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Deputy R.G. Le Hérissier of St. Saviour (Chairman):
| would like to welcome you all here. We will maktee introductions first and then |
will -- some of you know the guilty -- then we wdket down to the details. | am Roy

Le Hérissier.

Deputy A. Breckon of St. Saviour:

Alan Breckon.

Deputy J.A. Martin of St. Helier:
Judy Matrtin.

Professor J. Forder:



| am Julien Forder.

Deputy R.G. Le Hérissier:
Julien is the adviser from L.S.E. (The London Sd¢hmfoEconomics and Political

Science) and the University of Kent.

Mr. C. Ahier:
Charlie Ahier.

Mr. M. Orbell:
Malcolm Orbell.

Deputy R.G. Le Hérissier:

We will have slow and clear enunciation of introtioics. So, if you could give your
name, your number and your job description becausehave quite a variety of
positions represented here.

Ms. M. Hutt (Senior Nurse Manager for Elderly Care):

| am Mair Hutt. | am a senior nurse manager fatedy care responsible for
Sandybrook and The Limes, day centres, residentaiat the elderly care.

Deputy J.A. Martin:
You are not being picked up on the microphone. &fliova bit.

Ms. M. Hutt:

| will move in a bit. How did you know that?

Deputy J.A. Martin:

Because the lady over there told mayjghter]. We have a signal.

Deputy R.G. Le Hérissier:
It had nothing to do with the quality of what yoe &elling us.

Ms. M. Hutt:



All right. Do you need me to say it all again?

Deputy J.A. Martin:
No.

Mr. J. Le Feuvre (New Directions Programme Directoy:

James Le Feuvre, Programme Director of New Dirastio

Ms. G. Rattle (Head of Occupational Therapy):
Gill Rattle, Head of Occupational Therapy.

Dr. M. Richardson (Consultant Physician with respomibility for the elderly):
Mike Richardson, Consultant Physician with resploitisy for the elderly.

Dr. L. Wilson (Consultant Old Age Psychiatrist):
Lesley Wilson, Consultant Old Age Psychiatrist.

Mr. I. Dyer (Directorate Manager for Mental Health) :
lan Dyer, Directorate Manager for Mental Health.

Mr. J. Cox (Service Manager, Adult Social Work):

John Cox, Service Manager, Adult Social Worker.

Ms. T. Fullerton (Assistant Director, Corporate Planning and Performance
Management):
Tracey Fullerton, Assistant Director at CorporatéanRing and Performance

Management.

Deputy R.G. Le Hérissier:

Thank you. | would like to thank you all for corgin Those of you who have been
here before, you may be aware of the formal natieaused to read out. Essentially,
what it does is, it gives you privilege while yoredere. As long as you do not say
anything of a libellous or unsupportable natureudbndividuals. So, you do have

that privilege. Obviously, there are a lot of pkeopere and we may not be exact in



who we call upon. So, if that were to be the chsmagine that our 2 colleagues in
the middle who will be the key witnesses, so tcakper the star withesses, even and
lan, who has joined us. Sorry, | forget plus ale anpporting cast, so to speak, and
Ms. Rattle also, who has joined us. So, if for aagson one of us misdirects a
guestion or whatever, could you please jump in & ave asked it to the wrong
person or if you feel you have a contribution tokenather than the person who is
answering the question. We would be most obligéd. give you the background
because some people are confused about thisistltfding myself but, anyway, that
is slightly beside the point. To give you the bgrdhund, there was gong to be a major
study on New Directions and although some exceleortk has been done in the
background, we have been stalled on that becahses ot the political sort of say-so
yet. What the intention of this panel was to devN@irections and then to drill down
deeply on one or 2 aspects of New Directions. Gfrthe areas we did identify was
this one. But because New Directions has not dgomveard and had full approval as
yet, we decided to go ahead with this one. Sagtlee existing policies. We are
examining existing policies but, clearly, we arecaéxamining policies for the future.
So, having said that, | will ask Dr. RichardsonDm Wilson, and/or lan, the first
guestion. First of all, can you tell us what partar roles you play? Give us a very
brief assessment of the policies you deal with, whdt do you see as some of the
pressure points that are emerging in the servioew/ich are responsible. So, who

would like to start of the threesome?

Dr. M. Richardson:

| have a fairly wide remit but in terms of what yate interested in, in elderly care,
basically, | am responsible for, you could say, phgsical care of elderly people on
the Island and Lesley would be responsible forrnttemtal care of elderly people on
the Island. So, if you do have any rough splity gould say Lesley is above the neck
and | am below the neck. My bit is biggerLajighter] My responsibility is
particularly looking after acute physical illnesSo, my responsibility will be usually
older people in hospital who are ill or who aresredd for outpatient rehabilitation or
rehabilitation services. Having said that, obvigusfair amount of those people will
also require some kind of residential care or camtig care, which is the particular
aspect that you are interested in. The systemwtBaun at the moment is pretty -- it

has kind of just built up over the years. You wilhve heard from other people



already that the system we have in place at theenbis very strange and disparate
and varies from group to group and what is readlgded in terms of funding is a very
clear, organised system of what people get andis/nesponsible for that which is |
suppose partly why we are here talking about. eiim$ of pressure points, the
population is ageing. The population which wapybation pyramid is becoming a
population rectangle. So, the number of elderlypte is increasing. The number of
very elderly people is increasing phenomenally.atTi happening not just in Jersey
or in the western world but across the entire weanhdl, clearly, with that remit in
place you will be acquiring more and more people ahe increasingly dependent
and requiring care. That is because people, gsbibeome older, often get frailer and
they develop muscular skeletal problems primarihyoh is what limits their ability to
look after themselves. So, you will end up witlotaof people requiring care. So, no
matter how hard you try at the medical end, youstitegoing to have a large bunch
of people who require care. They are just likelyoe older and frailer. The concept
of what we do, | suppose, if you want to put iainutshell, is | am trying to compress
the morbidity. So, rather than spend 10 yearsrigahats of ilinesses, | would rather
you have them in the last 6 months of your lifetsfirst 9.5 you felt quite fine and
you lived independently. If you think about it, &ee not going to reduce the amount
of ill health or problems or dependency. We ast ftying to compress it and often
that means slightly more complicated because itneigau are often turning over a
person from living independently to living in a simg home very quickly. It may
just take a fractured hip or a fall or another egesand suddenly you have someone
who cannot be rehabilitated. So, probably in tUterk, the rehabilitation population
shrinks a bit and the long-stay population risekave probably said enough for the

moment.

Deputy R.G. Le Hérissier:
Okay. That is very succinct.

Dr. L. Wilson:

Do bear in mind that most of the mental health seddhe whole population and not
just older adults is in primary care, i.e., gengnalctitioners. | see our only a small
proportion of the psychiatric mobility that is otliere. We will see any episode of

psychiatric disorder arising in late life for thiest time. We will see people with



progressive dementia at any age. The youngest bage had so far was 48. We
also take some patients from the general psyctiagivice, that so-called graduate
population which can be a difficult group to lodkea. They tend to be people with
very serious long-term psychotic illness. They @iften people who it is difficult to
place in a non-hospital setting. So, | have a kgralp of long-stay patients who are
not demented, who often have very considerablesngghysical, hands-on care but
who are too mentally unwell to be in a conventiomalsing or residential care home.
Which brings me to people with dementia, whichhis big scary one because as the
total number -- as Mike said, as the proportiontred population who are senior
citizens, and some of them are very elderly, goggghe number of people with
dementia that we are going to be looking afteroisig to go up and we are living with
it, ladies and gentlemen. This is not somethiraj th going to happen in 10 years’
time. This is something that is happening now.r @atients are stacked up in the
community and in the general hospital who needaimec to one of my assessment
beds and they cannot. Lots of interesting stufhgon in terms of research looking
at prevention of dementia and, indeed, treatmentleshentia and that will help,
certainly. That will mitigate but it will not getd of the problem. We have an Active
Memory Clinic which aims at seeing people early iontheir dementia illness,
assessing, making diagnoses, providing medicatfmosjding education and support
to sufferers and to their friends and family, amgbausing the anti-dementia drugs
and, | think, successfully and | believe cost dffedy in that we have people who
have been attending the Memory Clinic for a vesryMong time who are still living
independently or who are living in residential h@mdn other words, they have not
needed to come into specialist psychiatric services

Deputy A. Breckon:
| just wanted to ask you both, how far your roléeexis to community involvement, if
you like, where people would not be in, say, a ltakped or --

Dr. L. Wilson:

Most of my patients are in the community.

