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The Ministers for Health and Social Services andasury and Resources welcome
the Panel’'s constructive review of the redesigrHeglth and Social Services. The
Ministers would like to extend their thanks to tBerutiny Panel, and Scrutiny
Officers, for all their work. It is recognised thaeir approach has been thorough and
wide-ranging in the period since the States’ applra¥ P.82/2012 (Health and Social
Services: A New Way Forward) on 23rd October 2012.

FINDINGS

Findings Comments

The Peer Review commissione®.R.7/2012 made 33 Findings. Oof the
by the Ministerial Oversight Group21 Recommendations, 12 were accepted, 8 were
made 11 Recommendations |imoted, and one was rejected. In produging

total, many of which mirror thg
Scrutiny Panel's Findings arn
Recommendations contained in
“Health White Paper” repor
(S.R.7/2012).

2 S.R.10/2014, the Scrutiny Panel requested a bgie

drom the Ministerial Oversight Group (MOG
itk xpert Panel, but did not request a briefing frtve
t Departments regarding their response.
Departments accepted most of the MOG EXx
Panel's findings and recommendations, but reje
or questioned other findings: the Departments w(
have valued the opportunity to discuss this with
Panel prior to S.R.10/2014 being produced.

Four recommendation themes are similar
S.R.7/2012 and the MOG Expert Panel report —

Data to monitor the impact of P.82/20
investments (S.R.7/2012, Finding
Recommendations 1, 5, 16 and 17; MOG EXx
Panel, Recommendation 4). The MOG Exf
Panel report recognised thdthis is being
addressed especially around the performar
of the health and social care system and t

fin
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health profiling of the population”
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e Prioritising a sustainable funding mechanism
(5.R.7/2012, Recommendations 2 and 18; MOG
Expert Panel, Recommendation 8). This is being
progressed by the Treasury and Resources
Department.

e Involvement of G.P.s in planning for prim
care and community services (S.R.7/2012,
Recommendation 8; MOG Expert Panel,
Recommendation 3). The MOG Expert Panel
specifically commended the stakeholder
engagement and noted that tfeonsultation
process was inclusive and thorough”.

¢ Understanding the impact of any proposed
charges in A&E on patients (S.R.7/2012,
Recommendation 6; MOG Expert Panel,
Recommendation 11). It should be noted that, at
present, there are no proposed charges in A&E.

Many of the findings from the MOG Expert Panel
Report and S.R.7/2012 are also consistent —

e« The MOG Expert Panel recommendations
strongly supported the health and social
transformation programme, as outlined
P.82/2012F The Panel was clear that the case
for change was made and the selection of a
new model for health and social care was the
right one.” Recommendation 1 staté¥hat the
States continue with a new model of health apd
social care. The original KPMG analysis that
produced these options was robust and the
consultation taken since has confirmed that
there is widespread support for pursuing this
new model”.This is consistent witls.R.7/2012
Finding 3.

e The 2reports agree on the size of funding
required: S.R.7/2012, Finding 1 notes tlidhe
proposals contained in the Report and
Proposition: “Health and Social Services:
New Way Forward” require significan
additional funding.”; the MOG Expert Panel
note that: The scale of the increase i
resources required is difficult to forecast
accurately, but the Panel was clear that |it
would be substantial from whichever
perspective it was viewéd

* S.R.7/2012 also noted challenges regarding |.T.,
which the MOG Expert Panel report identified|.

In a number of notable areas, the MOG Expert Panel
reported positively on themes that had been
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identified in the findings or recommendations from
S.R.7/2012 -

e The MOG Expert panel report specifically
commended the stakeholder engagement
(S.R.7/2012, Finding 2, Recommendationg 10
and 15) and noted that thé&consultation
process was inclusive and thoroughThey
also recognised thdtConsultation is not about
ensuring everyone gets what they want but the
process served to engage stakeholders and help
build alignment, establish consensus and
mitigate potential problems in the future”.

« In relation to primary care system changes
(S.R.7/2012, Findings5 and 31, nd
Recommendation 19), the MOG Expert Panel
findings noted that'the mixed economy model
of provision is the best building block far
system reform. The perverse incentives
currently operating must be tackled as they
present real barriers to system reform”.

The MOG Expert Panel identified a number | of
strengths and positive aspects of the health |and
social care transformation programme, including its
focus on system change and progression towards a
single-patient record. It stated strong supporté&or
new hospital, on dual sites, and noted that thardut
hospital programme must be delivered more quickly.
“This scheme and the associated system reforms
make a major statement to the people in Jersey and
those outside about the nature and importance|of
the health agenda in this jurisdiction’s future. Tk
should not be underestimated”

The MOG Expert Panel report strongly suppornted
the transformational change programme, but npted
the size of the challenge and the capacity for gaan
management. The report concluded thawe
believe system integration is the right approach
and applaud the efforts to build support amongst
all stakeholders; and Recommendation 2 states:
“That the management capacity driving system
reform should be considered and supplemented
where necessary by encouraging greater
involvement from clinicians, interim or external
support. Resourcing this work properly must be a
priority”.
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The Peer Review commission
by the Ministerial Oversigh
Group, were not provided wit
W.S. Atkins’  full report, its

edhe MOG Expert Panel was provided with
t significant amount of information, both written a
hthrough presentations and discussion. The orig
KPMG report was just one document in a suite

addendum or the additional studieslmost 30 documents that were provided to

undertaken by W.S. Atkins. Th
review seemed to focus on earl
work undertaken by KPMG
2011.

ePanel.

&iven the nature of the review and the ti
Navailable, the Department considered that a delt
briefing on the future hospital project and outco
of the Strategic Outline Case was more approp
than provision of these detailed reports.

The MOG Expert Panel received a detailed brief
with questioning and challenge which lasted fg
full afternoon. The Panel were given the opporiu
to request additional documentation but did not
so.
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The original intention was t
provide mental health facilities
the Overdale Hospital site. Th
dual site hospital proposal h
impacted on this vision, and &
alternative facility will need to b
identified as part of the Ment;
Health Review.

DNo decisions have yet been taken regarding
afuture location of mental health services. Therg 1
éde advantages to co-location of mental he
aservices with ambulatory care services,

iitherefore discussions have taken place with
efuture  hospital technical advisers regard
alreviewing whether co-location of urgently requir
mental health services at Overdale is advisable.

the
na
alth
and
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ed

The Council of Ministers agreeg
that proposals for the new moqg
of primary care should b
delivered by the end of Septemk
2014 in order to align them wit
the related proposals  fc

sustainable funding of health and,

social services. However, th
Panel has found that the ne
model of primary care will not b
delivered by the end of Septemk
2014 and a new date
completion has been proposed
April 2015.

dSustainable primary care is critical to the delwvefr
ghealth and social care. Identifying the right mog
ewith key stakeholders, is critically important a
anust not be rushed.

hDuring 2013, an expert partner was sought to a
in this. However, through ongoing discussions
"humber of stakeholders felt that this was not
&ight solution. The procurement process was
*topped, and the project was re-focused

ervices Department.
DI,

%,
for sustainable primary care into the future. Al

consultation on a White Paper is planned for
2015.

lel
nd

5Sist
, a
the
hen
ith

Pleadership from within the Health and Sodial

he project has therefore been delayed; however,
ey stakeholders are fully involved and committed,
and are working enthusiastically and very posiivel
with the Department to design and develop options

une

The development of the prima

care service model h4
experienced some  significa
difficulties, and yet the

configuration and delivery o

r'yThe configuration and delivery of hospital servig
ihas a significant dependency on a range of he
nand social care services, not just primary cares
» has been clearly identified in the future hosp

tes
ralth
Th
ital
ork

fplanning work, and the team leading that w

S.
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hospital services has a significa
dependency on the nature ancare project and P.82/2012 service development

implementation of that model.

intontinues to work with colleagues in the primary
s, to

understand and to work through the impacts.

The health and social care reform programme
which sustainable primary care is just one pamsa
to ensure Islanders are cared for in their own s
wherever possible. The benefits and impacts of
will continue to be modelled and monitored. The

‘out-of-hospital’ system development has one of the
most significant impacts on the future hospitaleTh

Out of Hospital system is not fully dependent on a
new model of primary care, and has already heen
introduced as a pilot project, with further

development this year. The model for sustainable
primary care is also being developed this year; key
leaders from the future hospital project are inedly
in this, and vice versa to ensure the model
developments progress iteratively and with a gpod
understanding of the respective plans and cross-
project impacts.

, of
)
me

this

Achieving the Health Whité
Paper's objectives requires
integrated approach to plannit
and developing services across |
whole system of health and soc
care. The Panel has found liti
evidence that a whole syste
approach has been undertak
This is concerning to the Pan
because if one work-stream
developed without cognisance
the other, the successful delive
of the redesign programme is ¢
at risk.

has
to
on
and
act
AS

» The health and social care reform programme
ataken a system-wide, integrated approach
ngplanning and developing services from its incept
thEhis is important because challenges

alevelopments in one part of the system img
lsignificantly on all other parts of the system.
npresented in the Green Pape€afting for each
eother, Caring for ourselvesh 2011, the health an
ebocial care system faces a number of signific
ighallenges, including the demands placed on
ohospital. The analysis demonstrated that, if
rghanges were made, the hospital would quickly
ubut of beds. It also identified some gaps
community services. For these 2reasons
investment in community services was prioritised,

whilst the future hospital planning work was being

progressed. But it was also important to ensure tha
the programme of service changes is manageable
and realistic; changing every part of the system
simultaneously is not possible.

d
cant
the
no
run
in
the

In terms of encouraging the whole system to work
together, and planning across the whole system

A system-wide ‘U:collaborate’ event was held at the

programme’s inception, where stakeholders shared
thoughts and ideas and these were integrated to
consider the system impact.

Each of the Outline Business Cases and each af the
detailed plans have been developed with a range of

stakeholders from across the system (including
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community staff, G.P.s, voluntary sector, hospital)
This helps to ensure that each part of the systes
its say’, and is able to challenge each of thegptan
the impact that it will have on their professiosain
or organisation and on their part of the system.

The Transition Plan Steering Group has met
monthly since December 2010. It comprises
representatives from across the health and spcial
care system, including G.P.s and voluntary sector,
whose role is to challenge the emerging plans fagm
system-wide perspective. The investment priorities,
the Green Paper, White Paper and P.82/2012 were
agreed by the Steering Group.

The Health and Social Services Ministerial Advisory
Panel (HASSMAP) challenged each of the plans.
This group comprises independent experts from
social care, children’s services, mental health,
hospital and primary care.

Each of the major projects has its own steefing
group or development board; these report into|the
Transition Plan Steering Group or directly into the
Ministerial Oversight Group. Key individuals from
the System Redesign and Delivery Team participate
fully in these groups to ensure cross-fertilisationl
integration between the different work programmes.

The Panel’s previous review of th@'he Health and Social Services Department |has
Health White Paper found in 2012nade good progress on the L.T. issues identified in
that the current I.T. system was nds.R.7/2012. The Department considered a wide
integrated between primary andange of issues and produced an Informatics

secondary care and was a probl
which required urgent resolutio

o
as

eBtrategy, which was provided to the Panel as @
ntheir review. The draft Informatics Strategy

The Panel has found that this issusgreed in January 2013 and is now being delivered.

is still outstanding.

Ongoing delivery is subject to ongoing funding.

The Panel's reports make specific comment|on
integration between primary and secondary care
systems. It is important to recognise
achievements to date and to note that the

be sensible or feasible to attempt to integrat
establish links with a system that is not yet iacgl.

or

ordering and delivery system for pathology
radiology tests.
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Initial discussions have taken place regarding |

the primary care and hospital systems may
linked, and work has commenced on a business
for this.

The Department is also establishing a system-y

oW
be
case

vide

health and social care informatics group to further

progress I.T. integration.

Informatics and technology a
essential to deliver and monitor t
service changes and transformat
described in the Health Whit
Paper. The Minister for Health af
Social Services acknowledged t
lack of historical data, and made
commitment in 2012 that wor
would be undertaken to addre
this issue. The Panel has found t
little progress has been made
this area, which is disappointin
particularly when the need fg
improved information systems wz:
identified as far back as the 1990

K

n
i

€The Department has made significant improvem
hand advances
amanagement over the past 3 years.

?Iijn particular, the implementation of the ICR praj
I
he

SS

g
g
L]
AS
S.

P

in information technology &

elivered —

8 A replacement hospital administration syst
(Trakcare), ranked as one of the best in
world.

at
n

A new child health system, enabling Jersey
excel in protecting our children agairn
infectious diseases.

Modern radiology systems across the hosj
introducing electronic storage and retrieval
X-rays and scans.

Integration between Trakcare and other hosy
systems.

A foundation, based on a world leading syst¢
that is key to enabling the further developme
and improvements to be delivered.

In addition to, and following, the main projecthet
significant achievements in this area include —

The Informatics Strategy was agreed in Jant
2013, and is now being delivered.

Implementation of electronic ordering
pathology and radiology tests throughout
hospital.

Introduction of SMS text messaging remind
for appointments.

Implementation of case management systerm
mental health services.

Implementation of long-term care assessn
system to enable the introduction of Long-Te
Care Benefit.

Supporting and enabling the CAB to deve
and implement the Jersey Online Directory.

Implementation of bowel-screening system.

onts
ind

D

em
the

to
st

ital
of

ital

m,
nts

lary

of
the

Implementation of endoscopy reporting syste

m.
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In addition, a number of information-based proje
are currently underway; these include —

This demonstrates a significant improvement
advancement in information systems over req
years, and illustrates a significant current i
ongoing programme of work. It is important
recognise that, as with healthcare itself, therani
almost infinite demand for information a{id

Agreed arrangements with Hospice to fund
implementation of a Hospice-based systemn
integrate with the hospital and other systems,

Supporting FNHC to implement a don
management system.

