilst meeting patient/client needs in daative, safe, high quality, cost effective manner.

FEEDBACK FROM CONSULTATION

As noted previously, Islanders expressed strongatifor the service developments outlined in thiite/
Paper, but expressed concern regarding the cuwhafienges in recruitment and retention of nursekthe
ability to recruit the required numbers and skitis the future. Views were also noted about ‘grayvisur
own’ and supporting Islanders, balanced with thedn® secure input from off-Island specialists weher
appropriate.

Alongside some of these reservations there were s@my positive comments and recognition of thdiua
and hard work of staff currently working in headthd social care, particularly at the hospital.

REQUIREMENT

We need:

The right staff, in the right place, with the rigtkills ,doing the right thing, at the right price

Flexible working and skills transferability

An appropriate, fit-for purpose working environmant tools to support modern practice

To attract, develop and retain the right talentgfach role with well planned and executed recruitme

Staff and teams working jointly, with shared pramsand systems such as assessment and care gathway
People to feel valued, motivated and developed

Good opportunities for career progression and amggiersonal / professional development to ensure
interesting and varied careers

Effective support systems, including access tadchile, accommodation and flexible working

A culture of leadership which responds to feedbao#t creates a caring atmosphere not just for slient
but for staff as well
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PRIORITY DEVELOPMENTS

Recruitment

Existing recruitment activities will continue, inaling:

Regular and targeted recruitment campaigns

Return to Practice (RTP) nursing course for argnider whose registration has lapsed

Local adaptation for overseas trained nurses

Local pre-registration nurse training

Planned and phased mix of academic and competesedhup-skilling of the non-registered workforce -
Assistant/Associate Practitioner roles

Partnership working with Education to feed BTEC Keand Social Care students into the non-
registered workforce ahead of applications for registered posts and /or pre-registration nurseitig
Immediate interviews for all registered nursestwigiJersey ahead of relocating with spouse/pastner
HSSD nurses and midwives receiving job alerts fthen'Talentlink’ recruitment system

Relocation Agreement for registered staff

Help with private sector rental deposits and Accadation Team support during relocation

In addition, workforce redesign will support eachtloe service developments as they progress through
detailed planning. This will focus on:

Increased development and use of support/geneific st

Redesigning current roles and developing new ratesways of working

Agreeing new job descriptions and person specifinatfor all new roles

Promoting multidisciplinary working across healtidasocial care

Developing competency frameworks to allow careegpssion and development

Job evaluation

Promoting and attracting more people into a heatith social care career, including the developmkat o
pre-employment program

Improving public awareness

Recruiting staff from a much wider community

Streamlined application and selection processes

Induction and ‘on boarding’ of appointees e.g. stasice with finding accommodation and other social
support

Training and development

Scoping current training resources and identifglmgpotential for expansion

Providing clear information about the funding aahility for skills development and training

An outcomes and appraisals framework for training

Developing appropriate training packages for exgsand staff in new methods of service delivery
Moving towards a competency-based workforce

Exploring the use of a variety of training modelsluding apprenticeships, on the job training akitlss
development
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Considering methods of delivering training in orteminimise the time requirements placed on gtaff
attend training. E.g. web-based training so adtiwican be completed in the workplace, and ‘trhin t
trainer’ concepts and training ‘champions’ to mquickly reach a greater number of staff

Developing a Continued Professional DevelopmentDCrategy, with a framework to help managers
ensure their staff can access training at diffestages of their career development

Clinical staff development, including accreditati@upervision, honorary contracts, clinical netwarikl
governance arrangements

Broadening the availability of training to incluBeimary Care, Third Sector and private sector agilees

Organisation Development

Cultural change: Developing an open and resportsiitare both internally and externally

Developing the workforce: Providing an environmdegdership and support at all levels to enablié sta
to achieve their potential and to gain the skilisl @onfidence to contribute fully to planning, deliy,
evaluation and service improvement

Effective Team working: Developing teams, team virgkand shared leadership

Maximising technical and knowledge management: @ginmaximum benefit from the use of
appropriate technology to enable improvement achg

Developing Business Skills: Equipping managers iith skills to use information effectively and to
develop their awareness of financial, quality, askl stakeholder issues

Strengthening our customer/client focus: Involvthg community and workforce and build a culture of
social partnership and accountability
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5.6.4. ESTATES ANDFACILITIES
VISION

A more sustainable, ‘fit for purpose’ estate.