Deputy A. Breckon:

They are in the community?



Dr. L. Wilson:
Yes. We do a lot of our initial assessments inpfes own homes. The majority of

them.

Deputy A. Breckon:
Would you say in the circumstances that you havénareasing trend there that is

putting a lot of pressure on your services?

Dr. L. Wilson:
Well, they are busy, yes. We have had growth incommunities recently in terms
of community nurses. But, yes, they are busy. yTée carrying large caseloads,

working with patients and their families in thew homes.

Deputy A. Breckon:
And you work with care institutions for things likeferrals? You have places where

you can nominate people if required?

Dr. L. Wilson:
What? For people to go and live in?

Deputy A. Breckon:
Yes.

Dr. L. Wilson:

Well, Mike has commented on the somewhat haphazaydin which placements are
identified and until recently have been funded. s,Yeve would look wherever
possible if someone has got to the stage where tieeds for care cannot safely be
met in the community, we would look -- we look maecethe residential sector than
Mike does. | mean, by the time his patients need-term care, you are looking at a
nursing bed in the vast majority of cases. Manyngfpatients can go into residential
beds. Those placements, however, do not alwayk.wlpt all of my patients with
dementia are, to use a jargon phrase, pleasantijused. If you look at the

difference between the sort of institutions thatiles mentioned, like The Limes



and Sandybrook, and my long-stay beds which arRdasewood House. You are
more likely to be thumped in Rosewood House angleelike that will not do in the

independent sector. People who are noisy, people ave physically aggressive,
people who are otherwise have socially unacceptadtaviours, they will end up in a
long-stay bed with me. We access the independsidential sector relatively little
and when we do we go through Mair. But most ofpgatients who need a long-term
nursing bed cannot fund it themselves and very pmeple can fund long-term
nursing beds themselves. The independent sectmrys very expensive and they

will end up in one of my 52 long-stay beds.

Deputy A. Breckon:
What about your role in that, Mike? For peoplethe community, do you support

people living in the community as well as thosenget

Dr. M. Richardson:

| suppose it is in a way different because theisemeeds are set up different. Lesley
does old age psychiatry only and has a C.P.N. (Qamitgn Psychiatric Nursing)
service or community service that works with hegeriatrics is probably about a
guarter, if that, of my role and our community seewvould be Family Nursing. So,
Family Nursing is a separate service which rurdfiteeparately. There is no service
level agreement so we cannot ask Family Nursingotoevhat needs to be done. We

have to let Family Nursing decide what they wolilté ko do.

Ms. G. Rattle:
There is also the community rehab teams with pegplag out visiting people at

homes.
Dr. M. Richardson:
There is but they are fairly small and specific pamed with the generality of what is

out there.

Deputy A. Breckon:



Then in general terms, you have a sort of clieseanference do you, where people
come together and if you have got shared needs ttheyn are referred and then

allocation of a care plan happens for the individuks that how it comes together?

Dr. M. Richardson:

Yes.

Deputy A. Breckon:
You would use an agency like Family Nursing to supgvhat level of care that may
be.

Dr. M. Richardson:
That is right.

Deputy A. Breckon:

Is funding an issue or is it a pressure on whereaye?

Dr. M. Richardson:

| suppose the difficulty is trying to have the riglackage for the right individual and
you are left with maybe 3 or 4 pigeon holes and lyaue to try and slot the person
into a pigeon hole. If someone is going to go hoaral to live at home they are
going to have a maximum of maybe 2 to 3 Family Mgrwisits. That means that
they have to be able to move around their homepieidently without falling over.
So, they have to be able to go to the bathroombaiclt again otherwise they cannot
really manage on their own. If they need any ottedp in addition to that, they either
have to pay for it or they need unpaid family hefo, my usual approach to families
in these situations is either you need pots moreay@r 6 unmarried daughters that
live in the same Parish. If you have that choyoe) can manage. If you have both, it
is great and some people do have pots of monega@me of these packages at home
will cost them tens of thousands of pounds a y&drey are very expensive and the
alternative is, generally, a nursing home environthwehich is far more cost effective
but not easily available for people and we areatalst capped in terms of finances, in

terms of what we can offer patients.



Deputy A. Breckon:

Can | ask you both if, in your opinion, the extethdamily in that support is on the

decline?
Dr. L. Wilson:
Yes.

Deputy A. Breckon:

Is that is generally how it is?

Dr. L. Wilson:
Yes.

Deputy A. Breckon:
In some cases it would not be family at all?

Dr. L. Wilson:

You have a variety of social pressures. You haeeenmwvomen in paid work. You
have more mobility. People are less likely to stdnere they were born and brought
up. The other thing you need to bear in mind g8whe of the family is very old
themselves. You are talking about patients inrthee 80s, early 90s. You can
speculate as to the age of their kids. They aredepeople themselves. They may
well have other responsibilities like care of gremttiren and so on and so on.

Dr. M. Richardson:

The problems are exacerbated here for exactlyeghsons Lesley said. You often
have people who may have retired to Jersey mang y&p. Expats who have come
from the Far East or wherever who live here, plespgbe that live here but the
children have moved away. It is not unusual to peaple with 2 or 3 children all

living on different continents, never mind diffetazountries. So, it is a problem that

you see everywhere but for various reasons it iIs&bere than it is elsewhere.

Deputy A. Breckon:

10



In your assessment, would you look at people’snitie circumstances as well or do

you look at it very clinically?

Dr. M. Richardson:

Personally, it is a clinical assessment but | d&eriaiclear to people that if they have
more money it will oil the wheels in terms of thimdk of care that they need or in

terms of the choice because if someone needs ptabed in a home, the system we
seem to have at the moment is that if you do nehwo spend your money, you will

be placed eventually in the home of our choiceyolf wish to go to the home of your

choice at the time of your choosing, then you mayttiat yourself.

Professor J. Forder:

| just want to pick up on one of the points you ea&arlier on. | was not quite clear
the extent to which Family Nursing provide packaginthey do not provide the more
intensive home care packages that you might sésmghand? So, not even close to
24 hour ---

Dr. L. Wilson:
No.

Dr. M. Richardson:
Absolutely not.

Dr. L. Wilson:
You have use of up until 3 times a day. | mustiadliaam very surprised too. A visit
to get you up, get you dressed, get you breakdast,a twilight service and you have

to be fairly needy to get that.

Mr. I. Dyer:
Just to clarify that within the mental health sidéhin Lesley’s team, the community
team able to provide a more comprehensive paclkageebple in their home but it is

not a 24 hour service.

Dr. L. Wilson:

11



No. We have our own home care support workers areadirectly employed by us.
So, they are nothing to do with Family Nursing addme Care whose work is
supervised by one of the community psychiatric @sirsNow, we only have a small
number of them and they do tend to be working withme of our more challenging
and difficult to engage patients. lan is right.e\dan have them in there for longer
during the day but no, | still do not think thatwould compare with the sorts of

services that might be offered certainly in somg wathe mainland.

Deputy R.G. Le Hérissier:
| wonder if | can switch to lan? Can you give wyanalysis, lan? What you do,

basically, and give us your analysis of where Yook the service is at?

