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Exploring levels of hospital activity 

CANDIDATE PACK

Candidate task

You are a member of a public health team and have been asked to meet a manager from the department that commissions local acute services.  The manager has reviewed some recent hospital activity statistics and has asked for your advice. 

You have eight minutes to prepare for the station.  You are not required to prepare any visual aids.  You will then spend two to three minutes giving a verbal briefing and then in discussion with the role-player.  You may use paper notes to aid your verbal briefing.  The station will last eight minutes in total.

Outline of situation

Your organisation covers a population of around 300,000 which has an average national deprivation score. It has a large multisite acute teaching hospital in its area, where 96% of all acute hospital activity takes place.  All cancer chemotherapy is delivered through a single unit in the hospital.  Local cancer mortality data are in line with national averages.

Candidate guidance

Review the data in your briefing pack.  Discuss with the manager possible explanations for the data and what you think should happen next to investigate this further. 

At the station

You will be greeted by a marker examiner who will take your candidate number and name, and then hand over to the role-player by saying:

“This is the commissioning manager who will now start the station”.

Candidate Briefing Pack

The table below is an extract from an analysis of the hospital’s activity for chemotherapy for last year.  The total cancer admissions for chemotherapy was 10,356 so this data represent 23% of the total activity.  The “Expected admissions” column is based on national benchmarked data.  All admissions are day-cases.

The overall Standardised Activity Ratio (SAR) is close to 100 for all cancer sites, as is the overall Directly Standardised Rate (DSR) for all cause cancer under the age of 75.  
Table 1: Annual number of admissions for chemotherapy for cancer sites 

	Healthcare Resource Group (HRG)
	Actual admissions
	Expected admissions
	SAR
	Excess number

	Primary diagnosis:
	
	
	
	

	F98: 
Digestive System
	623
	433
	144
	190

	S98: 
Haematology, Infectious Disease, Poisoning or Non-specific 
	401
	325
	124
	76

	H98: 
Musculoskeletal System 
	377
	92
	409
	285

	D98: 
Respiratory System
	326
	211
	154
	115

	A98: 
Nervous System
	189
	34
	555
	155

	P98: 
Disease of Childhood 
	171
	102
	167
	69

	G98: 
Hepato-Biliary or Pancreatic System 
	145
	69
	211
	76

	L98: 
Urinary Tract or Male Reproductive System 
	84
	79
	106
	5

	C98: 
Mouth, Head, Neck or Ear 
	50
	38
	131
	12

	Q98: 
Vascular System
	14
	2
	670
	12

	Total admissions 
	2,380
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MAIN MARKER 

EXAMINER PACK

Examiner situation

You will greet the candidate and record their candidate number and name and then hand over to the role-player by saying:

“This is the commissioning manager who will now start the station”.

Examiner Answer guidance

This scenario explores the candidate’s ability to:

· Summarise complex cancer data and provide an explanation for the data

· Explain ways of validating such data

· Work with clinicians on reviewing chemotherapy activity
Examiner briefing pack (these will be inserted by the Faculty office)

Candidate pack, Role-player briefing pack. 

Marking Guide for Examiners 

Specific marking guidance is carefully prepared to indicate to you when a candidate should fail (or excel) at a particular competency based on core material from the scenario.  However, we recognise that we cannot anticipate all possible candidate responses.  If a candidate says something that in your view merits a fail (or indicates excellence) on that competency or station that we have not explicitly included in the marking guidance, it is important that you do then mark the candidate as a fail (or indicate excellence).  In that situation, you need to operate outside the specific marking guidance but please detail the issue in the examination feedback.

1. Has the candidate appropriately demonstrated presenting skills in a typical public health setting (presenting to a person or audience)?

	Avoids jargon.  Is clear.  Appropriate language for the audience.  Maintains eye contact.  Appropriate manner for the situation.  Shows empathy.


2. Has the candidate appropriately demonstrated listening skills in a typical public health setting (listening and responding appropriately)?

	Ensures role-player questions are answered appropriately.  Answers totality of the question.  Manner of response appropriate to role-player scenario.  


3. Has the candidate demonstrated ascertainment of key public health facts from the material provided and used it appropriately? 

	An average candidate: 
· Summarises the data: 
· chemotherapy only and only 23% of total of that, all day cases, variation in SARs, some very small numbers for some HRGs, only one year data, only one trust, 
· overall cancer rates are close to average as is average survival but no data on  incidence and/or prevalence of cancers. 

· Defines a SAR: actual number divided by expected x100 
A good candidate notes:
· there are no confidence intervals around SARs so unclear if random variation or significant
· these are admissions not people so impossible to say if its lots of people or fewer people coming back many times

· the lack of information on how much chemotherapy contributes to the management of the cancers in the different HRGs
A poor candidate:
· Fails to define an SAR

· Does not mention the limitations of the data provided

· Does not explain that even though activity is higher, overall mortality and incidence is in line with what is expected


4. Has the candidate given a balanced view and/or explained appropriately key public health concepts in a public health setting?