The delivery of the estates strategy will require extensive programme of capital projects in oraer
provide buildings that support modern working pi@Et. The programme will be delivered with the aifn
minimising disruption and ensuring service contiywui

FEEDBACK FROM CONSULTATION

Islanders recognised the critical need to invesestates and strongly supported the need for a’‘new
hospital.

REQUIREMENT

Buildings and facilities from which health and siccare is delivered require investment. Many have
significant issues with backlog maintenance duehtonic historical underinvestment — some havetbdzk
closed for complete refurbishment. Many of our otbeildings are also no longer fit-for-purpose and
require significant upgrade or replacement and mggmaintenance.

The hospital requires refurbishment, redesign bouitd in the next decade. Notwithstanding this, ynareas
within the hospital require improvement now, in @rdo continue providing care that is safe and high
quality.

There are a number of particular challenges whaeditfes and space allocations fall well below reod
standards:

Space allocation in the hospital wards, which isuathalf of what would now be expected for the nemb
of beds

Facilities for children’s services within the hasgpi where the inpatient ward has significant peofd in
terms of space

Current facilities for outpatients and ambulatoayecare limited. The current design does not premot
efficient, effective care and treatment of patients does it support privacy and dignity

Operating theatres are below required standardsrins of space for modern equipment and clinical
practice and there is insufficient capacity ovet@ineet anticipated demand

SCBU, maternity (in particular the delivery suitepdoscopy and the facilities for private patiestsl
medical education are also in urgent need of uggrad

Some residential homes for children are in nee@fofbishment

The Limes and Sandybrook, Health and Social sesvwige continuing care homes, were built in the
1980s to a very high standard but have not beemlished since

Clinique Pinel provided 17 beds for the assessmtesditment and respite for people suffering from
organic mental health problems (the dementias) @edA Ward and 17 beds for the assessment and
treatment of functional mental health problems (dspion, psychosis and anxiety etc) in Cedar Ward.

72



States &=

of JeTsey

Cliniqgue Pinel also provided a further 10 beds paople who have had long term mental health
conditions and are unable to cope with residectisé away from a hospital setting in Lavender WHrd.
is in urgent need of complete refurbishment, argdldegen closed to enable this to happen

Adult care homes for individuals with special neestyuire refurbishment and upgrade

Facilities at Overdale need to be reviewed

The ongoing development and management of the Umrgn Capital Plan (LTCP) is a key financial
planning tool for the States of Jersey. It aimgnsure that capital expenditure is approved ansetet in
an optimum way, prioritised towards the deliverykefy Strategic Aims, at the appropriate time, bazed
best available information and delivering best galtom constrained States financial resourceslidiva
funding solutions to be developed and implementesl¢o-ordinated and timely basis.

The LTCP covers the period 2012-2032.

PRIORITY DEVELOPMENTS

The Long Term Capital Plan includes:

A ‘new’ hospital
Infection Control — revising the layout of sevenards within the Hospital
The Limes Upgrade. This project will replace alidis, wall and ceiling finishes in all bedroomspwhr
rooms, corridors and communal areas. In additibleret will be three new assisted bathrooms, a
modernisation of sluice rooms and a complete re@¢ion of the building inside and out
Clinique Pinel. This project will ensure that theilding is fully compliant with fire regulations,
environmentally compliant with Infection Control €@mmendations and will address issues of patient
dignity and safety
Maternity Theatre and SCBU. The current obsteh@atre in the maternity unit is too small for pueese
of infection control and maintaining privacy andjity. There is no suitable area to designatedging
up instruments and no recovery area
Upgrade of Main Theatres. The work includes reigoming and refurbishing theatres, replacemenirof a
handling plant and reception area for patientssiangery and centralising and expanding the storage
space available for main theatres
Adult Care Homes. Redevelopment of Special Neetlbti@s to deliver:
Fit for purpose homes for life for people with sigrant and complex needs
Appropriate day services for people with learnimgpdilities, integrated in to the community
Appropriate day services for people on the autsiectrum
Appropriate residential setting for specialist asseent and treatment
Overdale redevelopment. An initial concept paper tfte redevelopment of Overdale considers the
opportunity of constructing a new facility for tipeovision of mental health services. This initiabrk
will be updated and a feasibility study will proeich review of the desired service provision and the
suitability of the Overdale site
Redevelopment of Children’s Homes - to developfdit purpose homes for children who require
residential care, including the acquisition andealepment of a new home; the provision of suitable
accommodation for children with complex and chajlag behaviours who would otherwise be placed in
UK specialist placements; and the development afitshreak facilities, including day service and
residential services
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Intermediate Care - the establishment of an intedrintermediate Care Centre which will serve a&s th
base for the new service
Sandybrook refurbishment. Sandybrook provides esdidl nursing care for older people who have been
assessed as needing continuing care. It currerakjiges 28 beds and is adjacent to the Sandybragk d
centre. It has not been refurbished since it wastcocted in 1999
Ambulance Station. In the 2013 - 2015 period ailiéléty study will determine whether to co-locatkub
light services on one site. The project to relotaéeAmbulance Station is planned to commence 620
but is subject to the relocation of the police #meloutcome of the review of blue light services
General Replacement Assets. Example replacemestsdes the period 2013 to 2015 include:

- CCU Monitoring System and Telemetry

- Echocardiography equipment

- X Ray Equipment in a number of wards

- Gastroscopes

- Ultrasound machines

- Digital Image Reader

- MRI Scanner
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5.6.5. TECHNOLOGY
VISION

An IT infrastructure which enables timely instalbet, testing and implementation of new technologigwe
application architecture is flexible and responsind enables rapid implementation of changes titthaad
social care processes

REQUIREMENT

By 2021 we need:

Comprehensive, robust information systems in pgaress health and social care services

An appropriate level of integration and sharinglafa across services

Data which is stored efficiently and securely

The Citizens Portal, providing high quality inforiea for professionals and patients / service usgers
carers

Innovative technologies, such as telehealth, warehembedded in the care delivery infrastructure

PRIORITY DEVELOPMENTS

Continued development of the hospital ICR systessupport the development of strategic partnerships
and the hospital services work stream

A comprehensive information system(s) for commub#éged services

Integration and sharing of data across primaryorsgary, tertiary and community care settings

The introduction and support of new technologies

A Citizens portal, providing advice, guidance amtdess to key information on care pathways etc for
specific issues and conditions

Condition Registers and an End of Life register
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5.6.6. DATA AND INFORMATICS
VISION

A more integrated, functional information systemiathlinks the key elements of service provision and
produces high quality data and information foriclih, operational and strategic purposes.

REQUIREMENT

Knowledge, skills and tools need to be further tigved in order to enable information to be colld¢cte
managed, used and shared to support the deliveryealth and social care and promote health and
wellbeing. Further support is required for strategnd management level planning and decision making
including providing evidence on the progress angkiot of changes and evidence to support clinicalityu

PRIORITY DEVELOPMENTS

An Informatics team is urgently required. The teaith

Provide skills, advice and guidance on the anglysjgorting, and presentation of local data
Agree and produce core indicators, datasets, dastfqrofiles and analyses

Support the development of the Jersey Strategid®Assessment

Support the development of the Citizens Portal

Establish processes and procedures to monitoramgtwith providers and strategic partners bothllgpc
and off-Island

Support the development and use of key registach, as an End of Life Register

Develop benchmarking across health and socialsskéces

Embed information management into the organisation

Improve data quality across all data sources

Support the development of Service Line Reporting

76



States &
of JeTsey

5.6.7. COMMISSIONING

VISION

To secure the best health and social care outctomésanders, based on population need, as traasiato
strategy. This will include supporting a range aiypders, including the Third Sector, and underdiag the
evidence base for service delivery. Processesh&iliransparent and fair, and Islanders will hawibility
over outcomes and value for money.