Mr. . Dyer:

| am Director of Mental Health so | am responsitdiemental health services which
include adult mental health which is basically 16 18 through to 65; old age
psychiatry which is over the age of 65 that Leslayg clinical responsibility for; child
and adolescent mental health services which aragypeople under the age of 16 to
18. We do not have a sort of a clear demarcatimh ss they would in the U.K.
(United Kingdom) Psychology services and alcohal dnug services. Obviously,
looking at the long-term care needs and specificall age psychiatry, we provide a
significantly different type of service to whatasarrently being provided in England
in so much as a lot of the beds in England thatweiginally managed by the Health
Services have gone over to either private sectoBawial Services and are been
funded by Social Services. In Jersey, at the monaanLesley said, we still have 52
beds for continuing care for people who have seweptal health and often physical
health needs at the latter stages of their lifeittiis been brought about that the main
component, the trigger, has been some form of deaerormally. Alzheimer’s. Of
those 52 beds, it is about roughly 98 per cent dszipancy. As someone dies,
which is normally the way they move on from thatvgee, there is always someone
else waiting to come into the service. | belieivis Quite a high standard of care they
provide there. They provide, for example, a goadlity palliative care where they
link in with the hospice. So, if someone has aceanfor example, and is dying
because of the cancer, they will continue to besediwithin Rosewood House and

not have to be transferred across to either thergéhospital, other than for diagnosis
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and for initial treatment, or to the hospice foe #nd of life issues. The day-to-day
medical care is provided by G.P. (general practérp practice and we commission
with them which allows Lesley and her team moreetito work within the

community and within the assessment areas, thessamssat wards. Some of the
problems that we are facing at the moment is swdfuitment. Recruiting for

qualified nurses for old age psychiatry is becommmgye problematic. That is being
addressed, to some degree, with a Work Force RlgnReview for the nursing

workforce. That is being led by the Director ofrsing, Rose Naylor. So, we are
looking at those issues across Health and Socraices. We move then to Clinique
Pinel, which is the other inpatient area for olde ggsychiatry. That provides
assessment for 2 types of patient. One is theiftumad people, people with functional
mental health problems which include anxiety, degign, there could be a psychotic
element and normally it is a period of assessntezdtment, and hopefully, then back
into the community to their own homes. The otlesegsment unit is for people with
organic dementias. The third element of that &eas Lesley described, people with
a graduate mental health problem. To be honestplpethat have become

institutionalised from the way mental health seegigvere provided in the past.

Dr. L. Wilson:
Excuse my butting in for a second. They are nagralduates. Some of them are new
long-stay, they are people who have developed rhée&lth problems in later life

and who we cannot fix.

Mr. |. Dyer:

So it is an 11 bedded unit for people who moreroftean not would try to work
within residential care, the private sector resid¢rcare, or in other aspects of our
own residential portfolios, and it has not workether because they have not
accepted being in the community or the communityehfound it quite difficult to
accept some of their behaviours. So they are beargd for at Lavender Unit,
Clinigue Pinel. I think Lesley has given a quiteodaletail about the community team
for old age psychiatry. Our ethos is to try anehtrpeople in the least restrictive
environment and to provide services within the camity. Like we have increased
the number of nurses within old age psychiatryveeithad to do that by reshaping the

services, it has not been through growth moneye rehlity is, | think, over the last 3
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or 4 years with all the work that has been dondemw Directions we are hopeful that
if New Directions is seen, heard, listened to amgraved, that is where the
investment for future long-term care is going ta beam sure Professor Forder
mentioned the recent documents that came out etrigeyear from the Kings Fund,
which is entitled “paying the price”, which is look) at mental health care, has gone
into quite a bit of detail about the cost of deneetire projecting to 2026 where it is
suggesting that if we continue to provide dementee the way we are currently
providing it or, more specifically, the way Englaisdcurrently providing it, the cost
then will increase by 111 per cent. That is pulsgause of the ageing demographic,
people living longer. | think, Lesley, you knowetfigures better than | do, but if you

are over 90 there is a one in 6 chance --

Dr. L. Wilson:
No, that is over 80. If you are over 90 that itigg more towards one in 3, 95 is one
in 2.

Mr. I. Dyer:

Chance of having dementia.

Dr. L. Wilson:

A significant chance.

Mr. |. Dyer:
A significant chance so --

Dr. L. Wilson:

It does, the line does not go straight up unlesspfot it logarithmically --

Mr. . Dyer:

So within the Kings Fund they are looking at, pctiigg to 2026, providing services
at the current rate in England for the currentises: | think what we are trying to do
within New Directions is to say: “Well, if we hawe number of prongs to try and
tackle this, the idea will be sort of early investmh for longer term gain” so try to

keep people safe in their own homes longer. Afdhat is going to depend on who

14



is there to care for them from family and loved ®aad what sort of packages of care

that the State can provide them with.

Deputy R.G. Le Hérissier:

Okay. Gill, can you update us on your service @mesures?

Ms. G. Rattle:

Yes, well my service is quite diverse but the miaitiatives are to keep people in
their own homes as long as possible, keep themasaféendependent. If they do have
to come into hospital with a medical problem to fmgether a package of care that is
going to - whether the discipline is not with faynriursing or other health workers -
to help to get people home and working with theatreés to think of ways
individually that would help that person stay atrteofor as long as possible. Then it
extends, of course, when someone cannot stay a¢.hdrhat is why there is some
gaps over there, there are not the choice of skdltenvironments that you might
have in the U.K. The current assisted housing e/semeone can live independently
but they have got some support during the day. 24ié warden. We do not have
anything like that here at the moment, it is eitp@n stay in your own home or take
the jump into residential care. So in the meantweewould look at some of the
assisted technology that is available. Again, wela do far more over here but it
means that although we have machinery and techyaladpes not run on its own,
you have to have staff who can support that tedgyoand we have not got that sort
of back up at the moment. So although we haveag@immunity alarm service we
have not got the manpower to expand it further. e @h the concerns about the
community alarm service, there is a misunderstanéiin a lot of people that once
you have the pendant around your neck and you gefiréhe ambulance comes with
its flashing light down the road, and that is nctually the case. The understanding is
that if you sign up for this, and Jersey Telecom iarinvolved in this, that if you
activate your alarm a relative or neighbour willme and see if you have fallen,
whether you need the assistance, and then if youhdy will then contact the
ambulance. There are less and less friends agtibmirs able to perform this duty
so we are finding that although somebody has befamred for an alarm, when you
try and find somebody to be the 2 key holders Weatequire we cannot find anyone.

There are no relatives who are prepared -- somstthmere are relatives but they are
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not prepared to be contacted 24 hours a day. Mhineurs that are young enough
themselves to be able to perform the duty, theyntedves are often in their 80s and
that means we then have a dilemma of can we sgiedythis person an alarm. We
sometimes put a key box outside that they havesgoteone who will come along
and will get the front door key and go in but theyl not be prepared to hold the
front door key themselves. But it is getting maed more difficult and the
ambulance service cannot be expected to be kewtsoldr the whole population. In
the U.K. the local council will employ wardens tiete is a separate company that
will run the service, over here it is growing likepsy, it started off as being very
small and now we have over 1,000 people with alarifise service was never, ever
supposed to be for more than 300 people maximunme h&ve got one part time
assistant running it so it is one of these thigd ts going to be needed more and, of
course, we cannot bolt on all the additional batsdssisted technology that we could
use with the hardware we have got, which are thiflgs motion sensors, water
sensors, gas sensors. There are a number ofedifféhings you can put into
somebody’s home that helps keep them safe but swertes got to monitor it.

Deputy R.G. Le Hérissier:

You are very involved, Gill, and we did ask this tbk previous delegation who
surprisingly have turned up as the current delegathe whole issue -- there has been
a lot of discussion in the States about over 55imguand it has sort of been loosely
hung on the issue of sheltered housing, althougé wery difficult, it is a moving
target that. How closely have you been involvedtha design of the different
provisions under the rubric of sheltered housing?

Ms. G. Rattle:

It is variable. The Dandara development down a&fdrmitage, we were initially
involved and we put down our proposals, we work&zkety with the Planning
Department but they got tweaked at a later stag®se of these supposedly disabled
friendly flats in the main building had the joistsned around so you now cannot put
the ceiling track hoist in the way we wanted if meeded them. Or the walls that we
said needed to be load bearing to put rails oménbtathroom, for instance, are not
load bearing so we are then challenged with whet sgloequipment we can help

somebody with. Because the other part of the send the community equipment
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that we loan to people free of charge, and thatesdrom very low tech, low cost
stuff that we do not recycle to something thatesyvcomplex that we need to have
service agreements with a local company and thkthelp somebody look after a
loved one in their own home for a length of tim&ela hoist for instance. So, in
answer to your questions, there are anomaliese itde be far more that we should -
- we must have more robust relationships with angtlthat is being developed and |
know there was some Parish homes developed andsdenhs to be patchy.
Sometimes we are involved rather too late in thewlaen the bricks and mortar are

done and you cannot start to change around thivegsate going on.

Deputy R.G. Le Hérissier:
Of course, as you know, this programme has now khménthrough for all this
housing for the over 55s, including a very big depment at St. Saviour. You were

not asked to advise on that, were you?