Implementation of traceability system in den
services.

Implementation of environmental health syste

Upgrade of ambulance and patient trans
systems, including the addition of tetra locat
services.

Upgrade and integration of the clinig
investigation system.

The development of an Island-wide health :
social care informatics group.

The establishment of a Standard Data Set ad

the
to

or

tal

m.

ort

on

al

cts

and

ross

HSSD, enabling benchmarking internally and

against UK hospitals.

The development of business cases to sug
the next major systems developments —

0 E-prescribing
0 Community Information System

o Primary care/secondary care integrati
and interfacing

0 Hospital Electronic Patient Record.

The replacement and update of radiology sys
hardware and software.

The implementation of a ‘medical desktd
solution across the Department, supporting
use of mobile devices.

A Post-Implementation Review of Trakcare 3
Order Communications.

Implementation of a system to support
Jersey Talking Therapies service.

port

tem

p1
the

nd
he

and
cent
and
to

D

information systems. These demands have t
prioritised and managed to deliver the best possibl

be

Page -9

S.R.10/2014 Res.



Findings

Comments

capacity to deliver the organisational change
necessarily comes with new systems.

One of the overall conclusior
contained in the Comptroller an
Auditor General’s report: “Use @
Management Information in th
Health and Social Service
Department — Operating Theatre
was that improvements
management information shou
be seen as a priority. The Pal

wholeheartedly agrees and expec;

the Minister for Health and SocCiglyperational use. However, the Department acdepts

Services will take heed of th
C&AG’s report and ity
recommendations and conclusior

towill be submitted to the Public Accounts Commitf

sThe thoroughness and depth of the Report has

eGeneral’s review. An action plan was developed
*geceipt of the report, with work underway to addr
sthe relevant recommendations. A formal respg

Iy 1st October 2014.

"Bata is routinely collected on all the key aspexit
Reatre usage and can be accessed for aud

&hat the methods of data capture could be impra
and that greater operational use could be madeeg
'Slata currently collected.

10

The Commissioning tearn
acknowledged that there is
limited pool of health staf
available on the Island, which wi
have an impact on servig

development and delivery.

nThe Green Papefaring for each other, Caring fg
aurselves’ stated that the increasing demand
f health and social care in the future will pdg
llworkforce challenges.

their full potential can be realised. P.82/201 2t
the opportunity to redesign the workforce 3
introduce expanded roles with greater responsibi
this can both attract and retain staff.

motivation and retention is Th

includes —

important.

¢ Clear roles and scope

e Control over job performance

* Interesting career opportunities

¢ Good educational opportunities

» Trust and collaboration

* Recognition

» Effective communication.

The Department’s workforce strategy includes —

e increasing the number of nurses employed,
example through  pre-registration nu
education on the Island

e expanding nursing roles to ensure nurg
careers are more attractive; for example, thro
non-medical prescribing

1°2}

value for money within the Department’'s overall
that

been
dvelcomed by the Minister. Work had commenced
fon theatres prior to the Comptroller and Auditor

on

esS

nse
ee

it or

ved
f t

r
for
se

&ost staff want to work in a supportive, modern and
innovative care setting where their contributiom an

nd
lit

In addition to securing the right number of staff,

is

for
se

ing
ugh
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e training health and social care staff, such
BTech qualification in
Highlands College

e delivering more education and training d
Island; for example, the degree and Mas
courses delivered in partnership with 1
University of Chester.

Jersey is no different from other jurisdictions
facing a recruitment and retention challenge
proactive workforce strategy with a combination
‘growing our own’ and recruiting off-Island, alor

will help to address these challenges.

created in HSSD. Because of the strategic appr
to recruitment campaigns and local professia

vacancies have reduced — in July 2012 there
41.5 posts vacant out of 708; in July 2014 this
fallen to 34.2 posts vacant out of 766.

11

Since 2012, there has been
improvement in the level @
communication  between th
Health Department and membe
of the Voluntary and Communit
Sector.

arhe voluntary and community sector is a key par
fin developing and delivering health and social ¢

pryvoice of the patient’. We are pleased that thedP
yhas recognised the significant improvement
relationships between the Department and volun
sector partners. This has come about thrg
willingness and openness on both sides, and thr

planning and delivery.

able to support the voluntary sector partners

delighted to see strong delivery partnersh
building, so that now organisations are work
together to deliver services. We look forward
seeing relationships further improve and to work
even more closely with our partners across
system into the future, delivering a choice
excellent health and social care to Islanders.

12

Recent mediation in 2014 h

improved the relationship betweeiservices Department and G.P.s has been devel
the Health Department and G.P.sver the past years. As with any relationship, &f
communicatio

However, poor
during 2012/2013 has caused

delay in the development of & NéWne primary Care Governance Team came

aghe relationship between the Health and Sq

nhave been some challenges, but these have not
with every G.P. or in every area of work.

model of primary care.

being

S
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the active involvement of the sector in whole syst

the

n-
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he

n
a
of

g

with a good working environment and opportunities,

Since 2010, 100 additional nurse posts have been
pach

nal

training and succession planning, as outlined abjove
vere

has

ner
are

eservices, and is also a very valuable and respected

an

in
tary
ugh
bugh
e

Through the P.82/2012 investments, we have been

vith

additional funding; for example, to support the
expansion of Hospice services. We have also been

ips
ng
to
ing
the
of

cial

Dping
er
been

into

in 2011; they have developed positive
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relationships with G.P.s, with regul
communication — for example, monthly G

meetings and monthly meetings with the prim
care body, in addition to meetings with individy
G.P.s and practices. We have worked together
number of positive developments, including the C
Central Server and the Performers List, which

approved by the States earlier this year.

The challenges regarding the new model of prim
care arose from ongoing discussions
involvement of primary care representatives in
selection of an expert partner. As a result of
concerns raised by G.P.s, the procurement
halted and an alternative way forward was idenmti
through facilitated discussions with the G.P.s.sE]
facilitated discussions were open, honest
positive; they were not adversarial mediationshas
Panel implies.

improved significantly, and a primary care hub

been set up, where G.P.s work jointly with offic
from the Health and Social Services Department
Social Security Department. This is furth
improving relationships and understanding, and
participants have demonstrated their commitn
and enthusiasm to working together in an open
trusted way.

ar
P.
ary
ial
on a
5.P.
vas

ary
and
the
the
was
ie

e
and
t

The relationship with the primary care body has

nas
Brs

and
er

the
ent
and

13

One of the priorities given t
W.S. Atkins was to identify a
appropriate site on which acu
healthcare services could

delivered. However, their eviden

to the Panel stated that they foungd
it frustrating that they were notgjinically safe and feasible. W.S. Atkins produd

afforded the opportunity t

participate in meaningful cIinicaIdesign developed by the Design Champion

team engagement.

plInitially, the site selection was largely driven &iye
nand site development matters, and therefore
tStrategic Outline Case (SOC) could not have b
beneaningfully influenced by clinicians.

''he Design Champion co-ordinated
N@ngagement to test whether a dual site option

Pthe SOC Addendum, which reflected the dual

consultation with clinicians.

clini¢

the
een

al
was
ed
site
in

14

The timeline for completion of th
Full Business Cases to introdu
more community

timeline changed considerably.

services,and, halfway through this period, the vast majo
originally due to commence inof additional services have now been introduced
January 2013, was ambitious andyre delivering real benefits for Islanders. T
due to a number of factors, théncludes intermediate care, children’s respite c

ePhase 1 of the Transition Plan was scheduled
canplementation in 2013—-2015. This is still the ¢4

pulmonary rehabilitation, expanded services
Hospice, Jersey Online Directory, rapid access
heart failure, oxygen therapy and Commur

for
se
rity
and
his
are

at

for

ity

Midwifery. The new services are offering greater
choice for Islanders, with reduced waiting ligts,
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individualised care. There has been excel
feedback from those using the services and 1

and improve.

As the Panel notes, the original timetable was
ambitious, and the timeline has changed thro
ongoing discussions with stakeholders and 4

implementation and delivery plans started

October 2012, following the States approval
P.82/2012. In January 2013 we undertook
‘listening exercise’, as some stakeholders haads
concerns regarding their involvement. Working w
stakeholders, we then rescheduled the work plg
ensure that we were responding to their conce
developing plans together and ensuring

workload and pace of change was manageable.

15

The impact of delaying theThe initial investment into community-bas

implementation of community
based care strategies will have

significant effect on determiningend-of-life care and respite for dementia were

the size of the hospital.

-investments was not delayed; it started immedig
after P.82/2012 was approved. Intermediate C

enhanced from late 2012, and have been develg
and improving since that time. Priority investme

rapid response was piloted from May 2014.
‘winter pressures’ project ran during 2013, brirp
together services from across health and social
to improve discharge.

The health and social care reform programme
taken a system-wide, integrated approach
planning and developing services from its incept
This is important because challenges

developments in one part of the system imf
significantly on all other parts of the system.
presented in the Green Pap€atfing for each other
Caring for ourselvesin 2011, the health and soc
care system faces a number of signific
challenges, including the demands placed on
hospital. The analysis demonstrated that, if
changes were made, the hospital would quickly
out of beds. It also identified some gaps
community services. For these 2reasons
investment in community services was prioritis

progressed. But it was also important to ensure
the programme of service changes is manage

accessible information to support carers and

ent
heir

carers; and the services are continuing to develop

ery
ugh
s a

result of challenge from the Scrutiny Panel. The
work to develop the detailed specifications,

in
of
a

is
ith

n to
rns,
the

pd
tely
are,
all
ping
nts

in long-term conditions were made in mid-2013, and

A
n
car

has
to
on
and
act
AS

al
ant
the
no
run
in
the
ed,

whilst the future hospital planning work was being

tha
able
em

and realistic; changing every part of the sys
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simultaneously is not possible.
The ‘out-of-hospital’ system development has

hospital. The aim is to enable Islanders to bedc
for at home for as long as possible, reducing
demand on the hospital and on care homes.

care, a single point of access, and older ad
mental health care.

closed due to an outbreak of Norovirus, but

community services had started to be available.

The services and the system remain under revie
ensure that investments are made in those ser
that can have the greatest impact and benefi

undertaken of hospital bed use. This identified e
process improvements, and confirmed that

further investment and enhancement of commu
services (planned for 2014) was required. A for
evaluation of the Intermediate Care pilot w
reported in February 2014, and plans for the fu
service have been developed since that time.

In terms of planning further forward, the futy
hospital and ‘out-of-hospital’ projects both inchu
very detailed demand and capacity modelli
Activity modelling suggests that the new hosp
requires 300 beds, rather than 400 beds, w
would be the requirement if there were
investments in community services. The hospite
being designed and ‘sized’ for 2040 capacity. It v
be completed in 2024, but will have the rig
capacity for 2040 — so some of the capacity sh
not be needed at that point, which allows sg
degree of mitigation in the short term to the r
created by any delays in the delivery of commu
initiatives.

the

most impact on determining the size of the future

are
the
The

services comprise rehabilitation and step-up step-
down (previously called ‘intermediate care’), rapid
response, long-term conditions care, end-of{life

ults’

These strategies have already had a noticeablet effe
on the hospital: in winter 2012, up to 60 beds were

the

hospital coped with this because the additignal

W, to
vices
. In

May and November 2013 a ‘snapshot’ audit Wwas

DM
the
nity
mal
as
ture

re
d
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Vi
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16

Following the implementation g
the Community Midwife Service
most views from G.P. surgeri
were positive about the ne
system of providing an Islang
wide ante-natal care service

fThe P.82/2012 investments are intended to imp
,choice for Islanders, as well as offering qualibd
rvalue for money. Very positive feedback has @
wbeen received from individuals who have used
-intermediate Care service and Children’'s res
ircare.

accessible non-hospital settings.

ove
A
so
the
pite
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17

Even though the
Fostering service was broug
forward to 2013, no speciali

foster carers have been appointdtvhere a ‘set’ is an individual or family unit).

to date.

SpecialisiAs at September 2014, 3 new foster carers and

one

hhew connected person carer have been approved, as

stvell as 3 sets of level 2 specialist foster carers

A
further 5 x level 2 carers will be approved in the
near future.

The new specialist foster carers are completing the
training; children will be matched to the specialis
foster carers according to needs.

Due to this increase in local foster carers, noemor
children have been placed in off-Island fostering
placements this year.

18

There is a lack of available heal

visitors on the Island to undertakalready

training for the Sustained Hom

tihe Sustained Home Visiting Programme has
started  delivering  services. The
amplementation commenced in December 2013, |and

Visiting Programme, and thereforg¢he service was planned to be fully available from

it has been necessary to rect
from the UK. Family Nursing &
Homecare are still in the proce
of recruiting, and
therefore unable to impleme
fully the Sustained Home Visitin
Programme.

they  argfina| staff member in November.

uidctober 2014.

Two Health Visitors commenced in September
Sfurther Health Visitor will start in October andeth

nt . . .
gThe operational planning has progressed well whilst

the recruitment was taking place; the Licence |has
been obtained, resources ordered and delivered| and
a Co-ordinator/Champion appointed.

Programme model training has been delivered to
50% of the current Health Visitors, and they have
taken a small number of clients each to embed|this
training. E-learning modules have been completed,
and Supervision training to support the programme
has been delivered.

19

It is unclear to what extent th
White Paper development in ol
of-hospital care has been tak
forward successfully. The on

review undertaken by the He"ﬂlﬂpilot projects are designed to identify challenged

Department — of the intermedi
care pilot — is highly critical in thg
it indicates a lack of readiness
initiate the service, as well as
failure to put in place systems
monitor adequately the use

these resources.