	An average candidate provides:
· examples of other data needed: the other 77% of activity, referral data, waiting lists, trends, underlying demographics, stage at diagnosis. Also information on organisation of local services
· explanations for clinical behaviour that might explain findings: initiating chemotherapy for cancers others would not, increasing the number of patients receiving chemotherapy, using chemotherapy regimes which require additional day-case visits that others do not, using day-case admissions when others do not, using multiple lines of chemotherapy.

A good candidate
· explains systematic and non-systematic errors:

· non-systematic: behaviour of staff in hospital coding: inconsistent use of the codes for the same intervention, using codes that attract higher fees, coding left to junior staff who guess what codes to use, 
· systematic data error: recording error, transcription error, error elsewhere in analysis or subsequent transcription of data to summary charts
A poor candidate:

· gives limited examples of extra data needed

· fails to explain what clinical behaviour might be having an impact on activity levels


5. Has the candidate demonstrated sensitivity in handling uncertainty, the unexpected, conflict and/or responding to challenging questions?

	An average candidate:
· outlines the approach to the clinicians, ensuring that all necessary data are collected first and that they had been discussed with others first before meeting the clinicians
· does not agree that the trust is “gaming”
A good candidate:

· Suggests involving the medical director in discussions

· Acknowledges the lack of information in response to the ‘gaming’ question, in particular information on the clinical pathway
· Suggests looking at other services in the trust to see if similar issues seen elsewhere or if data are available form comparable trusts.  
A poor candidate:
· Agrees the trust could be “gaming” the figures

· Agrees to meeting the clinicians immediately
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ROLE-PLAYER BRIEFING PACK

Station background

As candidate briefing.

Role-player Brief

You are a commissioning manager responsible for the local acute trust.  The data presented have been found from a recent review of hospital chemotherapy activity prompted by a jump in costs from the previous year.  As all chemotherapy is delivered through a single unit at the hospital, differences in administrative recording of activity should not be the explanation for the high Standardised Activity Ratios for some groups (particularly A98, H98, Q98).  You are keen to understand possible reasons for the figures and next steps.  
You have already had a brief discussion with the oncology business manager but this did not help your understanding of the possible reasons for the findings.  You think you need to have a meeting with the oncologists.
Start the station by saying:

“Thanks for coming in to see me.  It looks to me as if we are doing much more cancer activity than expected.  Can you explain what this data means?”

[Data shows chemotherapy only and only 23% of total of that, all day cases, variation in SARs, some very small numbers for some HRGs, admissions not patients, only one year data, only one trust. Overall cancer rates are close to average as is average survival but no data on incidence and/or prevalence of cancers]. 

If not covered ask:

“Can you remind me what SAR means and also the possible explanations for high SARs in general?” 

[SAR is actual number divided by expected x100. Could be real difference or artefact. Artefact to do with coding issues, small numbers, random variation. Real might be due to higher rates of disease in referred population, difference in way clinical pathway is constructed.]

“Is this all the relevant information we need to consider?”

[No. Only 23% of all cancer activity. Get data on cases not admissions. Review other 77%. Also consider other data such as referral data, waiting lists, trends, underlying demographics, stage of diagnosis. Also need more info on organisation of local services and well as the role chemotherapy plays in the various cancers]

“How do we explore the possibility of the clinical thresholds at which treatment is initiated being different from the national average?”

[Review data in detail and get more data as outlined in Q above. Speak to national experts. Compare local policy with any national policies/guidance. Review literature. Compare to other comparable providers/districts]

“I think the hospital is gaming. You know, purposefully bringing patients back as day-cases unnecessarily to increase numbers and therefore costs. What are your thoughts?”

[You don’t know if that’s the case.  You need more info as outlined, especially the clinical pathway. Might also want to look at other services in the trust to see if similar changes elsewhere. Also see if similar data available for comparable trusts]

Finally : 

“I think we need to meet these hospital clinicians as soon as possible for them to explain these high rates. What do you think?”

[Need info on pathways and extra data before arranging a meeting.  Also ask national experts. Consider involving trust’s medical director. Share data to be used with clinical team before the meeting]

Any ‘no go’ areas

Details of management of cancers.

Level of conflict

Moderate.  You need some clarity on what to do next and will become increasingly concerned if the candidate does not supply this. You also need some guidance on what to do about the concerns of “gaming”. 
Role-player briefing pack (these will be inserted by the Faculty Office)

Candidate pack, Marking Examiner briefing pack. 
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