Ms. G. Rattle:
No.

Deputy R.G. Le Hérissier:
On the mix that there should be and ...?

Ms. G. Rattle:
No, the last one that we were involved in was tla Bir development, as was, and
now is called Highlands Luxury Care Homes.

Deputy R.G. Le Hérissier:

| know you are very involved and obviously it iscekent with ideas like load bearing
walls and so forth, what about the whole concepttae whole kind of social support
built in. Very admiringly people talk about the WRatree development near York,

have you been involved in that kind of planning?

Ms. G. Rattle:

Yes, | have visited there, yes. | have seen it.

17



Deputy R.G. Le Hérissier:
Has that planning applied, or that kind of thinkaqgplied over here?

Ms. G. Rattle:

It would be marvellous to have something like tnatr here, we have not got that far
yet because unfortunately land is very precious beee and the best we ever get is
something like Dandara which unfortunately is nohdmlows which they have got at

Hartrigg Oaks. Ideally you want something on leyelund for an older person, you

want to dispense with the stairs but property iy y#icey over here so they try and

build them --

Deputy J.A. Martin of St. Helier:

Sorry, can | --

Deputy R.G. Le Hérissier:
Just, lan, first.

Deputy J.A. Martin:

It was on accommodation, where would you classot gaid no sheltered housing,
what would you class the Willows as behind the?inemean, they are independent, |
have been in and they have got hoists where peaplget themselves out. They are

independent living but there is people --

Ms. G. Rattle:

Yes, but they do not have warden, though, do th&yAat | think of as sheltered
housing is that the people live very independertigy have got their own front door,
they have got a well designed home that is smarissthey get older things like
switches are at the right height, things that wiike their lives as easy as possible.
But they have got someone within reach that theyask to help them if they require

that help so that it does not increase the --

Female Speaker:

Around the clock?
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Ms. G. Rattle:

Yes, around the clock.

Deputy J.A. Martin:
Yes, from England. To me the nearest | would heaie we have got to sheltered
housing over here was the Willows and the Willowas been there a few years. As

you say there is no warden but there is a commulmiyng area, | mean 1 go in --

Ms. G. Rattle:

| do not think so any more. | think they are sepaflats now. They may have had
that at one time and I think you are right when $dai Le Pape closed and the chaps
moved from there, | think at that point it was mofea communal living area but now

| think it has become a number of flats with fraiobors and people are provided with

those flats just like they would anywhere withimt®s housing.

Dr. M. Richardson:

That was originally staff accommodation. It wasalde and Social Services general
staff accommodation. The Willows were individuddt$ managed by Housing,
nothing to do with Health and Social Services. Mhet accommodation was taken
over when Maison Le Pape closed. They put in ademi-independent men until
they were not longer able to manage and then theeg all managed into residential
care as their numbers declined. That is probadidyaccommodation that you are

talking about.

Ms. M. Hutt:

That has gone back to accommodation now.

Ms. G. Rattle:

States housing are now responsible for that. Wktigere is a number of people in
there that are older, some of them are wheelchsgrsubut they do not have any
warden or support 24/7, even Victoria Cottage Horm@s the same situation. At one
time they had a warden now States housing look #fteand they have somebody
there during the day who is not a warden, theyaareember of staff that is doing

different duties out in the community but they Wik on site at a certain time of the
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day. We provide the people who live at Victoriattdge Homes - just like anyone in
their own homes - with a community alarm, they hto/bave key holders. That is an
example of how difficult it is. You cannot ask yameighbour who lives next door to
be your key holder when they are older than you are

Deputy J.A. Martin:
So now there is no communities, there is no binggagyon down on 2 nights a week
and all that, the community part that was at Vieter

Ms. G. Rattle:
No, not like there used to be.

Deputy J.A. Martin:

That, it would be seem to me, to be a backward step

Ms. G. Rattle:

Not unless the residents themselves --

Deputy J.A. Martin:
Yes, | know the residents were very involved befdrdid not realise that. | know
Housing had taken it over because it was runnitigrigys but | did not realise it had

gone --

Ms. G. Rattle:
If it is sorted out by the residents, Housing suppdut they do not have the member

of staff --

Deputy J.A. Martin:
Oh yes, | am not knocking it, | just was surprisédut that. Okay.

Deputy G.P. Southern:

lan, sorry.

Mr. . Dyer:
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Just to clarify, you mentioned about the plansSbrSaviour, the retirement venture
or village area there. It must have been abowatsyago myself and Richard Jouault
- were you involved, Lesley? But the plannershattime, or | think the architects at
the time, asked an opinion based on sort of thie leigel statement of was that type of
facility needed and such like. So there was soanky enput from officers of Health
and Social Services. To my knowledge | do not knelaere that has developed,

where it is in the building --

Dr. L. Wilson:

No one has contacted me since that --

Ms. M. Hutt:

Can | just add something here? | kind of know taatout that because Richard
Jouault used to be the Director of Elderly Servicefore we had kind of restructured,
we would often have private developers come and talus, and talk to doctors,

about what they might want to do but we had noktfowhat was in the pipeline so
something could go into Planning and there could @epplications to Planning but
we would not know and when we asked Planning hay thacked it, they did not

track it in a way it was helpful to us. But | ate that Mike Pollard now has that
level of contact in the Planning Department is dretis Richard Jouault is now
working in the Planning Department, so we do nowehkenowledge that we did not
have 4 years ago when they might have come anddatkus then and then kind of
drifted off, somebody at a high level in Health &akial Services would now know

what was going on.

Deputy J.A. Martin:
Is that because it is in a structure or just beeauoa have got somebody -- | do not
mean that in a -- it has got to be structured.

Ms. M. Hutt:

It is helpful having Richard there now but priorthat Mike Pollard had made contact
with the previous chief officer and had regularte@hwith him about what was going
on.
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Ms. G. Rattle:

Could I just say a little bit about the communispeell? What | have found over here
is that it is a really challenging place to havd pkople living in because Jersey,
although a small Island, is very hilly and a lottloé housing that people select when
they are classed as young/old, in their 50s andvd@s they are maybe downsizing is
about the most unsuitable that you could ever im&agiThey culturally do not think
about the future, the fact that they might not bke do use stairs and they decide to
buy something that is a bit like a lighthouse amehtthey ask us to give them a piece
of equipment that will render them independent m@aud it is a real concern because
you think: “Why did you buy this last year when ydwsband had had a stroke.” We
do have to start thinking about not just the pdessheltered accommodation we are
talking about but generally educating people tmkhabout the future, not saying:
“Well you all have to live in bungalows” but do der what the difficulties might
be in the future because that is going to impacyar quality of life when you need

to look after one another.

Dr. L. Wilson:

| was out seeing a new gentleman a couple of wagksand the G.P. in his referral
letter said: “Lives on a headland in St. Ouen” avtten we pulled into the drive |
could not believe it. If you wanted to design edtoon that was totally inappropriate
for a very elderly couple, one of who was ill, twe, because it is miles from
anywhere, it would take them a half hour to walkhe bus, and my guess is that if
the lights do not go on in that house at night ne will know because the house is
just not overlooked.

Deputy R.G. Le Hérissier:
Very good points. On that issue - and that is wiayare quite keen on housing and --

Dr. L. Wilson:
Affordable housing. Developments like Dandara lakely but you have got to be
reasonably well heeled to be able to access thiameplike Avalon, Oaklands, these

are all private developments.

Deputy R.G. Le Hérissier:
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That is a very good point. In terms of researdb the elderly, particularly on the
mental side, is there some merit in having thesgelavillages where people
congregate, hopefully under the right physical aomas, and there is all kinds of
support, or do you try and keep -- because Sehatdfain had this great thing about
people wanting to go back to the Parish of thegiorso there had to be these little
satellite settlements built in the various parishéghe counter argument was that
people particularly who lived in town, they likedet urban environment, provided
support, it provided more casual social interactama they had rebuilt their lives.
They did not want to go back necessarily to thepfeewith whom they were children

or whatever.