€The Scrutiny Panel has received a number of private
tbriefings and held public hearing regarding the

ewWhite Paper. The Panel has also been provided|with
e significant volume of information.

€ssues, and to provide the opportunity to addrf
lthese before the full service goes live. Inter
@are is critical to the success of the White P per,
@nd therefore needed to be piloted. The
[®ommenced in late 2012, and has been monitpred
OPfind evaluated since, with service developments
being made along the way.

In terms of the development of the ‘out-of-hospital

system: from November 2013 — January 2014,
‘commissioning intentions’ were developed. These
identify what services are needed into the futang,

were based on discussions with key stakeholders, an
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understanding of service gaps and needs, anc
emerging learning from the
Intermediate Care (CICS) pilot.

A formal evaluation of the Intermediate Care p
was reported in February 2014. Also in Febru
the Minister approved the commissioning intentiqg

Community

] the

lot

ary,
ns,

and agreed that a whole system approach to ‘out-of-

hospital’ care would be developed, integrating
Intermediate Care and Long-Term Conditig
developments into one co-ordinated system.

the
ns

Since that time, FNHC have commenced a Rapid

Response pilot, Community and Social Servi
have progressed their Single Point of Refe
(SPOR) and discussions have commenced rega
the integration of Older Adults Mental Health in
the system-wide approach. The previoy
overspending CICS budget has been brought
under control and resources are being effecti
managed.

As agreed by the Transition Plan Steering Grou
late January 2014, the system development wil
led through a multi-agency group, with an integila
project approach. A Development Board has b
set up, and a Project Brief have been prody
which outlines the key elements of this, along W
the governance, deliverables and timelines.

The Development Board comprises leaders from
key organisations (FNHC, HSSD, primary car
their role is to develop and oversee the delivdry
the ‘out-of-hospital’ system, and to address
issues of readiness to initiate the service and
systems to monitor adequately the outcomes ang
of resources.

ces
rral
rding
to

sly
back

ely

pin
be
te
een
ced
ith

the
e);
0]
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the
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20

Proposition P.82/2012:
and Social Services: A New We
Forward” required the Council ¢
Ministers to bring forwarg
proposals for investment i
hospital services and detailed pls
for a new hospital (either on a ne

site or rebuild on the current sit }
by the end of 2014. This included,

full details of all manpower an
resource implications necessary
implement such plans.

“HealthThe Council of Ministers intends to report back

wwhe Assembly with the outcome of the futd
fhospital feasibility study, as set out in P.82/2012

This was originally intended for the end of 201
Nhowever, S.R.10/2014 acknowledged that there
IN$ significant change to the proposed approac
Yelivery of the future hospital during 2013, remgt
Bin the development of the dual site pre-feasibi
*&oncept in October 2013.

tphe Ministerial Oversight Group has therefc
approved a revised timescale for delivery of
feasibility study for the future hospital, whichlw

[N

to
ire

14;
was
h to

lity

re
the

now report to the States during 2015.
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21

The Ministerial Oversight Grou
considered a Communication Pl
for public consultation. Its aim wg
to confirm the preferred sit
through a States decision to ena|
detailed feasibility work to follow
and design for a new hospital to
developed and procured. Howev
the Panel has concluded that
States decision has been taken
this issue, despite being i

original intention of the Ministerial

Oversight Group.

pPS.R.10/2014 acknowledges that within Budget 2
a(P.122/2013), the Minister for
sResources set out for the Assembly, details of
eproposed Dual Site approach proposed within
bltrategic Outline Business Case, and indica
clearly that this would form the working assumpt

ewyhich was supported by the Assembly in approy
nBudget 2014.

on

ne

badopted within the feasibility study — funding for

D14

Treasury and

the

the
ated
on

ing

22

Although the Department ha
undertaken some form  (
consultation on the future hospits
the Panel would have expected
have seen greater and mg
meaningful public consultatior
together with a more detailg
analysis of the results.

1A public communication rather than a formal pul
pfconsultation was considered appropriate, given
alno  decision relating to the requirements

tB.82/2012 was proposed. The Health and Sq
reervices Department and Jersey Property Hold
1,held an extensive public communication exer(
during the period between lodging and debate
Budget 2014 (P.122/2013), including —

e Four public, key stakeholder and staff fog
groups to gauge likely public response to fut
hospital proposals

* Five public events open to all Islanders

* Extensive promotion via social media of a futt
hospital websitewww.gov.je/futurehospital

e The development and launch of vid
promotions and animations of the Dual S
concept — these were widely publicised
written, audio and visual media

* Placing advertisements in the Jersey Ever
Post, on Jersey Insight and other electrg
media, promoting the information available

resulted in over 7,250 people being made av
of the future hospital video, with 0vg
1,100 viewings of the video on YouTube.

Formal consultation will be undertaken as parhef
feasibility study in advance of seeking outli
planning applications and as part of |

lic
that
of
ncial
ings
Cise
2 of

us
ure

ure
eo
ite
by

Ning
nic

« A comprehensive social media campaign that

vare
eI

ne
he

Environmental and Health Impact Assessments.

S.
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23

Concerns have been highlighted
the general public and States
Jersey employees about the d
site  proposal in relation tg
operating from 2 sites, efficieng
and transport. The Panel has s¢
no evidence that these conce
have been addressed.

byhe communication exercise clearly demonstre
dhat the public response to the future hosy
uptoposals was overwhelmingly in favour of t
:proposed changes.

Yin terms of responding to concerns raised, the é\
*&¥rvice Planning process has actively invol
Minicians and other staff. Over 80 engagem
meetings having been held to inform the des
process already. Concerns raised are b
addressed through the planning process:

The refined concept pre-feasibility design inclu
almost 300 staff and public car parking space
Overdale. During the feasibility study pha
detailed transport plans for both Overdale
General Hospital sites will be used to inform
Transport Impact Assessment that will be part ef
Outline Planning Application for the developme
Underground parking is being considered for
site, together with further parking for
Crematorium.

includes costs for a frequent shuttle bus ser
between the General Hospital and Overdale s
This proposal will be tested and quantified furth
following the development of transport plans ag
of the current feasibility study.

ited
ital
he

cut
ved
ent
ign
eing

les
5 at
5e,
and
a
th
nt.
the

the

The refined concept pre-feasibility design also

vice
ites.
er
har

24

One of the reasons for rejecting t
Zephyrus site (Waterfront) was tk
separation of the sites by the ma

road, which would preser
significant obstruction to providin
the necessary clinical

operational links between the sitg
This is inconsistent with the latg
proposal by the Ministerig

Oversight Group to operate a dyg|

site hospital from the currel

hospital site and Overdale, whig Q:

involves a substantially great
degree of physical separation.

and,

h&he 2 matters are separate, but the responses
ndy Ministers are consistent.

given

s part of the pre-feasibility development of

]tsites. The clinical adjacency possible for thie
r'configuration was very poor, and therefore it v
Fhot progressed to shortlisting in this configuratio

This is very different from the dual site propo
within the Addendum to the Strategic Outline C
which required consideration of a partially newtb
and part-refurbished hospital. Here, the dual

proposal separates ambulatory care at Overdale
acute inpatient care at the General Hospital.

NHS examples have proved that these 2 funct
can be operated on different locations v
successfully.

he

‘tStrategic Outline Case, several combined sites were
Jconsidered for development of a wholly new

ospital. These included a combined Waterfront [site
*Swhere the current Waterfront Car Park and part of
“lthe Waterfront site south of Victoria Avenue were

considered together, to see whether a viable single
ospital could be developed over the 2 combined

Sit
vas

sal
ase
J
site
and
UK
ons
ery
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Therefore the 2 approaches are not comparab
the way suggested in S.R.10/2014.

The first approach attempted to fit a large wh
new-built hospital onto a site with insufficie
ground floor footprint, necessitating a bridge o
Victoria Avenue. The second separates ambulg
care from inpatient care in a manner proven
exemplars elsewhere.

The point being made by the Minister for Treas
and Resources and the Treasurer giving evide
was that combinations of sites had been consid
prior to the Design Champion proposing a dual
in response to the clarification of the bud
available for the project, as was evident from
Strategic Outline Case provided in evidence.

e in

Iy
nt
ver

tory
by

ury
nce,
ered
Site
jet
the

25

At a Ministerial Oversight Grou
Sub-Group meeting in Februa
2013, the Chief Executive of th
States expressed a view that unl
the cost of the scheme could
reduced down to the leve
identified in R.125/2012 (betwese
£389 million — £431 million), it

would be necessary for the projeGhat in principle, a budget of £297 million shotie
clinical gy ficient to enable the priorities for improvems

to consider what
compromises were necessary
achieve a total project cost
below £400 million.

b This is correct; however, the Chief Executive Vv
neareful to refrain from proposing a suggested bu
dn the Ministerial Oversight Group Sub-Gro
esweeting in February 2013.

bEhe subsequent approach to identify a suffic
I‘°’oudget involved an extensive review of ot
Raciliies, a cost challenge and the clini
engagement work, which collectively confirm

fentified by the Health and Social Servig
PDepartment to be met. This information has b
provided in evidence to the Panel.

vas
dge
Up

ent
ner
cal
ad

2Nt
es
een

26

Although the Waterfront optionsThis is correct.
terms  of
potential benefits, costs and ease
the Ministerial
Sub-Group
agreed that any Waterfront option
would be out of keeping with the

had attractions in
of construction,
Oversight  Group

existing Esplanade Quart
Masterplan, and would requi
considerable lost opportunity cog

to replace or compensate for the

loss of existing uses. Furthermo
the options developed we
considered likely to have

detrimental impact on
development of the

International Finance Centre whi
would form an
considered essential for
development of the new hospital.

th

Jersey

income-stream
the

er
e
ts

e,
re
a

e

th

S.
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27

A wide
considered by W.S. Atkin
between May 2012 and June 20
including greenfield sites, an
many of these were worked up in
relatively detailed costings. Th
preferred option that emerged W

to rebuild on the existing General
e
introduction of a reduced budget

Hospital site. However, th

envelope necessitated
reconsideration of this choice.

range of sites wereThis is correct.
5
13,

d
to
e

as

a

28

Although the preferred site optig
developed by W.S. Atkin
identified a total new constructig
and land cost of approximate
£462 million, the Ministerial
Oversight Group subsequent
determined a
sustainable total capital fundin
package of
(excluding contingency).

maximurnessential

£250 million proved difficult to achieve the outcomes needed
the Health and Social Service Department within a

srecommended that a more detailed concept f
nE250 million first phase of a new hospital
Iyoresented within a revised Strategic Outline Cas
the Ministerial Oversight Group, together with
lypackage of proposals for transitional capacity
maintenance and upgrades and
Ministerial Oversight Group agreed. In practice

£250 million envelope; and a higher budget
£297 million was subsequently proposed by

to the Panel.

29

The design champion identifig
that a single investment in t
General Hospital site would n
maximise the benefit of th
available investment and wou
result in a more lengthy an
complicated constructio
programme, causing significa
disruption and inconvenience
patients. The Panel has found
evidence of his analysis on pub
record to enable an assessmen
the factors taken into account
the robustness of judgemer
derived from it.

dn the Minister for Treasury and Resourc
eevidence to the Panel, the Treasury and Reso
ptDepartment confirmed that there was a public reg
eof the Design Champion'’s iterative development
dhe future hospital concept. W.S. Atkins confirm
dhat the Design Champion’s proposals were sens
ngiven the brief. Therefore an independ
nprofessional assessment has been provided.

o

no

ic

I of

or

ts

nn June 2013, the Pre-Feasibility Project Bogard
DI a
be

et

and

the
it

of
the

Project Board and accepted by the Ministerial
Oversight Group, as has been provided in evidence

s’
urces
cord
of
ed
ible,
ent

30

W.S. Atkins felt that at times theyThis may be a correct reporting of W.S. Atk

were set unrealistically sho
timescales for the delivery
information or reports. They als
felt that they were not able f{
engage fully with key members

ocachieve the timescale set.

ns

rinternational’s view; however, W.S. Atkins accepted
fthe brief provided to them and confirmed they cauld

Ot is true that the Project Board did robustly
chhallenge W.S. Atkins’ assumptions on occasion, as

Page - 20
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the Project Board, and as
consequence it was difficult {
ensure that they fully understo
the challenges of proceeding do
a particular route or direction (¢
travel.

oto the States, and this may be the reason forigve
Dadjiven.