REQUIREMENT

Commissioning helps to ensure that:

high quality, consistent outcomes are achieved

services are value for money

decisions are based on information, evidence astdgdvactice

stakeholders (including Primary Care, Third Secitealth and Social Services providers and patients
service users / carers) are engaged

processes are fair and transparent, and provid@litysover the services that are delivered

In order to deliver effective Commissioning, thédwing are required:

clear leadership

an agreed vision for the shape of the system

effective governance

an understanding of the commissioning cycle

clarity about the difference between the commisamand provider functions at all levels, with astd
understanding of responsibilities and expectations

an understanding of the elements of system balamdeustainability

systems that enable change

a commitment to provider development

PRIORITY DEVELOPMENTS

Agreeing the vision and strategic direction. Thisnmenced with the ‘Strategic Roadmap’ work in 2010,
and has developed through the Green Paper and WRégiter, culminating in this Report

Integrating strategic planning and performance mooimig — making it link and making it meaningful
Integrating system redesign and delivery — one namogne of change, including the changes outlined
herein, the Comprehensive Spending Review andettsey Lean System (JLS)

Commissioning based on needs — based on the Jetrsgggic Needs Assessment (JSNA), improved data
collection and condition registers

Specifying requirements. This will be developedtigh the detailed planning for the services corthin

in this Report. It will be undertaken jointly wittakeholders, including Third Sector and PrimaryeCa
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Increasing visibility over existing service prowsi including agreeing Service Level Agreements /
contracts and outcome measures / metrics — whidhinglude patient-reported outcomes and staff
satisfaction

Listening to Islanders and involving them in seevitanning

Working closely with the Third Sector and Primarar€ to support their capability and ensure
organisations understand and are able to respondeto opportunities. Developing a partnership
approach, with longer term, trusted relationships.
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5.6.8. LEGISLATION AND PoLICY
VISION

Legislation and policy will be developed to enabféective, efficient and responsive health and aoci
services — both for an ageing society and for aegpavhich is primarily focused upon prevention and
wellbeing as opposed to a reactive ‘sickness’ motiehre.

Children, those with special needs, the elderly mmapacitated will have their rights and best riests
enshrined in legislation and policy, protecting ickoand the ability of individuals to retain contad their
care. Legislation and policy will also provide dpraround how the States of Jersey can protedvithahls
and make appropriate decisions on their behalfldhbis be required.

Care providers will be regulated and incentivigltpugh set standards and regular assessmentpum@r
an ever increasing quality of care. The public Wil assured that the care they receive is apptepoaa
high standard and provided by care professionalshitive adequate training and the right skills.

Overall, legislation and policy will encourage tpeblic to be proactive in their own care and take
responsibility for their own health and wellbeingthin a system that seeks to ensure high quality an
efficient services.

REQUIREMENT

The new model of health and social services musen@bled by specific legislative focus and support.
Cohesive planning across States Departments idre€lgun order to ensure that the approach taken by
Health and Social Services is considered and linkadth the States Strategic Plan.

PRIORITY DEVELOPMENTS

The development of legislation and policy will be angoing process. Health and Social Services will
continue to inform, assist and shape the developmkrelevant legislation and policy. The progreds
legislation and policy will be dictated by the &&bf Jersey and other stakeholders:

Medical Practitioners (Registration) (General Psans) Order Order to be made in 2012
Medical Practitioners (Registration) (Responsibféo8r) Order Order to be made in 2012
Health Insurance (Performers List) Regulations @daolged in 2012
Mental Health Law, including Mental Capacity Prajeutiation Q3 2012
Regulation of Care Law To be lodged in 2013
Health Insurance Law Orders to be made in 2013
Long Term Care Law Orders to be made in 2014
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6. ROBUST GOVERNANCE

The proposed new way forwards for health and saecied is a whole system transformation programtse. |
scale is unprecedented, but the changes are wrgeqtiired. As such, Health and Social Servicesadtey
priority within the States Strategic Plan.

The new system must be sequenced into a managesaide of projects, and the entire programme maist b
professionally managed.

Governance for this work will be consistent witle tipovernance arrangements for the States Stra®éayic
Oversight at Ministerial and at Corporate Diredarel is essential; roles and responsibilities ningstlear
and the changes must be clinically-led.

Robust programme management has been employed\sineenber 2010, providing:

Strong and visible leadership from the Minister #mel Chief Executive of Health and Social Services
Input from key Ministers on strategic direction

Ownership from Health and Social Services Corpdeatectors and other key individuals

Visibility over progress, risks and issues

A forum for discussion and support with Treasumyci8l Security and clinical representation

Clear responsibility for identifying service chasge

Wide engagement in devising service changes, Witfcal, professional and Third Sector input
Specific professional finance input to ensure agdioms and calculations are robust

Ongoing monitoring and a focus on risks to ensheework progresses to time and produces quality
outputs
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Key: ISEWLERTLSIEENS

Cross-cutting

Management function

Governance function

The governance of the implementation will buildtbe structure and processes used in the developshent
the Green Paper and White Paper. The Director stefy Redesign and Delivery will provide oversighd a
will report to Health and Social Services’ Chiefdextive. The Steering Group, Ministerial OversiGnoup
(MOG), and ultimately the Council of Ministers wilontinue to provide the programme governance
function; testing, challenging and ensuring thatphogramme delivers in line with plans.