Dr. L. Wilson:

Horses for courses, Sir. Some people would sayhe® do you live?” and they will
say” “St. Mary” and in fact they have not lived $t. Mary for 40 years but | would
not -- one of the big drawbacks of some of the mmoral parishes is that when people
cannot drive it really, really -- it is a disaster them. Now, it is my belief that
certainly the older population of Jersey believat ttihe right to a driving licence is
right up there with life, liberty and the pursuitltappiness and the responses we get
when we suggest to people - | think one this weak @5 - that possibly the time has
come for them to consider not driving any more, wauld think that | had suggested
that | take chainsaw to their legs. | do not thakolder people want to live in big
retirement villages. | think it suits some peopl@nce you have an established
dementia a move to a new form of independent livéngot on the cards, people will
not adapt, they will not learn their way aroundithreew environment, they will not

learn to use new appliances.

Ms. G. Rattle:
We found problems even if you take out rugs, donet that it does not look like

their room any more? So you have to keep the fantyl of the environment stable.

Mr. |. Dyer:
| think coming back to talking about Parish -- ppose everyone has an opinion. We
had quite a bit of debate in early 2000-2001 aldhdre the acute adult mental health

services should be situated because they shoulddretown so no one would have to
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travel too far. | think we need to put things ontext, | mean Jersey is 9 by 6, if you
lived in Somerset you would be travelling 30 mitesyour nearest acute ward, you
know, so it is really looking at where is the mappropriate place for people to get
the most appropriate care where their loved onashast appropriately get to them.
You are not going to be able to do it by servicavgryone’s needs, but looking at the
best benefit for the majority. My thoughts abolu tretirement village, when we
originally spoke about St. Saviour and my undeditammand recollection of that, they
were talking about people over the age 55 being tbbuy sort of 2 bedroom or one
bedroom accommodation, then there would be resalesdcommodation on site and
then there would be nursing home site, they woaldeha bowling green, a chemist
and a shop and entertainment facilities, et cetdlat everyone is going to want that
but a lot of people might. The fact is a colleagfienine has just left the N.H.S.
(National Health Service) to go and work with hither who has developed these
villages in southern Ireland. It is a private weetand people are paying lots of
money to go and live in them. So the fact that) know, a private venture can make
a profit doing this because some people -- it uitat they want. But | think as well
we look at what is coming out of the -- being dssed at Westminster at the moment
about the people being separated after 50 or 6 orears of marriage because of
someone having dementia and at the moment thengptie have in Jersey is you live
at home with perhaps high risk or with whatevereoae can provide, as a couple or

you live separately in residential or nursing camd at home.

Ms. M. Hutt:

Can | just add something to that? Not wantingdotadict you entirely but slightly,
inasmuch as the dual registered homes have aidethtise of that. Not all -- Lesley
alluded earlier to the fact that she deals withrttoge complex people with dementia
and this is a very big population of people witmeatia that are dealt with by other
arms of the service, and we now have 3 dual regdtbomes and we have had 2
incidents recently where we have been able to pdaceuple together in the same
home because the home is able to take nursing ¢p@opl dementia people. They do
not have like a little flatlet and they do not hasteared rooms but then clinically
shared rooms might not be a good idea anyway.wButave been able to come to an
accommodation with the home managers to do thattlediual registered homes

have really added to our portfolio of choice, iniike, in that respect.
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Mr. I. Dyer:
What | think we need is services that provide --gasd possible services for the

majority, about having options.

Ms. M. Hutt:

| genuinely do not know of a couple that have betinted to go into care that we
have had to split up, certainly in recent yearsrgnely do not think we have had to
do that.

Dr. L. Wilson:
The problem is when you have got a couple with veeyy disparate needs.

Deputy R.G. Le Hérissier:
Yes, that is a good point.

Ms. M. Hutt:

If one wants to stay at home, yes.

Dr. M. Richardson:

Can | just mention a couple of things on the subpécetirement villages. There are
various issues with that but there is also thiigs & very unique to Jersey because of
its size. My understanding of over 50s or over &86sommodation is a private
developer taking the enormous amount of equity geiufrom selling your house and
taking it all off you to give you a very small bamstead. So they are not usually cost
effective from the point of view of the investoilhe retirement idea is so that the
developer maximises his profit because he has lbuadet of boxes on one small site
and you might get a bowling green and a small swimgmool, that is an idea of what
you are getting. So | have got a problem with phciple in terms of who is
developing and how they are being sold. But teaeas for Jersey specifically as well
are, one, for land and housing you have got limgpdce, if you are maintaining
people in their own houses then that is housingkstihat is not available for
somebody else. So you have got to remember t8at.if you are supporting a 95

year-old lady in a 6 bedroomed detached housejdl@é bedroomed detached house
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that is not available for someone else to comenthwse. So that is an issue in terms
of how you are going to manage your entire housiogk. So if you plucked all the
elderly out of their house at 65 and put them willage you would probably solve
your housing crisis. The other thing you have tgobear in mind is that from that
imagine 2035 Jersey has probably the highest amaintvomen in work
proportionately of possibly any other country ire tdeveloped world. Take into
account the majority of professional carers areag®d be women you, no matter how
hard you try, are not going to have enough carersre of the issues, apart from
where they would like to be - and you have of ceugst to think about where is the
most cost effective way to manage people, butd@ise human resources efficient as
well because if you are going to import labour,daese these are very low paid jobs,
you are going to import non-English speaking peopf®eu know, you can afford to
have someone making a bed in a hotel or diggingtpes whose command of
English is not very good but you do not want soneeionthat situation looking after
elderly people. You know, they want to be ablectommunicate in their own
language. So there issues that are not immediapgdgrent but are fairly important
for a place like Jersey because you have got iragdabour, you have got land, there

are other issues that make it a little bit more plicated than the mainland.

Deputy R.G. Le Hérissier:

Yes, | think those are valid points. Just - amdll come back to Dr. Richardson - to
bring you up to date with St. Saviour, the latestheard was there is going to be a
dementia unit on site. It has certainly got thal & approval from your then Health
Minister, Senator Syvret, when there was as meedipgut 2-3 years ago. No
funding. The other issue is the managing agente geing to be Methodist Homes
for the Aged U.K., not the Jersey branch becausgdio run a home at La Corderie, |
think. There are 2 - one at St. Aubin. So tkatvhere it was at. Now, it has just
been given the green light in general terms so vileneaw wait to see whether the
detail is fleshed out as per those particular psesii Back to Drs. Richardson and
Wilson, one of the issues we are aware is a p@sslbphant in the room is the role of
G.P.s under New Directions and there are some faigh hopes that the role of G.P.s
will be refashioned or differently incentivised agtbup practices will emerge and

practice nurses will play different roles and sdhand so on. What is your view of
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the plan, of the aspirations, laid out for G.P.d do you think they will make your

work - were these plans to come to fruition - easw@uld it help your work?

Dr. L. Wilson:

From my point of view if G.P.s are incentivisedemploy directly practice staff in
disciplines other than medicine, the benefit from point of view is that that may
reduce some of the pressure on the Clinical PsggyoDepartment, it probably
would reduce my workload somewhat, or rather mysimgr colleagues workload
somewhat but if they can employ counselling stélff, instance, it may reduce the
waiting times for people to be seen by the ClinRsychology Department. Whether
or not they would be more successful in pickingpepple up early in their dementia |
do not know. Certainly we still, despite the steylefforts made in the local media to
raise the profile of dementia, you know: “It is gki® say you have got it, chaps.” |
have to sayl.E.P. (Jersey Evening Post) and Radio Jersey are very supportive of our
service and annually the Alzheimer's Society hasAlaheimer’'s Awareness Week
and they usually cover that very well. | have bearthe radio and they have been
smashing. But we still are getting people whohat time we first see them have a
moderate to severe dementia. | think some of tlaoseatients who have refused a
referral, where the G.P. has been aware that tlseaeproblem but the patient has
said: “No, | am not going. | do not have a problefrhere is nothing the matter with

me.” | do not think all of them are. So whethemot if there were ancillary staff
attached to the practices we would get some ofetipesple earlier, and we are very
keen to engage with families as early in the iknas we possibly can. Certainly in
terms of use of the anti-dementia drugs when therkyand they do not work in most
patients. When they do work we will get a betesult if you start taking them early
on in your illness. One of the reasons we arefoltawing the N.I.C.E. (National
Institution of Clinical Excellence) guidelines, whiis to say to the patients: “Yes,
you have got dementia, please go away and comeibddk months’ time when you

need help wiping your bottom.” It does not makesgeto me.
Professor J. Forder:

Can | jump in at this point, if you do not mind?n&of the things | picked up on was

this issue about prevention, there is a lot of &ddkut the role -- maybe not so much
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drug therapies but other lower level interventiogatly interventions, and whether

this really does have a meaningful impact on thesmof someone’s illness or not?