VN

Df

anight be expected on a project of such significance

\

31

It was not until May 2013 ths
W.S. Atkins were informed of th
available budget for the futur
hospital project. While it may b
appropriate that in the initial stag
the contractor is not limited b
budget, it should become cle
very early on what the budg
envelope is likely to be, so th
appropriate value is obtained frg
consultant time and expertise.

tit is true that W.S. Atkins were informed of t
peavailable budget for the future hospital project
eMay 2013. However, W.S. Atkins, who we
eemployed as consultants, not contractors,
esonfirmed in their evidence that it was not unus
yfor a budget not to be confirmed until a pub
aauthority had determined what could be afforded

PMinisters took time to challenge all elements o
51%trategic Outline Case to establish that the bu
Mor a wholly new hospital was fully robust. As so|
as it became clear that the cost of a whole
hospital would be unaffordable, the Project Bo
reviewed the available alternatives in relatiorirte
spatial standards, cost assumptions and re-ug
some hospital buildings.

n
re
also
ual
lic

th
dget
on
hew
ard

e of

32

A greenfield site for a new hospit
would have been the best option
terms of less risk, more benefit
and a lower overall cost.

allhis is agreed; however, no suitable greenfield
iwas identified that would be capable of developm
sfor a whole new hospital.

sit
ent

33

The process followed to appoi
the design champion was flawe
Others were not given th
opportunity to apply for the pos
and W.S. Atkins were unawa
that an appointment was bei
made to conduct work of dire
relevance to their own pre-existis
and continuing appointment.

nEinancial Directions allow for appointment
consultants where time does not allow for a
eprocurement and a suitably experienced
stqualified candidate is available, as in this c3
raV.S. Atkins were made aware of the appointm
ngheir own appointment had concluded at that pd
ctand it was an extension of their work that follow

Addendum to the Strategic Outline Case.

of
full
and
1Se.
bNt;
int,
ed

iginder a new brief to produce the supporting

34

Although the dual site offers
potential solution for a reduce
budget, the current proposal mea
that 44% of the existing hospit
will be new build, 30% will be
refurbishment and the remaind
will be existing use. This wil
inevitably result in a need fg
further capital investment in th
future.

at is inevitable that further capital investmentlvoie
drequired at some point in the future for the hadp
ridowever, Ministers accepted collectively and
aprinciple that the dual site concept set out in
Addendum to the Strategic Outline Case represe
egood value for money and an affordable investm
as well as a safe and sustainable hospital provisi

=

e

—

in
the
nted
ent,

O

S.
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35

The result of W.S. Atkins pre-The draft Report and Proposition was policy
3development and was never progressed. Instead, the
dinisterial Oversight Group accepted the Pre-

feasibility study dated May 201
was that a phased development
the existing hospital site offeredreasibility Project
ydevelop a more detailed concept to an indicative
al£250 million budget. The dual site option emerged
capacity, following which a draft after this decision.
was

the best location for ke

investment in

Report and Proposition
prepared detailing the outcome

future hospita

Board recommendation

of

the pre-feasibility study. The Panel
note that this did not mentign
Overdale Hospital or the dual site
concept.

in

to

36

There are conflicting views onThis finding is based upon a mis-communication

who identified the dual

siteduring the Public Hearing, as is explained

solution. On the balance of theesponse to Finding 24.

evidence, it seems most likely that
the dual site solution had not been
identified as an option until it was
introduced by the design champion
in July/August 2013.

n

37

During the development of theln each case where an option was under se

ious

future hospital, options have beenonsideration, a full feasibility cost estimate was

lice

continually developing.
assumptions change, the basis

As produced in line with a consistent best prac
fprotocol (the UK NHS Health premises Cost

comparisons also change, and i
therefore necessary
clearly what is included in thecost estimates.
various options. This has npt

always been apparent in the
documentation provided to the
Panel, and it is therefore
questionable whether all options
have been compared on a like-for-
like basis.

Suides) by a local qualified quantity surveyor.
to presenhe brief changed, so did the assumptions withén

AS
th

38

The proposed dual site option

not included in previous optionsA New Way Forward requires the Council o
produced by W.S. Atkins andMinisters to bring forward proposals for investmg

which reflected the original brie
which in  turn reflected

on patient care of this decision

go with a lesser mix of new andew hospital has been confirmed as unafforda
refurbishment has not been madie dual site proposal includes proposals for a

clear and is not in the spirit of thehospital (the ambulatory care centre at Overdale),

decision to provide new mode
hospital facilities in Jersey.

the hospital (either on a new site or rebuild on
intention of P.82/2012. The impacturrent site). The dual site refined concept prap

f,in hospital services and detailed plans for a I

tds consistent with this proposition. Whilst a wlyo

rand new build and refurbished hospital on
current site. All published communication regard
the dual site is consistent with this approach.

I®roposition P.82/2012Health and Social Services:

5
f
2nt
new
the
DS

I
ble,
new

the
ng
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39

Although  estimated

figures will be refined alongsideOutline Case and the Addendum include estim

the detailed feasibility work, th
additional cost of operating on
dual site
Treasury Department to be
annual recurrent
£1.7 million in 2019 when th

Overdale site is planned to beluring their review.

opened. The Panel has found t
as the dual
identified at a late stage, a hi

level analysis of the estimated

revenue consequences had

been undertaken when all other

options were being considered.

is estimated by th

cost ofoptions were analysed for revenue implicationss

site concept was

revenyeThe Appendices in both the original Strategic

ated
erevenue consequences. A significant number of sites
avere evaluated and subsequently discounted, and it
avould not have been cost-effective to develop

anevenue costs for all of these options. All shsigld
hi
pinformation was provided to the Scrutiny Panel

hat
gh

not

40

There is a lack of clarity aroundThe decision-making process and the record of it

the decision-making process

ilave been made available in evidence to the Panel.

determining the size of the budgethe process followed to arrive at an acceptable

and why a 100% new buil
hospital was unaffordable.

dbudget was iterative and the result of a combimnatio

of cost challenge, challenge to spatial assumptions
benchmarking and re-analysis of planning

assumptions.

41

The Panel conclude that althou

gkVhilst the final decision on the approval of the

mention was made of the dual sjteeasibility study will be a matter for the States

proposal in the 2014 Budg

piAssembly, the dual site concept informed the

report, no formal decision has beefunding strategy approved by the States in appgoyin

taken on this issue as it was nddudget

included in the proposition.

2014 (P.122/2013) and awarding
£10.2 million feasibility study funding. As such,
Ministers consider that a decision of intent to@do
a dual site solution as suitable for consideratio
the feasibility study has been made by the Coyncil
of Ministers, and that the States Assembly wag full
aware of this intent in approving P.122/2013.

42

The purchase of the 2 hotels
Kensington Place would make

sensible strategic investment fofeasibility study develops the potential for thite g

the States of Jersey, as well

providing space to facilitate theHoldings have been instructed to establish theep

development of the existing site.

ibtrategic investments will be considered aga|inst
affordability and space requirements. As the
agill be considered robustly, and Jersey Property
ric
for which the site might be secured to inform the

feasibility study.

43

Due to the limited budget propos
by the Ministerial Oversigh
Group, W.S. Atkins explained th

a target figure of a 15% reductiorstandards provided to the Panel indicated that

of room sizes below the UK NH

spatial guidance has been adopte@ccordance with the NHS Design Guidance and

ed his is the assumption within the Addendum to fthe
t Strategic Outline Case, and is a working assumption
atvithin the feasibility study. Analysis of spatigl
very
in

that
5A

Sfew UK NHS hospitals were constructed

many international hospitals, including in the U
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rooms.
Patient safety will be a primary aim of the fedipi

and Australia, had reduced spatial standards iryman

design, and space will be assessed on this bésis. |
space and cost can be reduced safely, this will be
proposed within the response to P.82/2012.

44 | The 1960s building situated at th&he 1960s building has not been excluded ffom
current hospital site has beeplanning, but is not considered suitable for chiic
excluded from the planning as itlisise in the long term. The feasibility study |is
not fit for clinical use. Therefore,investigating whether the building can be used|for
at the end of the hospital projectpon-clinical support and administrative functiorss| a

the 1960s building will still stang
but it is not clear what purpose
will serve in the future, or whethg
optimum value from the currel
site is being achieved.

,part of the overall site development.
it
By
nt

45

Although the plan is for th
Overdale site to be completed
2019, the overall hospital proje

byefurbishment at one time in the Island's o
chospital whilst it has to remain operational. T

e There are significant risks in undertaking too muiich

nly
he

will be completed by Decemberfeasibility study will consider ways to reduce the

2024. The cost of the project so {
totals £574,534.

aconstruction timescale to the minimum possible.

46

There appears to be a lack
progress in strategic planning f
acute services and servig

provided on-Island/off-Island singeSenior Nurses.

2012. The acute services strate

is not complete, and as with themerging Acute Services Strategy. The fuf

absence of a primary care strate

has created major difficulties fory013: a5 a’ clinician, his role was to engage \

the Panel in reaching a conclusi

about the robustness of the plangiateqgy and plan based on a dual site concept.
for the role, range and scale |of

future hospital services.

ofhe concepts underpinning the Acute Servi
oftrategy have been in development for some t
eand have been produced with Clinical Directors

O%he dual site option in late 2013 changed
BWospital project director was recruited in Decem

CBlinical colleagues to develop an Acute Servi

Developing a strategy, in partnership with a w
range of stakeholders, is a time-consuming
necessary process. The Acute Services Strate
currently being consulted on to test the degre
which the strategic principles, strategic objedi
and clinical model it describes reflect t
contributions made by stakeholders.

ces
me,
and

the
ure
ber
vith
ces

de
but
gy is
e to
ve
he

47

One of the reasons for the dual g

concept was because of t
potential disruption redevelopme
of the current hospital site wou
cause for staff and patients. T
Panel accepts that construction
its very nature does cau

itthe dual site option is an option that meets
helSSD Departments needs within the bud
nidentified.

dag part of the planned feasibility stug
hﬂevelopment, a comparable single site option vel
béfrepared to demonstrate the performance of a s
SSite option compared to a dual site alternativee

the
get

ly

ngle
Th

disturbance, but there are ways|tg

ost comparison work will be made available a

S a

Page - 24
S

.R.10/2014 Res.



Findings

Comments

minimise this both for patients ar
staff. Lessons and experience fr(
other hospital redevelopmen
which have managed their leve
of disturbance well could hav
been explored further, rather th
opting for redevelopment and ng
build over 2 sites.

Report, with cost information provided to the Pahel
pmnder commercially confidentiality protocols.
ts
2|s
e
an
W

48

The Minister for Treasury an
Resources stated that the cen
assumption for growth in th
Strategic Reserve is based ug
investment returns averaging 5
over the next 10years. Th
Minister also stated that with su
an investment return, the hospi
funding of £297 million can b
fully met, and the Strateqi
Reserve would rise to a value
£810 million. It is unclear what th
plan will be if the Fund does n
return the anticipated sum
money when it comes to fundin
the capital projects.

dThe Minister for Treasury and Resources made c¢lear
trid evidence that in the unlikely event that invesstit
ereturns from the Strategic Reserve were [not
aufficient to fund the hospital investment, then
oadjustments would need to be made according to the

ngrevailing economic conditions.

Chn 2013, returns on the Strategic Reserve were
tat‘nat, after taking account of inflation, £79.4 ioifl
Phad already been secured by 31st December 2013.
CThe Strategic Reserve continues to make strong

Ofeturns in 2014.
e

Dt
Df

g

such

49

The Minister for Treasury an
Resources made a commitmg
within the Budgets 2014 and 20!
that the hospital project will b
fully paid for by the time it ig
completed, and there will be r
cost to the taxpayer and no debt
future generations.

dThis is correct, but was caveated by the assungption
2retated within Budget 2014 (P.122/2013).
15

e

o]
for

50

The Long-Term Revenue Plan
being developed by the Treasu
and Resources Department. T
aims to provide a higher level

funding certainty and will enabl
long-term sustainable financi
planning by the Healltl
Department. It is understood th
the sustainable funding mechanis
for health and social care will b
achieved via the
Revenue Plan by the end
September 2014, as agreed
P.82/2012.

ighe States has embraced longer-term financial
rplanning. The Treasury and Resources Depart

ebe considered when reviewing the next MTFP
aperiod. All funding pressures and growth requests
nfrom Departments feed into this document,
adlongside future income projections and economic
sassumptions.  This  includes funding requests
dadentified by H&SS. How those and other pressures

Long-Termare funded is a policy decision that has not yenhe

ofmade.

What policy decision will be guided by the
professional advice already received, the advice of
the Expert Panel, as well as current thinking i |th
UK and elsewhere in the world, for example the
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Findings

Comments

very recent report of a Commission of the Kin
Fund, chaired by Dame Kate Barker , who is als
member of the FPP.

gs
0oa

51

The Long-Term Revenue Plan w
confirm the level of investment i
health and social services into t
future. The Panel was informe
that it will not propose a separg
health fund in addition to th
existing Health Investment Fun
and Long-Term Care Plan. Tk
Treasury Department explaing
health services are a public gog
and as such must be rationed
prevent an unsustainable impact
the wider Jersey economy.

IIThe Long-Term Revenue Planning Review inclu
nthe level of growth required by H&SS for the ng
h&TFP period. These pressures must be consid
2chlongside all other requirements across the St
t&o decision has been made as to how costs wi
efunded.

d
ne
2d
nd,
to
on

des
Xt
ered
ates.
| be

52

The Minister for Health and Soci
Services recognised th
requirement that the fundin
mechanisms for primary care lir
with the sustainable fundin

streams for the whole of health a g
social care, and that parts (b)(ii;

and (b)(iii) of P.82/2012 link
together. It is therefore uncle
what impact the delay i

completing the new model ¢
primary care will have on th

sustainable funding mechanism for

health and social care.

nlEach of the elements of P.82/2012 link togethee
eéMinisterial Oversight Group retains an overview
othe entire programme, and officers work clos
kogether to consider the interactions.