Robust processes will be followed for the productmf detailed plans and business cases and for the
management of this complex programme of change.
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Ministerial Oversight Group (MOG)

The MOG is chaired by the Chief Minister with paigl membership including the Ministers for Heafth
Social Services, Social Security and Treasury & oReses. Officers in attendance include the Chief
Executive of the Chief Minister's Department, theaSurer, a representative of the Comité des Cablest
the Chief Officer of the Social Security Departmehée Assistant Ministers for Health & Social Sees and
Treasury & Resources and the Health & Social Sesvichief Executive. During the implementation, MOG
will continue to meet once every quarter to provide

High level challenge against the States’ StratBtpn

Consideration of the wider implications of changelepartments other than Health and Social Services
A view on the system redesign and delivery workhimitlersey’s political cycles

Facilitation of cross-Departmental work in suppairthe transformation programme

Steering Group

The Steering Group comprises Health and Sociali@&=3\Chief Executive and Corporate Directors, Maldic
Directors for the hospital, Community & Social sees and Primary Care, the Treasurer of the Statds
Chief Officer, Social Security.

Steering Group will continue to meet regularly. T3teering Group will receive a progress reporksrignd
issues and variance from plans - this reportinglvélby exception.

Every six months an extended Steering Group wilhelel to review and reassessment the enablersoand t
identify lessons from the past 6 months

Steering Group members will act as champions fer distem redesign and delivery work, liaising and
communicating within their own Department and pssfenal group and feeding back information and
opinion.

Programme Management Office (PMO) function
The PMO will provide effective planning, co-ordiimat and monitoring / reporting, to monitor progresesl
risks and to co-ordinate communication and engagenihis will be led by the Director of System

Redesign and Delivery, and will incorporate Commisisig staff, Programme Managers and a nominated
communications link person.
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SROs and their teams will remain responsible for:

Progressing the actions identified in their Ser¥éarkstreams and/or Crosscutting Workstreams
Progressing the detailed service planning, devetpphe Outline Business Cases into Full Business
Cases, which will act as service specificationsmmissioning plans and implementation plans
Communicating with their areas of responsibilitythathe individuals and organisations on their Wiagk
Group and with other relevant internal and extestakeholders

Liaising with their fellow SROs to ensure that ntkependencies are identified, managed and de-
conflicted

Ensuring that the voice of patients and carersctvely sought in the planning and implementation
processes, and coordinating

Managing risks and issues

Submitting regular progress updates, risks ancessa the PMO function for inclusion in the weekly
report

Reporting through the Director of System Redesiyth Belivery to Corporate Directors the Programme
SRO and Steering Group.
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7. CONCLUSIONS

Community services must be enhanced and expandeddiately in order to provide care for the incregsi
older adult population and to relieve pressure lo@ hospital. The hospital is already operating rat a
occupancy level which is above best practice; ising this further will impact on patient safetydauill
quickly lead to increases in waiting lists and apiens being cancelled.

If the pressure on hospital services is not retietiee hospital will become an emergency-only facill his
will then undermine its ability to function as adpital. Staff morale will decrease and retentioh @ even
more difficult; vacancies will increase as cara@rrdersey become increasingly less attractive.

Stigma associated with mental health will increasiekness levels and incapacity benefit claims will
increase. This will impact across States Department

More children will need to be cared for in residansettings, and children with behavioural probdewill
not be identified and treated early. This will imp#or the rest of their lives, and will reduce ithability to
lead productive, satisfying lives — including beialgle to work, form relationships and be good paren
themselves.

If changes to health and social care are not intred in the next 3 years, there is a real podsittiat
funding will not be sufficient to provide the rangé services that Islanders deserve. This will mteat
either services will need to be rationed or closaxiation will need to increase, Islanders will baw pay for
services as they use them or mandatory healthansarwill be required. None of these options wil b
palatable for Islanders — especially those who haaid tax and social security contributions thelole
lives.