Dr. L. Wilson:

| think it is very difficult to be certain. | meawe have got lower level interventions,
we have got a group running for people earlieh& ¢ourse of their illness looking at
ways they handle things, getting into good habi¥au made the observation about
the routine and a place for everything and evengthin its place, that sort of thing,

use of memory aids, use of notice boards, use ariedi. Those sorts of things.

Certainly if do get people earlier and they caralglgth those sorts of habits, they do

seem to benefit. We are not doing double blindrobtrials on that obviously.

Professor J. Forder:

No, sure. But this is --

Dr. L. Wilson:
But also very helpful for families in terms of haWwey assist their husband, wife,

mum, dad, whatever, in dealing with their incurreias they progress.

Professor J. Forder:
Yes, well of course there is some things that NH.@oes not cover, looking at wider
impacts of these, going back to the drugs issuso st to follow that up, if | may,

what are the lifestyle risks? | mean what aresthrés of things that can be done --

Dr. L. Wilson:

Vascular, vascular risk factors.

Professor J. Forder:

Vascular risk are the biggest ones, yes.

Dr. L. Wilson:
Not just for vascular dementia, vascular demengiadstroke-related dementia. This
increasing body of work suggests if people can tilemnd control vascular risk

factors in people in their 40s and 50s you reduwe risk of them developing
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significant dementia in later life. So blood prass cholesterol, pack in the fags, do

not drink too much, take regular exercise --

Deputy R.G. Le Hérissier:
Lead a totally virtuous life.[Laughter] We are very virtuous on this side of the
table.

Professor J. Forder:
A long and dull life [Laughter]

Dr. L. Wilson:

There is a study quoted on the BBC website todgingahat one group of workers
have found that if you are on a statin you havetigetrisk of dementia halved. Now,
that has not been duplicated. In fact, just tdlyeaeally confuse you there was
something on the BBC website either last week enthek before suggesting that the
theoretical risk of taking a statin will increasauy risk of dementia. So we will wait
and see if this study is replicated. But certainlyerms of primary care by and large
men in their 40s and 50s do not go to their G.lReasthey are ill. You know the vast
majority of consultations that general practitiado are women and children. But if
we could encourage them to screen for abnormaldblipads, hypotension, smoking

advice, then yes you might save the Island somkshuc

Deputy R.G. Le Hérissier:
Yes, okay.

Professor J. Forder:
You do not have a cause and outcomes framework h&itee incentive mechanism,

the points mechanism, that G.P.s in England have --

Dr. L. Wilson:
We do not have Q.O.F. (Quality and Outcomes Framiéwo

Deputy R.G. Le Hérissier:
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Dr. Richardson, the role of G.P.s and whether #reyoptimising the work you are

doing or whether you are optimising the work thesy @oing --

Dr. M. Richardson:

General practice does not work, seeing as | amepti@d in this room.[Laughter]
The problem here is people have to pay to seedbtod So they have to be ill if
they want to go and see the doctor and you sodiseehe difficulties here, apart
from -- for a G.P. to maximise his income he nemi$dle or upper income patients
who are prepared to be turned into patients tametrgularly for routine but probably
unnecessary appointments. People who are lowemiecand that is the group who
end up in residential care is lower income grotipgse are the groups that do not go
to the doctor, apart from the ones we mentionezinptfddle aged vascular risk, which
is a key group for reducing dependency in lates. lifA lot of the other issues for
people as they are getting older are often seemeastable problems rather than
reversible problems. Your 4 biggest factors inmierof ending up in a residential
home or nursing home is your diet, smoking, alcplkakrcise. It is the same old
story. If you do the right things you do not needesidential home, if you do the

wrong things --

Dr. L. Wilson:

You are less likely to.

Dr. M. Richardson:

Much less likely. But the differences are astrommai So, you know, if you really
want to cut down the people in residential cartitare years then it is a public health
initiative, it is not a doctor initiative. All yoware hopefully doing is going to
compress morbidity and reduce the length of timereethey are going to be there.
They are going to end up there, they are just gtmrend up there for a shorter period

is what you are hoping for.

Professor J. Forder:

But with more intensive needs.

Dr. M. Richardson:
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Yes, more intensive needs. But in terms of gernaadtice, | think what you have is
a system that really does not work because pe@de to pay. You are not going to
pay unless you are really ill and that tends toheeproblem. The lower your income
bracket, the higher your risks and the less likay are to go to the G.P. We are
recognising this more and more now with the almiitof the prescription payments,
believe it or not. Because now people do not liayeay for their drugs but they do
have to pay to see their G.P. So they now do amtt w0 get their drugs from the G.P.
because the drugs are free but they have to pathéodoctor. So they now ask us
incidentally when they see us: “By the way, | hawue out of my drugs for blood

pressure, can you just give me a prescription ios¢?” How good is it for their

health when they have maybe spent the last weekoutittheir blood pressure

medication because they did not want to go anchgetw prescription. Now, that is
the tip of the iceberg. You know, that stuff gaes all the time. So the current

system, as far as | am concerned, is untenablegnkakle, and should not happen.

Deputy R.G. Le Hérissier:
Okay, Alan.

Deputy A. Breckon:

Can | ask both you doctors the trends that yowyparang up from the community of
the level of care and the numbers really from sae&rs ago for dementia and how
do you see it now and where is it in 5 years’ timéhat do you see the trend in the
stress on the service that you are able to prowidle other professionals, and the
same from the health point of view for the ageioghmunity, if you like?

Dr. M. Richardson:

| think from my point of view | feel that we arer@hdy seeing the compression. If
you look at say 20 years’ ago, for example, whems$ a junior doctor, you could see
men in hospital in their 50s with a heart attackaarulcer, they then might be in
hospital at 60 or 70 with a stroke perhaps, and they might be dead by 75, and that
was your average in patient. So that was spreads®weral years. Nowadays people
turn up to hospital in their late 80s or 90s far finst time with multiple problems that
are usually by this time unfixable. So they comme fiom living at home

independently, and you can imagine that a typicaylme widow, very thin, high risk
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of falls, starting to get a bit of dementia, fatiger, breaks hip, ends up in hospital.
You have now got someone who does not have the rpoiihe strength to get up
again. The dementia is exacerbated because tkewy dwospital and ultimately that
person is going to need to likely be placed, andenudten than not you find their
rehabilitation needs are minimal because they ayoid that. So when we used to
have 30 rehabilitation beds at St. Mary, we hawe have 20 and struggle and to fill
those with appropriate patients, because the patigat you get often have very
complex prolonged needs, but the actual rehalilitathey are having is often
minimal. What they are having is a very complerecpackage assembled and it
takes a long time to do it. So what you see i$ tivar time you are getting -- so
instead of having someone come into hospital witleent and going out again and
they are a bit worse, and 3 or 4 years later tlieycaming to hospital with another
event and they are going out and they are a bisevott is all just compressed right
up at the end. So for a lot of people -- we haangpeople in the last few months or

years or so of their life --

Deputy A. Breckon:

Needing intensive care and support?

Dr. M. Richardson:

-- that need intensive care. But those patierdy meed varied intensive care and
support and that can include, you know, transfeEngland for heart investigations
and treatment, rehabilitation. Cancer treatmestsvell for people who are elderly
and frail are often done on the mainland. So ihas just the complexity but the
geography and the arranging of the treatment fesdlpatients so as well as thinking
what would be the best thing to do you have aldd@take a pragmatic approach of
can you actually physically do it? Can you senchaone of 83 over for 6 weeks of
radiotherapy? You know, a lot of the time the a@si8 no you cannot, that will kill
them anyway. So these things get more and moreleated and more and more

concentrated in a shorter period of time. So weathat already.

Ms. G. Rattle:
Also there are relatives’ expectations, are thet® nThey want the person to stay at

home and over here because property is often kepmilies there is this expectation
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that you can somehow do a miracle cure and theoperan return home. When, in
fact, it is not safe for them to do so. In othecwumstances they would go into care.
It is not realistic because there is not the 24@kpge that you can provide for that

person who will be living alone. They are not gpto be having anyone with them.