OThe sustainable funding work-stream continues
NBe developed, and it is not envisaged that anyyd
'n completing the primary care model will affecet
solution to identifying a sustainable fundi

Amechanism for health and social care in principle
N

Df
e

Th
of

ely

5 to
ela

53

The work being undertaken
develop a new model of prima
care and sustainable fundif
mechanism for health and soc
care is likely to impact on th
Health Insurance Fund held with
the Social Security Department.
is expected that an increase
contributions will be required fron
individuals in the future.

aJntil that work has been finalised, it is not pbdsi
yto say what effect that solution will have on 3
n@xisting contributions to existing Funds, as itratn
dbe presumed that the current funding structurée
eHIF will be maintained. What is clear is that t
rageing population will place rising pressures
Iprimary care as well as on secondary
inommunity services, and will require an increa
nfunding alternative, however delivered.

ny

he
on

and

sed

54

The Long-Term Capital Plarn
published as an Appendix to ti
Medium Term Financial Pla

2013 — 2015 and developed by thgK

Treasury and Resourcs
Department, estimates th
£332 million would be required i
2016 for the hospital, but th

1,The £332 million MTFP estimate compris
n€300 million for the new hospital. This was
nindicative figure provided by KPMG, based upot
assumption that new hospitals ¢
cgpproximately £1 million per bed and £32 milli
ator transitional capacity — and was at 2010 prig
nSubsequent work in pre-feasibility has establisté
smore detailed cost estimate.

ed

na
DSt

ses.
2d
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Comments

figure did not reflect additional
in Jersey
compared to the UK. The budget

costs of construction

figure was to be developed ongce

there was greater certainty arisi
from the feasibility work.

ng

55

Within the 2015 Budget it i
proposed that contributions to t

5 As the scheme only commenced on 1st July, at
hatage it is difficult to know whether the payme

Long-Term Care Fund in 2014 anadut of the scheme are likely to differ significan

2015 are deferred in order
balance the Consolidated Fund.

from the OXERA model and was the subject of

the modelling is accurate, it was agreed that u
£5 million in each year of 2014 and 2015 could
taken from the previously agreed transfers
returned to the Consolidated Fund. This matter
be kept under constant review.

this
nts
tl

tdrom the long-term forecast which was developed

an

Internal Audit Review. Given the above, assumjing

D to
be
and
will

S.
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RECOMMENDATIONS

Target date

Accept/ of action/
Recommendations To | Reject Comments completion
The Peer Review Panel's report | Accept | The Ministerial Oversight GroupSeptember

on the reform of health and
social services should be
published by the Ministerigl

Oversight Group along with

formal response to it
11 recommendations before t
Budget 2015 debate.

a
S
he

will publish the Expert Panel2014
Report and response before the

Budget 2015 debate.

Detailed proposals to develop

and fund a fully integrate

I.T. system should be included
in the Medium Term Financial

Plan 2016 — 2019.

Accept

The Health and Social Servic
Department has made go
progress on the LT. issus
identified in S.R.7/2012. Th
Department considered a wi
range of issues and produced
Informatics Strategy, which wa
provided to the Panel as part
their review.

p)3 2015
Dd

BS

e
e
an
S
of

The Panel’s reports make specific

comment on integration betweg
primary and secondary ca
systems. It is important t
recognise the achievements

date, and to note that the rig
progress must be made agai
realistic timescales in order

maximise value for money. Fq
example, the new primary ca
I.T. system (G.P. Central Serve
is only now being implemented;
would not be sensible or feasih
to attempt to integrate or establi
links with a system that is not y
in place.

Whilst the primary care syste

BN
re
o)
to
ht
nst
(0]
DI
re
r
it
le
sh
ot

M

has been developed and the

implementation planned, HSS
has completed the implementati
of an electronic ordering an
delivery system for pathology an
radiology tests.

Initial discussions have take
place regarding how the prima
care and hospital systems may

n

ry
be

linked, and work has commenced

on a business case for this.
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Recommendations

To

Accept/
Reject

Comments

Target date
of action/
completion

The Department is  alg
establishing a system-wide hea

and social care informatics group
L.T.

to further
integration.

As the Panel have noted, t
Department’s initial submissior

progress

to the Long-Term Revenue Plan

for  further
informatio

reflect  funding
development  of
systems.

Nowhere in the world ha
successfully implemented a ful
integrated I.T. system across

areas of health and social care.

Therefore, whilst thig
recommendation is accepted

principle, in common with other

health and social care econom
the Department does not envisg
implementing a
comprehensive and full
integrated I.T. system across

aspects of health and social care

across the Island by 2019.

complete,

0
th

ne
S

1

S

y
all

n

es
ge

y
all

The Ministers for Treasury and

Resources and Health a
Social Services should respo

to the specific aspects of the

C&AG report: “Use of
Management Information in th
Health and Social Service
Department — Operatin
Theatres” within the nex
3 months and publish
conclusions about th
implications of its findings fo
the work conducted to date ¢
the planning and developme
of hospital and ‘out-of-hospita
services.

thel

hd
nd

e
2S

—~+Q

Ir

n
nt

Accept

The thoroughness and depth of {

Report has been welcomed by th2014

Minster. An action plan wa

developed on receipt of the repart,

with work underway to addres
the relevant recommendations.
formal response will be submittg
to the Public Accounts Committe
by 1st October 2014.

Data is routinely collected on 3
the key aspects of theatre usa
and can be accessed for audit
operational use. However, ti
Department accepts that t
methods of data capture could
improved and that greats
operational use could be made
the data currently collected.

hest October

5

S
A
d
e

I
ge
or
ne
he
be
Br
of

Together with the Council g
Ministers, the Minster
Health and Social Service

for

tS

Noted

The Future Hospital plannin
assumptions are consistent w
the current States of Jers

9Q4 2015
th

ey
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Target date

Accept/ of action/
Recommendations To | Reject Comments completion
must ensure that the new population policy. Should this
population policy to be agreed policy change in 2015 before the
by the States in 2015 is taken Feasibility Study is complete, the
into consideration when model used for hospital planning
determining the size and scale purposes will be updated and the
of the future hospital. revised population policy
planning assumptions
incorporated.
The financial and other Accept | The Mental Health Strategy ([sQ4 2015
consequences of the dual site currently being developed and |is
option for the delivery o anticipated to report in March
mental health services and 2015. This will identify the
associated facilities must be proposed mental health servides
identified and understood prior for the future and any resulting
to any decision involving the estate needs. The financial and
future of acute hospital services service consequences of the
and where they are located. Future Hospital Feasibility design
solution upon other Health and
Social Services will be set out
within the Feasibility Study.
Regardless of any futune Accept | No decisions have yet been take@4 2015
decision to use the Overdale regarding the future location of
site for hospital services, an mental health services. This is the
appropriate site for mental subject of estate planning work
health services should be being undertaken in tandem with
identified as part of the the development of the Mental
Department’s review of mental Health Strategy. There may be
health which will be produced advantages to co-location of some
in March 2015. mental health services with
ambulatory care services, and
therefore the Future Hospital
Technical Advisers will be briefed
to review whether co-location of
urgently required mental health
services at Overdale is advisable.
An action plan to ensure the Reject | The Scrutiny Panel has received a
delivery of all 8 key enablers number of briefings related to the
should be produced along with strategic and policy matters of
appropriate  timescales and P.82/2012, and has been provided
presented to the States within with  a large volume of
the next 12 months. information to assist in thejr
review.

Strategies are already in place|to
address the 8 key enablers. These

are overseen by the Health
Social Services

aind

Corporate

Page - 30

S.R.10/2014 Res.




Recommendations

To

Accept/
Reject

Comments

Target date
of action/
completion

Directors and reported to th
Minister for information —

The development of th
workforce strategy and actig
plan will be linked to the
States-wide Reforn
programme

The Estates strategy/acti
plan is incorporated within th
Long-Term Capital Plan

The Department has &
approved L. T. strategy, whig
incorporates informatic

(data) as well as I.T. systems

The Primary Care work
stream is being develope
through  the  Sustainab
Primary Care project

The Commissioning work
stream has made goc
progress, through th
appointment of the 3 Depulf
Directors of Commissionin
in 2013

The Department has
programme of legal an
regulatory developments

The funding work-stream i
encapsulated  within  th

5
e
State’s financial planning
e

requirements, including th
Medium Term Financial Plan
Long-Term Revenue Plan ar
Long-Term Capital Plan. Th
financing elements ar
incorporated into the
Sustainable Funding work
stream, which is being led b
the Treasury and Resourc
Department.

e

=]

h

bn

"UJ:E

2d

nd

oo

nd

‘Y O

D <
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Target date

Accept/ of action/
Recommendations To | Reject Comments completion
Proposals for the new model pf Accept | The Sustainable Primary cardune 2015
primary care should be finalised project is due to deliver a White
and agreed by the States at lgast Paper for public consultation in
2 months before the Medium June 2015.
Term Financial Plan By May 2015, work will have
2016 — 2019 is debated. been completed regarding the
potential quantum of revenue cast
implications.  This  will  be
incorporated in the MTFP, which
will be lodged in July 2015.
The Medium Term Financial Plan
debate is scheduled for September
2015.
Work undertaken by the design Accept | The cost assessments within thiglarch 2015
champion should be Strategic Outline Case and
independently reviewed by |a Addendum were drawn up by|a
fully qualified cost adviser to qualified cost adviser (Currie and
ensure that the overall cost |of Brown Plc. sub-contracted to
the dual site option can he W.S. Atkins International) with
compared with other optiorls both local and international
considered by W.S. Atkins on|a hospital cost estimate expertise.
level playing-field basis. The This includes work undertaken by
result of this work should b the Design Champion.
published and reported to the

States within a 6 month period.

Several core assumptions chang
between the development of t
Strategic Outline Case (whol
new build) and its Addendum (th
Dual Site concept) which meal
these are not comparable on
level playing-field basis.

As part of the planned Feasibili
Study development, a comparal
single site option will be prepare
to demonstrate the performance
a single site option compared tq
dual site alternative. The co

comparison work will be made

available as a Report, with cq
information provided to the Pan
under commercial confidentialif]
protocols.

jed
he
Yy
e
s
a

Ly
Dle
d
of
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Target date
Accept/ of action/
Recommendations To | Reject Comments completion
10 | Further work should be Accept | This is the purpose of theQ4 2015
undertaken to determine what Feasibility Study already
impact the proposed dual site underway.
option based on budget of
£297 million will have on
patient care in both the medium
and longer term, and a detailed
explanation should be provided
to the States on why a 100%
new  build hospital i9
unaffordable. This should he
completed before seeking |a
formal decision on the site of
the future hospital.
11 | The Minister for Treasury and Accept | A proposal will be included Q4 2015
Resources should provide |a within the Outline and Ful
detailed plan setting out what Business Case undertaken within
actions would be taken if the the current Feasibility Study for
Strategic Reserve does rjot sensitivity around such an
return the anticipated return eventuality.
expected from investments
within the next 6 months.
12 | The Council of Ministers Accept | Ministers consider that in view 0fQ2 2015
should lodge a proposition prior the scale of the project, |a
to the lodging of the Medium standalone Proposition and Repprt
Term Financial Plan on the future hospital is in the best
2016 — 2019 to ask the Staﬂ[es interests of transparent and open
Assembly to decide on the site Government.
for the future hospital in order
for a formal decision to be
made on this issue.
13 | A 10 year timeframe to develqgp Accept | This is the instruction by thpeQ4 2015
a new hospital is unacceptable, Ministerial Oversight Group to
and the Council of Ministers the Feasibility Study Project
should review both the Board.
timescale and the overall
budget envelope to ensure that
any new hospital will meet the
future needs of the Island. This
should be completed within the
next 12 months.
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Target date

Accept/ of action/

Recommendations To | Reject Comments completion
14 | The Panel recommends that Noted | The Feasibility Study will include
percentage for art (based on a review of the benefits of
0.75%) for the tota including public art in developing
construction cost of ;1 a healing environment, and will
development should not be report back in response |o

allocated for the future hospital

project.

P.82/2012.

The review will include what the
appropriate level of investment |n
public art within the Future
Hospital should be.

The final decision as to whether
the proposed investment |is
appropriate will be a matter for
the Planning Authority.

15

In parallel with the work being
undertaken to develop a neg
model of primary care and
sustainable funding mechanig

for health and Social care,

Minister for Social Security

39 =

the

should present to the States the

long-term contributiorn

proposals to support

existing Health Insurance and

Social Security Funds.

the

Reject

The long-term funding
requirements of the Socigl
Security and Health Insurance
Funds are both the subject |of
independent expert  Actuarigl
reports recently published.

The strategy for the future funding
of the Social Security Scheme wijll
be undertaken during 2015, with
publication of proposals expected
to be considered once the next
Actuarial Review has Dbeen
undertaken.

The Panel's report presupposes
that the future funding mechanigm
will be built upon the existing
model, but this work is yet to be
completed.

The Panel can be assured that|the
sustainable funding mechanigm
work-stream will be developed in
conjunction  with  both the
Ministers for Health and Social
Services and Social Security, and
their Officers. If the outcome of
that work leads to the need for the
existing contributions to existing
Funds to be changed, the Minister
for Social Security would of
course present those proposalg to
the States.
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CONCLUSION

The Ministerial Oversight Group accepts the majoritf the Scrutiny Panel's
recommendations and noted the Panel’'s findings. adtiens noted in this response
were already underway, and the Ministerial Overs@ftoup will continue to monitor
the reform of Health and Social Care and to holficéfs to account.
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APPENDIX 1

States of Jersey

Peer Review of Reform of Health
and Social Services

Final Report

July 2014



Introduction

The Panel (membership detailed at appendix 1) was asked by the States of Jersey to
consider and comment on proposals to deliver aspects of the reform programme for
the provision of health and social care services in Jersey by 2021.

This has been a short and sharp review based on written material supplied by the
States of Jersey, presentations and discussions over three days with key senior
departmental members from Health and Social Services, Treasury, Property and
Social Security. We did not have discussions with carers, users or health professionals
other than those who presented to us. That said it has been a comprehensive
exercise looking at future health and social care in Jersey at a strategic level.

During the preparatory work and the evidence taking many issues were raised and a
considerable level of challenge laid down by the Panel to the presenting team. Our
conclusions inevitably are at a high level, but we have indicated in a number of areas
where we believe more detailed consideration is needed.

The panel would like to record its appreciation to the Health and Social Services
Department and other States colleagues for all the preparatory material and the time
taken in presenting evidence and answering questions. The work was of high quality
and the whole atmosphere of the review was very open and constructive.