The Council of Ministers has concluded that Jersmsds to:

implement the redesign of health and social carécgs in Jersey by 2021 as outlined in this Report
and
develop, by 2014:
- proposals to develop a new model of Primary Care
- proposals for the priorities for investment in hiapservices and detailed plans for a new hospital
(either on a new site or a rebuilt and refurbishesbpital on the current site)
- proposals for a sustainable funding mechanismdaith and social care

Service redesign on this scale has never befone eposed by a States of Jersey Department. dtso#
unique opportunity to offer Islanders a world cléeslth and social care system for the future, kligc
accessible, affordable and appropriate, but, abflysafe.
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8. THE NEXT STEPS

Detailed planning will continue for the remainddr2012. This will be achieved through working grsup
and workshops, to ensure wide stakeholder engadgeamehinvolvement, including Third Sector, clinical
and professional staff, GPs, HR and Finance experts

Amendments and feedback from this Report and theexjuent States Debate will be incorporated irgo th
detailed plans, and into adjusting and adaptingptbgramme as a whole.

Full Business Cases / implementation plans willppeduced by December 2012, in order to support the
commissioning of new services in early 2013, wiseropriate.

Communication and engagement will be prioritised?@13. It is imperative that stakeholders, inclgdin
Primary Care and Third Sector, are fully engageis. &lso imperative that the views of Islandees sought
and considered as services are developed, andaslservices are delivered. The views of staff ése a
important, as these will help to identify any issueith morale which may impact service delivery and
retention.

During 2013 and 2014 the system plans for Phas2026(— 18) will start to be considered. In partécul
three major elements must be progressed, in ocdeéhé changes to be prioritised in Phase 2 anti¢héh
and social care system to remain sustainable:

Primary Care. A Primary Care Strategy will be produced. Thidl wonsider the sustainability of
Primary Care within the new health and social sgtem. It will be produced jointly with Primary @a
practitioners, in order to ensure the impacts andtended consequences are fully considered.

Hospital services The feasibility study for the ‘new’ hospital wite progressed through 2013 and 14.
Sustainable funding Proposals for a sustainable funding mechanisnhéaith and social care will be
produced, with Treasury & Resources working closet Social Security and Health & Social Services.
This will consider a range of existing and propo$aire funding mechanisms, including the Health
Insurance Fund, and Long Term Care Benefit.
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9. FINANCIAL AND MANPOWER IMPLICATIONS
9.1. FINANCIAL IMPLICATIONS

The changes contained within this report will regua recurrent increase in funding, by 2015, ofr dilm
p.a, as identified in the Medium Term FinancialrP[@his is in addition to the additional £14m pyeowth
monies, also identified in the Medium Term FinahBin.

Further additional investment in the period 201@2@ill be required to implement the work streams
described in this document. This was estimatedaaisgh the development of the Green and White Raper
and is illustrated in the graph below.
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5 Projected costs of implementation in Phases 2 and 3
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Source: Green Paper Technical Document and OWlisiness Cases, figures shown at 2012 prices

Further business cases including detailed planscastings will be developed as part of future State
Medium Term Financial Plans.

Substantial capital investment is also requirethi hospital (in the order of £300 million), and father
essential capital schemes. Health and Social Seyvare making the following bids in the Capital

Programme for phase 1; £10.6 million in 2013, £8iom in 2014 and £3.8 million in 2015.

The Council of Ministers plans to accommodate tleeaased Health and Social Services budget altocsati
within the total States spending envelope, theesfarincreases in charges or taxes are envisagéuhse 1.

By the end of 2014, proposals for sustainable fumdior health and social services will have beerpced.
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9.2. MANPOWERIMPLICATIONS

The proposed new system for health and social camgrises a set of service developments, invessment
and enhancements. These are required in ordetivemdeealth and social care in a sustainable, safe and
to meet the increasing demands in the next 10 years

OBCs have been produced for the proposed chandeisaise 1 (2013 — 15). Indicatively, these will iegju
in the region of an additional 134 fte by DecemP@15. These figures have been included in the Mediu
Term Financial Plan, and include staff of all gmdand types, including additional staff working hint
Third Sector organisations.
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