Dr. L. Wilson:

Indeed, sometimes are not living alone but theatitn that we see not infrequently is
that offspring have returned to - or in some cas®eer left - the parental home, are
trying to combine care of their elderly and - innte of the people that | see -
demented parent with childcare and working, and noardad will go into care over
their dead body because it may mean that theytlessehome. Because if they need
residential care and they have an asset the exjpecisithat that asset will be realised

to fund their care.

Deputy R.G. Le Hérissier:
We have spoken about that around the social insanarodel.

Deputy J.A. Martin:

| just want to ask Dr. Richardson something. Yaidsabout the men between the
ages 40 and 50 not going to the doctor here bethaseis a cost for everybody here
and it is not cheap. But is that not really fairsay it is a man thing that even if it is

free --

Dr. M. Richardson:

| did not say that bit. Yes, that is a man thing/hat | recognise here is from the
patients | see, going to their G.P. it is a finahtiurden and for the vast majority of
patients it is a financial burden and it has tobbelgeted with everything else and
often that is the thing that goes, and in the nmost of the patients that | see are
very, very reluctant to spend that money on theR.GG.P.s here work, as you know,
in very different ways, there are different pragticthere are different ways in which
they work, individuals work in different ways, sompeople can have an old fashioned
system which can be quite generous, other peopléeavery fixed. You can have

people going in spending £2 on a repeat prescnpsome other practices or G.P.s

may charge £30 for a repeat prescription and ghetquired every month. You will
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have people who need to go to the G.P. every mimmtmedication, the G.P. could
prescribe the medication for 3 months. So you haggstem that works very, very
differently and all | can say to patients is tHatau do not like it find a different G.P.
with a system that you do like, because they anaing their own businesses, they

are not running their own practices.

Mr. |. Dyer:
| think coming back to what you were saying thérgdy, as well, | think | am right in
saying that some preventative care in England,sSGaf incentivised to invite people

to come to --

Dr. L. Wilson:

That is what the Professor was referring to.

Mr. |. Dyer:

So if the G.P.s will get however much to remind tnecome and have my health
check at the age of 50, and they get an extra patyfoethat, there is value for them
doing that. Of course here it is almost -- it isryerse incentive, they are not
incentivised but | am -- you know, double whammye ol do not want to go and see
them but (2) if | do go and see them it is goingadst me £25-30 or whatever it is for

that appointment. So there is the opposite --

Dr. M. Richardson:

Can | just say the other side of the coin is thddia class businessman who goes to
the G.P. for his annual health check, who hasialbloods checked by the G.P., most
of them unnecessary and irrelevant, they are clieekethe hospital’'s expense,
because the G.P. does not have to pay for thosel bésts. The patient is paying the
G.P. for the privilege of having all the tests fozethe hospital. It is a health check in

all but name.

Deputy A. Breckon:
Dementia numbers and trends, would you like to cemtron that?

Dr. L. Wilson:
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| think | have probably been a consultant a bigemthan you, Mike. | have been a

consultant for 19 and a half years.

Dr. M. Richardson:

You are nearly ready for retirement then.

Dr. L. Wilson:

Six years to go, and it suits me. When | started aonsultant, which was not here, it
was in London, it was quite unusual to get a rafdmr respect of a patient who was
90 plus. Itis now not uncommon to have a weeknndilethe referrals are in respect
of patients who are 90 plus, and | would undertrengly what Dr. Richardson has
said about the complexity of needs. When | wagiitrg we were taught about
something called Ockham’s Razor, the theory wherebgmeone is presenting with
more than one symptom the chances are it is agtoalised by a single disorder,
which may well be true if you are seeing a patiantis or her 40s, and will not be
true if you are seeing a patient in his or her ®sre multiple pathology is the norm
and the patients will all have dicky kidneys, didiyers, many of them will have a
chronic chest disorder, many of them will have grde of heart failure, many of
them will have a bit of peptic ulceration or hiahexnia, and an awful lot of them will
have significant cognitive impairment. Now, sonie¢h@se are people who have been
in -- and again | stress the difference betweerepts that Mike sees and patients that
| see, | see a lot of patients who are establisha@sidential care, often they have
gone in because of physical health needs. Sometiney possibly could have been
supported at home but never mind they were nottlagy are now in residential care.
They are nigh on 93 and they are very complicaded, they are very complicated in
terms of their physical health and sometimes theyvary complicated in terms of
their psychological health. The homes are straggliThe residential sector, would
you say, is sometimes struggling to meet the neétiseir residents. Often residents
that they have known for a very long time and ressid whom they would like to
keep, which is why it is very useful that a hona, ihstance such as St. Ewolds on
Trinity Hill, has now got registered nursing bedSo they will try and hold on to
them but they are complicated and they may need aflsupport from the likes of
Gill and the likes of me. That is something ttsastriking pressure on my assessment

beds for people with dementia, which at the monmemretty much critical. | have
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got patients waiting to come into that ward atrit@ment whom | cannot admit. You
asked me about policy, it is my policy wherevergiole to have one admission bed
on that ward all the time because some of the peapl admit there, if they do not
come to me they will end up in the general hospitare is nowhere else within the
mental health sector where they safely can be duasd some of the people who go
to me would cause chaos in the general hospital,lato mean -- you know, | am
talking about climbing on furniture to try and egseathrough the window type
behaviour which we will deal with but J.G.H. (Jers&eneral Hospital) would
struggle a bit.

Deputy R.G. Le Hérissier:
You did mention younger dementia patients at aheegoint, do you have issues in

bringing the generations together?

Dr. L. Wilson:

We do sometimes. When they are in the earlierestad their condition, because the
numbers are tiny, | am not sure we have got antherbooks at the moment who are
under 65, when we do they cause anxiety disprapwte to their number. | have to
say our colleagues in the general adult mentalttheaimmunity services are very
supportive and would allow us to avail ourselves fong as it is safe and appropriate
- of some of their day care facilities. So, fostamce, for the gentlemen we have a
service in St. Lawrence on a farm where people sighificant mental health needs
can do meaningful daytime activities and we hawenlable to tap into that service. |
have to say, not just for some our younger patibatsome of our older ones as well.
But, as | said, only so long as it is safe. Thayento be able to be managed safely
within a relatively unsupervised setting. So wiieay get to the stage where they
cannot be, then sometimes we struggle because isoesethey do stick out in their
own mind like a sore thumb in services for peoplovare by and large in their late
70s upwards. We have got a patient who is 50-duntgt eventually they do not
mind, which is | suppose terribly sad in some wiayswhen it happens it is quite a

relief for us because we can offer their families $ort of support that they need.

Deputy J.A. Martin:
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Just a question, you mentioned earlier about soeople will not go but then you
reversed it which is what we are looking at as welhe social insurance where you
would not need to lose your home. Is there muchthat that goes on where
absolutely people are refusing the right care ey think they can deliver, have a full
time job, look after their own family and peoplesanot availing of some of the

packages because they will lose their inheritarmsgchlly?

Dr. L. Wilson:

Yes.

Deputy J.A. Martin:
So quite a lot of that does go on, do you think?

Dr. L. Wilson:
| would not say quite a lot --

Deputy J.A. Martin:

But it goes on?

Dr. L. Wilson:

Yes, it goes on. Yes, it goes on.

Deputy J.A. Martin:
There is no way you can overrule that? | mean,wdues the --

Dr. L. Wilson:

No, we cannot.

Deputy J.A. Martin:

| am not saying you should be able to, | am jush@esing whether --

Dr. L. Wilson:
We can detain patients with dementia using theeyeviental Health legislation, and

we do. However, if | have someone who is detaimbdm | want to put into a
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residential setting | cannot because you cannotgeha detained patient for where
they live. So if some of my long stay patients @eéained either on a treatment order
or a guardianship order, they are in hospital aheéreas informal patients who are
over 65 who live in the hospital do pay a contribattowards the hotel costs of their
accommodation, detained patients may not be chasgedo residential home will

take them.

Deputy J.A. Martin:
No.

Deputy A. Breckon:
On numbers where are you from 5 year ago? Areggiting lots more referrals on

an annual basis?

Dr. L. Wilson:

Our referrals go up pretty much annually incremigntal am afraid | could not give
you the figure. Put it this way, when | came tosdg 14 years ago there were 2
doctors working on my unit, there are now 3. Weehaore staff. Some of it is
through new money, some of it, as lan said, is B/ lbeing able cleverly to
reconfigure the service so that more money comemdwe have more staff in all

disciplines.