The views expressed in this report are the personal opinions of the Panel members
and are not the views of any organisations that they are associated with.

The Case for Reform

As a starting point, the Panel revisited the original KPMG review (States of Jersey —
A proposed new system for Health and Social Services KPMG 2011) and supporting
documentation and discussed its contents with States staff in some depth during the
evidence taking. This comprehensive piece of work from KPMG examined three
potential future scenarios:

v" Business as usual
v" Live within our current means
v" A new model for health and social care

The Panel was clear that the case for change was made and the selection of a new
model for health and social care was the right one. Put simply, given the forecasted
increased demand for health and social services based on changed demographics,
business as usual and living within current means were simply not viable options as
resources would have to increase significantly and major changes would be required
around ways of working and configuration of services. The 2011 KPMG technical
report which was commissioned to outline the funding options for the proposed
reforms supports these assumptions. The scale of the increase in resources required

Peer Review of Reform of Health and Social Services
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is difficult to forecast accurately but the Panel was clear that it would be substantial
from whichever perspective it was viewed. Where those resources would come from
and how they could be utilised is discussed later in this report.

The process of consultation (in the Green and White papers proposals) conducted by
the States of Jersey following the KPMG report, confirmed broad acceptance from
stakeholders of the KPMG analysis.

The process of consultation which sought to gain the widespread involvement of all
stakeholders including the third sector, GPs, the public and patients, and all those in
government is to be commended. There were and indeed there continue to be
differences in views, but the consultation process was inclusive and thorough.
Consultation is not about ensuring everyone gets what they want but the process
served to engage stakeholders and help build alignment, establish consensus and
mitigate potential problems in the future.

We are aware that as the KPMG report reflects, there is an absence of robust data
and information in a number of areas and that this is being addressed especially
around the performance of the health and social care system and the health profiling
of the population. The absence of this material has prevented a deep understanding
of the delivery and quality of the present service and the future health needs of the
population. We are aware of the commitment to ensure this ‘data lite’ position is
rectified. We should emphasise this is not about any reference to targets or similar
arrangements but rather about understanding what is required to be delivered, how
it is being delivered, and the quality of what is being provided.

System Reform: An integrated service with users at its heart

For the purpose of this report, integrated care is taken to mean shared working
between different parts of the health and social care system that goes beyond the
simple exchange of letters, and places the patient at the centre of care.

In conducting our work, we were acutely conscious that the programme of reform
had already started and is still at an early stage. The Panel spent some time
establishing and clarifying the different dimensions of the current system and quickly
identified in discussions a very pivotal dimension to the service. It was clear that in
previous work (and still mentioned in discussion) the language used was about the
performance and function of different health service areas. The Panel was immensely
relieved to note that in all the reform proposals the language moved away from
discreet service areas and focused on system change. The importance of changing
the way services interact with each other has been one of the most significant things
learned across the world in recent years when the reform of health systems has been
considered. Put simply, whilst it is important to know how different elements of
health and social care services perform, ultimately it is how they work together and
organise around the patient which is crucial and must be the main focus.
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The current system

Jersey operates a mixed economy model with private, voluntary and state provision
present and funded through a mix of (predominantly) public and private sources not
untypical to most health and social care systems around the world. The panel found
enormous strengths in the current system and could understand why it had
developed in the Jersey context. We did consider whether a wholesale restructuring
of this model would have been more appropriate to reform the system, but quickly
concluded that the strengths of the current mix far outweighed its weaknesses and
indeed provided a firm foundation for a reformed system. That said it was clear that
there are some perverse incentives operating currently which must be tackled if real
system reform is to be achieved. In particular, we noted the out-of-pocket payments
for GP consultations and the out-of-hours home visits contrasted sharply with free
access to the hospital accident and emergency services which lead to inefficient
incentives to patients and providers alike.

A strong, sustainable and effective system of General Practice care is crucial in any
service. Jersey has a record of considerable success in this area but for the future
there needs to be a widespread acceptance that GPs have to move away from seeing
themselves as the central figure in providing care for their patients to a position
where they are also leaders of teams providing care for their patients. This is a
change that emphasises the important position we see for this professional group for
the future in delivering an accessible and value-for-money health service for Jersey.
We can see the scale and extent of work that has been undertaken to bring GPs into
the heart of the decision-making about system reform and feel that this must
continue. In addition we feel strongly that that the hospital clinical leaders and
consultants must also be brought into this ‘conversation’. There appears to be some
evidence that - for understandable reasons - they are currently not as engaged as
they should be. System reform is about organising around the patient and hospital
services in hospital and at home or in the community setting are an essential part of
that reforming activity.

The role of the third or voluntary sector in the Jersey context is also crucial. As
services have developed in Jersey the voluntary sector contribution has been a major
building block. In a future mixed health economy, the sector has a strong role to play
but it has to become part of a reformed system and be integrated into a leadership
framework that enables it to fit into the whole picture. The sector will need to adapt
and change and become part of continuity of care, including help to support
24/7 care that is organised around the patient and the communities in which they
live.

The panel has concluded that the mixed health economy model is the most
appropriate way forward to enable successful system reform. In taking forward the
work, focus must be on integrating to achieve truly patient-centred services and, in
particular, to challenge and change a range of perverse system incentives and
behaviour which may provide barriers to change.

Peer Review of Reform of Health and Social Services

Page - 39
S.R.10/2014 Res.



We have not had the opportunity to fully review the governance arrangements
around system reform. What we have heard and read has been encouraging —
although questions have been raised in our discussions which suggest that the
current model — where the Department is leading change and seeking to bring all
stakeholders into the debate — has many good points but may fall short of creating a
forum with real power and clarity where all areas of the system are represented
enabling issues to be resolved more easily. We believe this challenge merits further
consideration. Good governance must be at the heart of system reform.

Information and I.T.

We have previously referred to the absence of important data — a ‘data lite’ situation.
We should say again that this is not an observation or a concern about the absence of
targets, comparative performance tables and so on. Our concern is that in any health
system reform, there needs to be clarity about current and future objectives and
agreed outcome metrics so that there is transparency about what has been achieved
(and against what starting point), what needs to be done and what changes in policy
direction may be necessary. Though we understand that this is being addressed, we
think there needs to be a clearly articulated and understood information technology
and data strategy which sets out future goals and milestones in the collection and
provision of essential management and performance data.

Grabbing this agenda in terms of data information technology will be a major
strategic gain for system reform. It will undoubtedly help in securing the right funding
algorithm and, especially in the current funding context, will help towards
fundamentally understanding the health needs of the population and give the means
to demonstrate good value for money. It will help inform standards and quality and
provide increased accountability in the reform system.

We are aware of some strengths in the Jersey system in particular the movement
towards shared electronic records. We however feel that there is a way to go for
example with the use of tele care in supporting self-care and addressing access.

Management capacity

Over the period of its work the Panel developed some concern about the level of
management capacity to deliver the system reform in Jersey. This will also be
referred to when we consider the new hospital project. There is a widely held
perception that more managers in the health system is always bad — and certainly
there is evidence from around the world of managerial overcapacity stifling system
reform. However, the change agenda Jersey is facing in the health and social care
system is considerable, and if it is to be successful it needs to be resourced properly.
Getting clinicians involved managerially and in leadership roles can often be a major
source of support.
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A new model of Primary care

As referred to previously, the Panel supports the case for a new model of health
provision. System reform — particularly starting from the Jersey position —will mean a
fundamentally different model of primary care. We referred to the notion of GPs as
leaders in providing a variety of services to patients and this model will mean
considerable change is required. Incentives and system behaviours will have to be
implemented. The GP’s current position puts them in a strong role to help lead the
orchestration of service provision for patients in the future.

GPs are best placed managing long term complexity and supporting multidisciplinary
working as well as using their skills in dealing with acute, self-limiting illness and
managing risk and uncertainty.

The Jersey context in its scale, current distribution of physical assets and resources
means that the hospital will have a crucial role to play as part of the primary care
model as well as in its acute services roles. How this element of the service is led and
integrated is an important issue.

Other community-based services such as dentistry, pharmacy and optometry - which
(like General Practice) currently operate in a free market context with the State
bearing a degree of funding responsibility but with little or no effective management,
financial or policy control will have to change. This is not a proposal for state
provision, but rather a plea for consideration to be given to more state regulation
from a cost control perspective.

Pharmacists are an important resource and though we did not have time to explore
this service area and how it integrates, we advise Jersey to address the
transformation of pharmacy alongside primary care. We understand the project
scope deals with this issue.

Hospital Services

The Panel reviewed extensive background information provided and received
comprehensive presentations followed by an opportunity for detailed questioning.
We concluded that a new hospital is indeed needed in Jersey. The current
infrastructure has a limited life and ever-increasing maintenance requirements. But
this is a complicated issue — especially in any island jurisdiction where there is
inevitably a cost premium involved. It is a challenge given Jersey’s population to
provide all the services (at high quality) that might be expected of a typical district
general hospital. It would probably be better referred to as a district general hospital
supported by a range of off island specialist services together with the necessary
arrangements for transferring patients. There may be other options as the new
hospital is developed — perhaps the potential to partner with UK NHS Trusts enabling
information exchange, visiting consultants, research/development and training to
complement in Jersey provision. This could alleviate the need to some extent for
transferring patients but this will always be a requirement.
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Building or refurbishing a new hospital is always a major cross generational
opportunity and, whilst we can increasingly forecast in sophisticated terms likely
population demand, it is increasingly difficult to forecast changes in the type of
clinical services that will be provided in the future given the developments in health
care technologies and advances in medical research.

All of this points to a need to build in flexibility in whatever is constructed. ‘Future
proofing’ by building in flexibility in design is crucial.

We have looked in some detail at the current project and how it has been put
together. It is clear that it has been a very difficult decision to find the right site and
while we understand the selection of the two-site option and a phased development
programme over 10 years, we do have concerns which we feel must be addressed as
the project is fully developed.

In summary these concerns are as follows:

1. A new build on a single site which is unencumbered as far as possible is
always the preference. This would enable a quick build, consistency in
current service and a much easier move from existing buildings. While we
understand this option has not been possible to pursue, it is important to
understand the implications that follow this decision.

2. The ten-year phased programme over two sites is too long. Every effort must
be made to see whether it is possible to reduce this time line. The potential
disruption for current services should not be understated and must be
addressed as a major risk — and mitigated. This can be addressed in the
procurement process as the technical issues are addressed. Movement or
decanting space will be critical so any opportunity to acquire adjacent
properties to enable this would be, we suggest, crucially important and
should be seized. Indeed such acquisitions will also be helpful in for example
ensuring adequate provision of future facilities including step-down which
will ease pressures on beds.

3. The size of the hospital is another critical issue. It has been impossible to
construct a rigorous re-evaluation of the future demand requirements
identified in earlier reports given time available and the impact on beds
provided etc. These may also be second order issues given the point we make
about the once in a generation opportunity and the key issue of building in
flexibility in space use and future proofing as far as possible.

4. We are aware of the considerable debate on the capital monies available to
fund the scheme. We would only say that this is probably the one big
opportunity to resource health services in Jersey in one critical aspect and
the gains by getting it right and future proofing are highly significant. There
are too many examples of health projects which have failed to realise their
full potential. The cost of getting it wrong is huge.
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This scheme and the associated system reforms make a major statement to
the people in Jersey and those outside about the nature and importance of
the health agenda in this jurisdiction’s future. This should not be
underestimated.

5. A further concern is on the timeline and potential cost overruns. We have
already suggested that a decade is too long and it is vitally important that the
highest quality technical support is employed as early as possible to seek to
address this issue. We believe the same approach should be taken to provide
a procurement route which mitigates risk as far as possible.

A final more general point is that given the overarching goal of strengthening
integration across all health and social care services, we would strongly
recommend that as the project develops it is crucial to recognise that it is
part of the system reform approach which has been developed. To this end it
is vitally important as the project moves forward that its leaders look to the
wider system and bring other stakeholders into the process. A fundamental
part of the system reform will be to ensure the hospital looks outward to
community and primary care services as well as third sector providers and of
course patients and the public and behaves in a way which supports that
approach. Our earlier reflections on the leadership of the whole system
reform are relevant here.

Sustainable funding mechanisms

As with all health and social care systems around the world, Jersey is likely to face
increasing pressure in future to spend more on care. The drivers of this pressure —as
in the past— will be a combination of amongst other things increased demand as
populations grow and age, increased income (with the general preference being to
spend extra income on health and social care) and supply induced demand arising
from new medical technologies (new drugs, new surgical interventions and so on).
Given this, a key question addressed by the 2011 KPMG report (Financing options for
health and social care in Jersey) was the sustainability of current funding mechanisms
over the next thirty years. In particular, will projected future levels of funding meet
future funding needs.

KPMG estimate that there is likely to be a growing shortfall between actual and
needed funding, growing to around £75 million by 2040 and accumulating at around
£3 to £4 million per year’. As KPMG acknowledge, such projections are inherently
subject to a high degree of uncertainty. Even a small change in assumptions about
revenue growth (assumed to be 0.5% pa in KPMG’s modelling) or slight
over/underestimates of need (e.g. there appears to be no allowance for morbidity

'on this, we would note that page 25 of the KPMG report states that projected health care
costs by 2040 will be £294 million and revenues £241 million —a gap of £53 million.
However, the second bullet on page 25 states the gap at £75 million by 2040. It is not clear
why these estimates differ. Moreover, revenue of £205 million in 2012 growing at 0.5% a
year equals £236 million by 2040, not, as stated on page 25, £241 million.
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compression and it is unclear what uncertainty surrounds population forecasts used)
can significantly affect the size of the ‘need gap’.

We would suggest that unless already produced, the estimate for the funding gap
should be subject to some sensitivity testing with respect to assumptions made on
the cost or ‘need’ side (as well as some clarification regarding the report’s figures —as
noted in the footnote below) as it has on the revenue side of the equation (page 41
of the KPMG report).

Accepting that a gap between funding and costs will exist, the KPMG report sets out
four options for meeting the shortfall —

Improve existing collection mechanisms

Change/incorporate elements of different collection mechanisms
Limit/cap health/social care benefits package

Improve productivity and efficiency.

PwNPE

KPMG rule out options 1 and 4 (the latter as it was considered to be outside the
scope of their analysis) and focus on options 2 and 3.

While option 4 is ruled out in the KPMG analysis, the projections and estimates they
calculate could vary significantly given even modest assumptions about
improvements in productivity over time. For example, productivity improvements
amounting to around 0.75% p.a. (on top of the assumed 0.5% growth in revenues)
would virtually eliminate the funding shortfall by 2040. In many projections of health
spending, assumptions about productivity are nearly always very important (cf. Office
for Budget Responsibility (OBR) Fiscal Sustainability Report, 2013 and Derek
Wanless’s 2002 UK health care projections for example). We would suggest therefore
that productivity assumptions be included in KPMG’s sensitivity analyses. The
0.75% p.a. gap could be interpreted as a productivity challenge for the service.

Following our consideration, and the production of this report, we have been advised
that the further recent modelling work by W.S. Atkins has considered productivity.
We have not had sight of this report but remain of the view that productivity is an
important strategic issue.

KPMG conclude that, given the unlikelihood of political agreement to increase
current income and other taxes, the preferred option would be to close the gap
through a combination of higher/extended patient charges and a new revenue
source which expands on and modifies the existing Health Insurance Fund (HIF). This
would require a compulsory levy on personal income below £150,000 (including
pension income) starting at 0.8% and growing up to 2040 to around 3.5%. The new
HIF together with all other funding sources (including current tax revenue) would be
rolled up into a ‘2040 Fund’. We comment on the arrangements for this below.

The impact on the balance of funding between 2014 and 2040 is shown in figures 1
and 2 (data taken from page 39 of the KPMG report).
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Figure 1: Revenue composition in 2014
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Although proposing extra patient charges — such as the payment for use of A&E —
overall, such changes make a limited difference in either total funding or in the
balance of funding over time. We do however recognise that the recent pilot on
maternity services has suggested there is a significant potential gain in exploring a
capitation model as an element of co-funding where the patient pays for unlimited
access to consultation with the GP and state provided maternity services by a block
payment. This could be rolled up into a capitation payment by the patient for other
services such as care for long term health conditions. We would recommend that this
capitation model as part of co-payment be examined further.
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While employer insurance contributions rise in real terms, they shrink as a proportion
of funding given the growth in overall funding provided via the existing tax system
and the new 2040 Fund (which incorporates the existing Health Insurance Fund
(HIF)). The introduction of the insurance fund reduces the proportion of tax revenue
funding from 83% to 66%.

On the proposal for increased charges— the reintroduction of charges for
prescriptions and the new charge for A&E services — we would suggest that that if
these proceed, then provision is made to monitor their impact — in particular their
impact on prescribing and GP visits in total and across demographic groups. This
would help test the assertion that up to 50% of all A&E attendances were a result of
patients choosing to avoid a GP visit due to the cost of an attendance.

On the proposed new social insurance fund, we think this is an imaginative
suggestion. In terms of its public acceptability, while we have not seen any public
polling in Jersey regarding people’s attitudes to health spending, other surveys in the
UK (cf. the British Social Attitudes Survey) have consistently indicated that health
spending is the top priority for a significant majority of the public; it is unlikely that
Jersey differs significantly in this respect. Therefore, while the insurance fund would
represent a minority of funding by 2040 (see figure 2, above), the explicit link
between this source of funding and health/social care spending would, we think,
appeal to the public.

The crucial questions concern the implementation and administration of the 2040
Fund — which KPMG suggest would incorporate all sources of revenue. The
suggestion that all revenues for health and social care be administered (i.e. spent
plus overseeing investment of the 2040 Fund and setting rates) by an independent
board is a significant political and organisational step. There needs to be careful
consideration of the governance of such an arrangement — particularly as public
money is involved.

Apart from powers to set contribution rates and oversee investments, it is unclear
what powers and authority the 2040 Fund board would have to determine the details
of spending across health and social care or its relationship with ministers and the
determination of health policy. (We would note in passing that the recent reforms to
the English NHS have attempted to set up a more arm’s length relationship between
the NHS and ministers/Department of Health with accountability of the former to the
latter (and hence Parliament) embodied in a form of contract known as the Mandate
which sets out broad goals for the NHS to achieve — leaving NHS England and the
provider side regulators to ensure objectives are met. The extent to which this
relationship is/will be successful remains to be seen). We would suggest therefore
that if the social insurance fund idea is pursued that considerable thought be given to
its governance arrangements (including independent audit arrangements) and its
accountability to those who contribute to the fund through their taxes and levies and
to all who use the health and social care services the 2040 Fund pays for.
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Conclusion and recommendations

The building of a plan for a new model of health and social care in Jersey has taken
some time. We believe system integration is the right approach and applaud the
efforts to build support amongst all stakeholders. There are major challenges to face
in delivering the changes and close attention must be given to de-risking as much as
possible in the approach. This is a significant moment for Jersey. Getting this system
reform right makes a big statement to the people of Jersey and those outside the
jurisdiction.

Recommendations
We recommend:

1. That the States continue with a new model of health and social care. The
original KPMG analysis that produced these options was robust and the
consultation taken since has confirmed that there is widespread support for
pursuing this new model.

2. That the programme for improving the quantity and quality of relevant data
and information is pursued as vigorously as possible. Knowing what is being
delivered and its quality and outcomes will be of enormous help in delivering
the reforms.

3. That the mixed economy model of provision is the best building block for
system reform. The perverse incentives currently operating must be tackled
as they present real barriers to system reform.

4. That the management capacity driving system reform should be considered
and supplemented where necessary by encouraging greater involvement
from clinicians, interim or external support. Resourcing this work properly
must be a priority.

5. That the focus on integration and system reform be continued and deepened
using GPs as a mainstay in the system. We also urge consideration of how
other aspects of primary care e.g. pharmacy should be integrated in the new
approach. We understand the project scope addresses this issue.

6. That the provision of a new hospital is pursued as quickly as possible and the
implications of the two site approach be assessed in terms of risk and
mitigations identified and applied.

7. That the governance arrangements for the integrated system be
re-examined. We believe the current work is being well led, but there will be
a requirement in the future for the leadership of the system to be more
inclusive of clinicians in primary and secondary care and other
representatives from within the system. This has to be a group which is
accountable and has the authority and power to resolve problems for the
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benefit of patients. We are not recommending building any sort of replica of
the system in the UK but rather ensuring accountability for those that are
leading the system.

8. That work on building a sustainable set of funding mechanisms be
accelerated and in particular that, unless already produced, the estimate for
the funding gap should be subject to some sensitivity testing with respect to
assumptions made on the cost or ‘need’ side.

9. That the productivity assumptions be included in KPMG’s sensitivity analyses.
Any mitigation of rising costs must include a review of potential productivity
in the system. We understand that productivity has been addressed in the
latest piece of work by W S Atkins but have not had sight of this report. We
believe that productivity is a critical issue.

10. That if the proposal for increased charges — the reintroduction of charges for
prescriptions and the new charge for A&E services proceed then provision is
made to monitor their impact. In particular, their impact on prescribing and
GP visits in total and across demographic groups.

11. That if the social insurance fund idea is pursued, then thought needs to be
given to its governance arrangements (including independent audit
arrangements) and its accountability to those who contribute to the fund
through their taxes and levies and to all who use the health and social care
services the 2040 Fund pays for.
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Appendix 1

Terms of Reference — Peer Review of Reform of Health and Social Services

1)

2)

To receive a full briefing on the background and context to Report and
Proposition P.82/2012 including the underpinning technical report by KPMG,
utilising the Bailiwick Model.

To receive and review progress reports on the 4 parts of the proposition:

e to approve the redesign of health and social care services in Jersey by
2021 as outlined in Sections 4 and 5 of the Report of the Council of
Ministers dated 11 September 2012

e to request the Council of Ministers to co-ordinate the necessary
steps by all relevant Ministers to bring forward for approval:

(i)

(ii)

(iii)

proposals for the priorities for investment in hospital services
and detailed plans for a new hospital (either on a new site or
a rebuilt and refurbished hospital on the current site), by the
end of 2014. (to be led by the Treasury & Resources Minister
and the Minister for Health and Social Services)

proposals to develop a new model of Primary Care (including
General Medical Practitioners, Dentists, high street
Optometrists and Pharmacists), by the end of 2014 (to be led
by the Minister for Health and Social Services and the Social
Security Minister);

proposals for a sustainable funding mechanism for health
and social care, by the end of 2014 (to be led by the Treasury
& Resources Minister).

3) To consider and offer comment on progress to date across all aspects of the
programme of reform for health and social services as set out in P.82/2012
and, in particular, in the context of the overall States of Jersey Reform
programme and latest strategic and system thinking emerging from expert
organisations such as the King’s Fund and the Nuffield Trust.

4)

To consider and offer comment on the short term and longer term approach
and options for sustainable funding of Health and social services, taking into
account work undertaken by KPMG.
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Panel Members
Sir David Henshaw — Expert Adviser to Reform POG (Local Government and Hospital)

Dr. Patrick Geoghegan — Expert Adviser to Health and Social Services Minister
(Mental Health and Community Services)

Mr. Andrew Williamson — Expert Adviser to Health and Social Services Minister
(Social Services and Health Commissioning)

Dr. Clare Gerada, MBE MOM FRCPsych FRCP FRCGP — Chair of Primary care
transformation board, NHS London Region and former Chair of Council of the Royal

College of General Practitioners.

Prof John Appleby — Chief Economist, The King’s Fund
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APPENDIX 2

HEALTH AND SOCIAL SERVICES TRANSFORMATION PROGRAMME
MINISTERIAL OVERSIGHT GROUP
Review title: States of Jersey Peer Review of Reform of HealthSotial Services

Report by: Ministerial Oversight Group Expert Panel

RESPONSE

The Ministerial Oversight Group welcomes the Panelbnstructive review of the
Health and Social Services transformation programhme Ministers would like to
extend their thanks to the Expert Panel for alirtiverk.

The Ministerial Oversight Group recognise, as imddel the Panel in the report, that

the time for the review was very limited and theebto be covered extremely broad,
and that, as the Panel stated, tha reform is still at an early stage

RECOMMENDATIONS

Recommendation Response

1. That the States continue with| Agreed.

new model of health and socCiglye als0 welcome the Panel's finding that the KPMort
care. The original KPMG analysisyng the reform programme has been devised from a

that produced these options wasystem-wide perspective from its inception.
robust and the consultation taken

since has confirmed that there|is
widespread support for pursuiTg

this new model.

2. That the programme  forAgreed.

improving ~ the quantity anflyye are pleased that the Panel noted ttfs ‘is being

quality of relevant data andggressed’and in particular, Ministers understand that -+
information is  pursued S

vigorously as possible. Knowing® The health and _social care data set work _is_ well
what is being delivered and ifs underway, and will lead to agre.ement of a minimum
quality and outcomes will be of data set across health and social care, which baill
enormous help in delivering tHe reported to Corporate Directors and used to further
reforms. develop and improve services.

e Each of the service specifications from the
transformation programme, and each of fthe
Agreements for Service with non-HSSD providers
contains a suite of metrics (including demand, outp
outcome and quality). These are regularly collected
part of the performance management approgach.
Officers would have been very happy to share |the
detailed transition plans, service specificationsd a
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Recommendation

Response

monitoring arrangements with the Panel.

* The pilot projects were evaluated, using a suitg of

metrics and through discussions; this has been tas
inform the ongoing service development and
agreed, adjusted service provision — particulashytifie
‘out-of-hospital’ system.

 Work is also well underway to review these metr
and to identify a set of system-wide metrics thit

ed
the

CS,
W

help to confirm the system-wide impact of the

transformation programme, in particular the impat
the hospital.

* The introduction of the Jersey Quality Improvem

Framework (JQIF) for Primary Care in 2015 will

establish a series of clinical databases for thands

ent

An anonymised feed of this data to HSSD will suppor

significantly better planning.

In addition to the work on metrics, Ministers afdegsed
that the Department has made significant improvesn
and advances in information technology and manage
over the past 3years. The implementation of th&
project delivered —

« A replacement hospital administration syst
(Trakcare), ranked as one of the best in the world.

* A new child health system, enabling Jersey to ekt
protecting our children against infectious diseases

* Modern radiology systems across the hosy
introducing electronic storage and retrieval of ays
and scans.

* Integration between Trakcare and other hosj
systems.

* A foundation, based on a world leading system, ith
key to enabling the further developments ¢
improvements to be delivered.

In addition to, and following, the main project et
significant achievements in this area include —

* The Informatics Strategy was agreed in January 2
and is now being delivered.

» Implementation of the electronic ordering of patigyl
and radiology tests throughout the hospital.

* Introduction of SMS text messaging reminders
appointments.

* Implementation of a case management system
mental health services.

ital

ital

and

013

for

for

ste

» Implementation of a long-term care assessmentray

to enable the introduction of Long-Term Care Betneili
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Recommendation

Response

In addition, a number of information-based projeats
currently underway; these include —

This demonstrates a significant improvement
advancement in information systems over recentsyeard
illustrates a significant current and ongoing pamgme of

work. It is important to recognise that, as withaliecare

Supporting and enabling the CAB to develop :
implement the Jersey Online Directory.