Deputy A. Breckon:
Do you manage the budget within your department?

Dr. L. Wilson:
No.

Deputy A. Breckon:

You do not. How do you bid then if you are sayifiell, we have got this extra
pressure on --" If you are going centrally thenytm have to argue your case the
same as Mike, do you have to say: “We have gottlsessies and how ....”

Dr. L. Wilson:
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Ultimately lan would argue the case.

Mr. |. Dyer:

Within the directorate what would happen is tha tham leaders and the teams,
through our functional management team, so aduyitipatry, adult mental health,
psychology, within there they would identify thestpressures and also the growth --
what they would perceive as being the priority gioweeds, that would come up to
the directorate executive and we would look atabepeting demands. The reality,
once we get the competing demands, the first thnegthe cost pressures. If there is
something that we are doing that has grown andstscmore now -- | mean, drug
budgets for example are classic. You know, we hmeen looking at the cost of the
drugs and the increase. So first would be the postsures and then it would be
looking at the risk issues. So what are the rafksot introducing A, B or C? | then
take that to the senior management team where wddwave the discussions with

colleagues from general and acute medicine, surgeblic health --

Dr. L. Wilson:

| have to say, psychiatry is not sexy. Old agechmtry is deeply, deeply not sexy.
When it comes to do we want to fund wonder drugoXréat multiple sclerosis or
wonder drug Y to treat cancer in younger peopledmmwe want to fund Lesley’s
service? When it comes to do we want to refurbighgeneral hospital to reduce the
risk of hospital acquired infection or do we wamtéfurbish Rosewood House so that
when your old mother needs to come into a spetiabsvice for dementia, for
continuing care, she does not have to share a twedfor the rest of her life with 3

complete strangers? Guess where the money wapeet, in my humble opinion.

Deputy R.G. Le Hérissier:

[Laughter] So really you do fight the good fight but it is aphill battle. Just one
thing, and then we are going to nearly wrap itae of the issues that came up with
Family Nursing was we were quite intrigued as tovhe we have heard this very
lengthy explanation about the service level agregmenich has been around for
some time, as you know, who fights their cornehmithe system?

Mr. . Dyer:
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Who fights ...?

Deputy R.G. Le Hérissier:

Who fights in the corner of Family Nursing? Likeyou people, as you do, were to
conclude that we need this policy but it needstarlore community support and the
people best able to provide that are Family Nursthgrefore we have to increase

their grant. Does it happen that way?

Mr. I. Dyer:

It does. | mean, we would have a lead officer thaesponsible for the service level
agreement with have with family nursing. If we koat all grant aided bodies across
Health and Social Services, | think there is somethke 20 or 30. Silkworth Lodge
is one that 1 am responsible for, | am lead officgpresenting Health and Social
Services, we would look at the increased costctst pressures that they are facing
and ultimately | then have to make a decision withie directorate about arguing for
more money for Silkworth or for old age psychiatryfor adult mental health or are
they sort of going to get increases, cost of livimgyeases, that come through, bearing
in mind that cost of living increases we get faidential type care and such like do
not carry the extra 2 per cent G.D.P. (Gross Dom&sbduct) that they would have
in the U.K. for healthcare costs so we do not getextra on top of that. | am trying
to think who is responsible -- is it Rose Naylaattis responsible for the service level

agreement with Family Nursing?

Female speaker:

Rose and Russell.

Mr. |. Dyer:

Rose and Russell, so Director of Finance and Dorewt Nursing and Governance. |
think it has been difficult because we have notthetservice level agreement yet and
there have been occasions where we have identifigfdcost community packages of
care, whereas we said if it was in England it wohtl the equivalent of family
nursing, district nursing and all support teams anch like that would be providing
that high level of care into the community wherenifg nursing can identify what

they are going to put in rather than necessarily mthultiple disciplinary team
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identifying what needs to be put in. | mean tlsgbriobably a polite way of saying we

do not always get what we need.

Deputy R.G. Le Hérissier:

Yes, there was quite a discussion on the commisgjassue --

Dr. L. Wilson:
May | interrupt? John might have something to gbate here because | know | have
one, again, younger sufferer, a younger woman withtington’s Disease who has a

fairly extensive package of community care thaglldve your department --

Mr. J. Cox:

That is because she is under 65.

Dr. L. Wilson:
Yes.

Mr. J. Cox:

We had this discussion earlier, there is a budgdtwe manage for under 65s that can
pull together packages of care, often involving Bamursing and Home Care but
they are limited in what they can provide for highed cases. So therefore we
commission from the independent sector other pergid Unfortunately we do not
have access to a budget to do that for older pedple are entirely reliant on Family
Nursing and Home Care to provide that care.

Dr. L. Wilson:

May | ask you, John, what would happen -- this ladll not get to 65 in the
community because she is -- | think she has justetll 50 but | would be very
surprised ... Had she developed her condition édrsylater on in her life than she
had, and you had put in a care package for hert wbald have happened if she had
hit 657?

Mr. J. Cox:
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What would have happened is - which has happenediew cases | think - | would
take that case to the -- there is an under 65sl pemeh approves ultimately the
expenditure. lan sits on it. | would present thatan issue that clearly we cannot
withdraw. We would have to have a debate abothas residential/nursing care an
appropriate alternative now to the package in tlenrounity which involves
assessment and wishes and so on. Then the panlel advise on what would be the

wise decision to take in that particular case.

Ms. M. Hutt:

Can | add something there? The budget that | nmeatizaf pays for buying beds in
private sector, not contract beds but the spothase beds, that budget is intended to
purchase care and purchase beds which could, orythbe used to purchase care
package time. But | am never approached becaaséstsomething Family Nursing
and Home Care do. Were | to be approached onuardgasis | would have to go off
to our Director of Finance and say there is notughomoney in this. There is not
because all the money is tied up in buying bedst tBe theory of that is there but
F.N.H.C -- should have to pass over to F.N.H.C.

Dr. L. Wilson:
Family Nursing and Home Care would not be able ¥ou know the lady | am

talking about?

Mr. J. Cox:

Yes, | do. It is fairly general because | think ghoint has been well made that they
can do 3 visits a day in some cases. Some of ttuesplex cases need a heck of a lot
more than that and you are setting something digiltanless you put in what you can
do. For the over 65s we are limited because ofae the thing is structured at the

moment.

Dr. L. Wilson:
| mean this is obviously is not John’s fault busigrossly inequitable.

Deputy R.G. Le Hérissier:
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Yes, you have drawn attention to a very specialesthere. Are there any more
guestions from the panel? In terms of the groomesof you have remained very
quiet, of course you did have in a sense your momkglory earlier, but if there is

anything you wish to contribute or if our speakersh to contribute anything further,

and similarly if you go out of the room and - anta and | have a lot of these
moments now - say: “Oh, | had forgotten that” aodasth, we would be very pleased
to hear from you. We cannot put it in the formadence, so to speak, but this is not
an adversarial court of law, this is a way of tgyto get at your views, at the thinking

behind your views and whatever evidence can sustam.

Mr. |. Dyer:
The only thing is | am assuming you have got méshe documentation you need,
sort of national reports and such like, but whetbrenot the executive summary for

payment price would be -- | have brought copies@lié it would be beneficial.

Deputy R.G. Le Hérissier:

Yes, that would be excellent. That is very kind/ofi. Thank you, lan.

Mr. |. Dyer:
It is looking at mental health, the costs and dikeh So | will leave these.

Deputy R.G. Le Hérissier:
So that said, we are very pleased from you. Aaid,df there is anything else you
wish to say ... | would like to thank you all vanuch for attending, it has been very

enlightening.

Dr. L. Wilson:
Can | just say one thing that you might like to wffo We have finally closed Leoville

and McKinstry.

Deputy R.G. Le Hérissier:
Excellent. | know it took slightly longer than plaed. They were the 2 that were the
subject of the Overdale inquiry. But | would litethank you all. 1 am not sure you

have left us all in a totally optimistic frame ofrd.
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Ms. M. Hutt:
Very pleased to have had the opportunity.

Deputy R.G. Le Hérissier:

As | said, it has been enormously enlighteningu®r so thank you very, very much

indeed.
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