Implementation of a bowel-screening system.
Implementation of an endoscopy reporting system.

Agreed arrangements with Hospice to fund
implementation of a hospice based system to integ
with hospital and other systems.

and

the
jra

Supporting FNHC to implement a donor management

system.

Implementation of a traceability system in der
services.

Implementation of and environmental health system.

Upgrade of ambulance and patient transport sys
including the additional of tetra location services

Upgrade and integration of the clinical investigat
system.

The development of an Island-wide health and s¢
care informatics group.

The establishment of a Standard Data Set ad

tal

ems

cial

ross

HSSD, enabling benchmarking internally and agafinst

UK hospitals.

The development of business cases to support tkte
major systems developments —

o E-prescribing
o Community Information System

o Primary Care/Secondary Care Integration
Interfacing

0 Hospital Electronic Patient Record.

The replacement and update of radiology sys
hardware and software.

The implementation of a ‘medical desktop’ solut
across the department, supporting the use of m
devices.

A Post-Implementation Review of Trakcare and Or
Communications.

Implementation of a system to support the Je
Talking Therapies service.

ne

and

tem

on
bbile

der

sey

and
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Recommendation

Response

itself, there is an almost infinite demand for mf@ation
and information systems. These demands have t(
prioritised and managed to deliver the best possialue
for money within the Department's overall capacity
deliver the organisational change that necessadiyes
with new systems.

D be

That the mixed economy mod
of provision is the best building
block for system reform. Th
perverse incentives current
operating must be tackled as th
present real barriers to syste
reform.

efgreed.

"The Sustainable Primary Care project has identifie
Bhumber of alternative models internationally,
Nstakeholders are working together to consider étative
Sherits and application for Jersey, including theaat of
these models on incentives and behaviours, and
possible unintended consequences.

p

[

d
nd

the

That the management capag
driving system reform should &
considered and
where necessary, by encourag
greater involvement fron
clinicians, interim or
support.
properly must be a priority.

supplementeg

external
Resourcing this work,

itkgreed.

€The Panel commended the current management capa
Bnd approach, and noted the transition programi
NBmbition. We agree that the current workload isi§icant,
land is led and overseen by a small team. HSSD @aiep
Directors are committed to the transformation paogmne
nd continue to work together to secure additichéled
and experienced resources, and to progress theraec
actions, including culture change, within their areof
responsibility.

In order to address the capacity issues, we —

Regularly review priorities in order to focus etfor

Have secured an additional post within the Sys
Redesign and Delivery team.

Reconfigured the roles and responsibilities of
System Redesign and Delivery team, refocusing
post on the ‘out-of-hospital’ system development.

Secured an external partner to progress the m
health service review with us.

Designed the Sustainable Primary Care project wi
view to sharing the work-stream leadership acrbss
Board.

Appointed a Project Manager for the Sustaing
Primary care project.

Recognised that additional, expert input will
required for the Sustainable Primary Care projfmt,
example in health economics, and have made awai
a project budget.

Have identified programme budget to fund input fr
Primary Care professionals to the transforma
programme.

bili
me’s

o

ju

tem

the
one

cntal

th

Appointed experienced resources to lead the Fu
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Recommendation

Response

Hospital project, including 2 Project Directors $
project management.

» Appointed technical, financial and legal adviseos
the future hospital project.

» Are progressing the selection of partners to del
acute services, who will also assist with serviemgaaw
and redesign.

* Secured external service review resource from
Royal College of Physicians and the Royal Collefy
Paediatrics and Child Health to review currentfstgf
and ways of working, and then to advise HSSD on
capacity and capability of these services to mbet
challenges presented by future service demands.

* Recognised that peaks in workload relating to
future hospital will require additional resourcesr
bespoke pieces of work more generally (e.g. to sup
the development of services plans’ need to infdmmn
design brief), and more specifically if particu
services as a result of their relative professicad
geographical isolation are finding it difficult t{
envision a future service that needs to look V
different from the present.

 Have clarified roles and responsibilities for seev
providers charged with leading the serv
implementation and delivery.

» Have developed a (funded) Primary Care Hub
encourage G.P. leadership, to build relationshiygsta
develop jointly the transformation programme.

 Continue to actively involve the voluntary a
community sector, hospital, Community and So
Services, and other service providers.

* Are holding active discussions regarding leaders
capacity, accountability and delivery.

» Are progressing a clinical leadership developm
programme.

« Have started a Clinical Forum, bringing toget
clinicians from the hospital and Primary Care.

Notwithstanding this, the System Redesign and [Ea}i
Team is a very small team.

—

ve

the

\1%4
o

the

the

p

ar

(0]
ery

ce

to

Cial
ship
ent

ner

5. That the focus on integration a
system reform be continued a
deepened, using G.P.s as
mainstay in the system. We al
urge consideration of how oth
aspects of primary cars
e.g. pharmacy, should k

ntVe are heartened that the Expert panel report faqadli
hdommended the stakeholder engagement and notethéh
‘@onsultation process was inclusive and thoroughtt
salso recognised th&Consultation is not about ensuring
beveryone gets what they want but the process setoe
2 engage stakeholders and help build alignment, efitib
eonsensus and mitigate potential problems in théule”.

at
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Recommendation

Response

integrated in the new approad
We understand the project scq
addresses this issue.

hHThe health and social care reform programme hantak

psystem-wide, integrated approach to planning

developing services from its inception. This is ortant
because challenges and developments in one péttec
system impact significantly on all other partstod system
As presented in the Green Pap&aring for each other
Caring for ourselvesin 2011, the health and social cd
system faces a number of significant challengedudging

and

—h

Are

the demands placed on the hospital. The analysis

demonstrated that, if no changes were made, thgitab
would quickly run out of beds. It also identifiednse gaps
in community services. For these 2 reasons thestmant
in community services was prioritised, whilst théufre
hospital planning work was being progressed. Buvas
also important to ensure that the programme ofice
changes is manageable and realistic; changing @aet\of
the system simultaneously is not possible.

In terms of encouraging the whole system to wodetber
and planning across the whole system —

» A system-wide ‘U:collaborate’ event was held at
programme’s inception, where stakeholders sh
thoughts and ideas and these were integrate
consider the system impact.

* Each of the Outline Business Cases and each o
detailed plans have been developed with a rang
stakeholders from across the system (incluc
community staff, G.P.s, voluntary sector, hospit
This helps to ensure that each part of the systes
its say’, and is able to challenge each of the lam
the impact that it will have on their professiomar or
organisation and on their part of the system.

* The Transition Plan Steering Group has met mon
since December 2010. It comprises representa
from across the health and social care sys
including G.P.s and voluntary sector, whose rol®i
challenge the emerging plans from a system-y
perspective. The investment priorities, the GreapeP,
White Paper and P.82/2012, were agreed by
Steering Group.

* The Health and Social Services Ministerial Advis
Panel (HASSMAP) challenged each of the plans. ]
group comprises independent experts from socia,
children’s services, mental health, hospital arich&ny
Care.

» Each of the major projects has its own steeringigt
or development board; these report into the Trams

S

the
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e of
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al)

thly
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~
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Dry
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(0]

—

Oversight Group. Key individuals from the System

Plan Steering Group or directly into the Ministé%a

Redesign and Delivery Team patrticipate fully insth
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Recommendation

Response

between the different work programmes.

groups to ensure cross-fertilisation and integnatio

6. That the provision of a ne

hospital is pursued as quickly
possible, and the implications
the 2 site approach be assesse
terms of risk and mitigation
identified and applied.

WAgreed.
as

of

d in

S

That the governang
arrangements for the integrat
system be re-examined. W

believe the current work is bein
well led, but there will be
requirement in the future for th
leadership of the system to
more inclusive of clinicians if

q

primary and secondary care an

other representatives from with
the system. This has to be a grg

which is accountable and has the

authority and power to resolv
problems for the benefit g
patients. We are Nng
recommending building any sg
of replica of the system in th
UK, but rather ensurin

accountability for those that ar

leading the system.

eéWe acknowledge that, whilst the Panel recei
edocumentation outlining the governance of the mogne,
¢his was not discussed with the Panel because dahel'P
gscope did not extend to this level of detail, ahat ttime
awas limited.

€The Ministerial Oversight Group would like to nateat
P@linicians have been heavily involved in the tréosi
‘grogramme since its inception in November 2010 —

n
up

The Transition Steering Group includes a numbe
clinicians (the Medical Director of the Hospitahet
Deputy Medical Director for Community and Soc
Services, a representative from the Primary CamdyH
(often 2), the Medical Officer of Health, the Ch
Nurse) as well as management representatives
Voluntary and Community Sector representative.

e

~

g

Clinicians were involved in agreeing the strate
principles in early 2011, and led the allocationtiu
service developments into ‘red, amber, green’ ilye
2013 — this then formed the basis of the progran
plan.

All service design workshops had a wide range
clinical members; this approach will continue
effective service change must be co-produced.

The Medical Staff Committee and Clinical Directc
Groups have been briefed and involved throughau
were G.P.s via the regular G.P. Forum sponsore
HSSD.

The Sustainable Primary Care project was desig
with a view to sharing the work-stream leaders
across the Board (which predominantly compri
clinicians).

The mental health services review is based onra
learning sets, with participants from the clini
community across the health and social care systen

The Project lead for the mental health serviceengy
has a background as a mental health nurse.

One of the Future Hospital Project Directors ig
clinician.

ved

r of
al

ef
ind a

gic

nme

of
as
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f, a
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Jned
hip
ses

ctio
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.
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Recommendation Response
* Clinicians are heavily involved in the design and
decision-making regarding the acute services gfyate
acute services plan and future hospital (qgver
80 meetings have been held to date).
* The (funded) Primary Care Hub has been set up to
encourage G.P. leadership, to build relationshisl
to develop jointly the transformation programme.
» A clinical leadership development programme is g§ein
progressed.
* The Clinical Forum brings together clinicians frone
hospital and Primary Care.
That work on building Agreed.
sustainable  set  of fund'nghe ‘Bailiwick model’, produced by KPMG, enables tos
mechanisms be accelerated anferform sensitivity analysis on the ‘cost or neeléments.
in particular, that unless already
produced, the estimate for the
funding gap should be subject fto
some sensitivity testing with
respect to assumptions made |on
the cost or ‘need’ side.
That the productivity assumption¥Ve note and agree with the Panel's comment thhe |*
be included in KPMG's scale of the increase in resources required isiadiff to
sensitivity analyses. Anyforecast accurately but the Panel was clear thatould be
mitigation of rising costs mustsubstantial from whichever perspective it was viéwe
include a review of potentiglthe most recent modelling (W.S. Atkins) was based o
productivity in the system. Weacqq usage, sensitised for various elementsudimg
understand that productivity has,oquctivity. Detailed modelling work underpins theute
been addressed in the latest piee@yices Strategy, planning for the Future Hospital the
of work by W.S. Atkins, but have.yt.of-hospital’  demand; this will improve our
not had sight of this report. We,nderstanding and also support sensitivity analysiis
believe that productivity is Anrojections.
critical issue. _
We are concerned by the Panel's comments regarding
productivity opportunities and the impact on future
funding. In particular, we requested further infatran
from the Panel regarding the assertion that pradtyct]
gains of 0.75% p.a. wouldirtually eliminate the funding
shortfall by 204Q but have not received any further
information from the Panel.
The Panel received information regarding the histand
current funding position and the work completeddade
regarding cost savings, along with our lean prognenand
continued focus on improvement. Productivity is |an
important element of our plans, and we have inaarted
assumptions about improved productivity and achree
of efficiencies in our 2014/15 plan and beyond ithe
LTRP planning period (2016 —2020). Cash-releasing
efficiency savings targets over the 2013 — 201%ogdeare
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Response

averaging in the region of £2 million p.a. (approately
1% of budget), and our LTRP submission was base
being able to continue to deliver at least %% pash-
releasing savings, as well as non-cash-releasfiueeicies
/productivity gains. Indications suggest that thaste
releasing target may increase significantly once rlext
MTFP is finalised.

0 on

10.

That if the proposal for increas
charges — the reintroduction

charges for prescriptions and t
new charge for A&E service
proceed, then provision is ma
to monitor their impact. Ir
particular, their impact o

prescribing and G.P. visits in tot b
and across demographic groups.

pAgreed.

Dirhe implementation of any charges would inevitabby
Nfinked to means-testing and would incur an admiaiste
Scost, but could generate reasonably significanelewof
Iehcome. Any charging policy would require politig
approval and careful planning to consider the imhpac
Nclinical and patient behaviour and to avoid intrcidg
ABberverse incentives.

al

11.

That if the Social Insurance Fu

idea is pursued, then thoug
needs to be given to i
governance arrangemer
(including independent audi
arrangements), and [
accountability to those wh

contribute to the Fund throug
their taxes and levies, and to
who use the health and social ¢

services the 2040 Fund pays for..

négreed.
ht

CONCLUSION

We thank the Panel for their a

cknowledgement of ghitosophy and the principles

underpinning our reform programme, and for theicogmition of the role of the
voluntary sector; the sector has developed signiflg over the past 3 years and we

have embraced the reform pro

gramme and the consiguehanges to the system,

services and the ways of working for individual amgsations. In particular, we are
pleased with the Panel’s recognition of the Deparnits leadership and relationship
building in this regard, and the way that Officbkesre engaged a range of stakeholders

who are now working in partner

We would also like to express
the Panel's suggestion that

ship to progresssystem reform.

our thanks to theeP#or their verbal feedback, and
this work demonstratespoliticians the critical

importance of the health agenda.
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