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WORKBOOK:   Health Services Planning in a WCC Environment


Learning Module (Workshop)

Venue

Duration - Date

Health Services Planning in a
World Class Commissioning Environment:

Exercise 1 Need and Capacity for CHD
Answers:  Question 3
                   (example area Yorkshire/Humber)
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CHD exercise Question 3 Yorkshire/Humber answer sheet

Q3a. Answers

Mortality

· The highest all age, persons CHD mortality rates were found in Barnsley (nearly 130 per 100,000) and other former industrial towns.

· The measure used was the ‘directly standardised’ mortality rate by age and gender. ‘Standardised’ means that the rates are adjusted to allow for the fact that different communities have different age and gender structures: CHD rates rise with age and are different between males and females. To standardise, rates are calculated for each 5 year age and gender group and averaged to give one summary figure. The standardised rates are not the actual rates, but allow accurate comparisons to be made. 

· As a comparison, the Tower Hamlets PCT 3-year average 2005-7, was the highest in London at 120 per 100,000, and had twice the Kensington and Chelsea PCT rate.

· The all ages persons standardised CHD mortality rate for Kirklees, about 110 per 100,000 was just above the Yorkshire/Humber average (which was about 100 per 100,000 population for the 2006-8 3 year average). 

· The comparative CHD rates for people under age 75 are a sensitive indicator of premature mortality and the effects of deprivation. The comparative <75 CHD mortality rates found in Yorkshire/Humber were similar to the all ages rates. The difference in PCT rankings in the <75 graph compared to the all ages graph are misleading, as the difference between many of the PCTs could have been due to random variation. 

· Note the differences values, comparisons and rankings for males and females separately (Figures 3-6). Males have much higher rates. Moreover, for males, Kirklees is similar to the average, whereas the Kirklees female CHD mortality rate looks as if it is statistically significantly higher than the Yorkshire average. 

· The mortality rates shown in Figure 7 were falling for Kirklees as a whole and in every area within it, between 2002/3 and 2005/7. Possible reasons are:

· Less morbidity: reduced risk of getting vascular disease because people were getting healthier, itself due to socioeconomic development and improvements in occupational health and the environment.

· Data problems.

· Reduced morbidity due to local preventive efforts. 

· Random variation. (how likely is this?)

· No change in morbidity, but better survival due to good or better 
health care.

· Conclusions:

· Need to reduce inequalities in provision so as to reflect different need levels between the PCTs.

· Need to target those areas within Kirklees with higher levels of mortality from vascular disease so as to reduce inequalities in both mortality and in service activity levels (considered in Q3b, below). For example, better secondary prevention by increasing appropriate Statins use and reducing high blood pressure. Note these are primary care measures.

Prevalence

· For % prevalence rates, the relative positions of the PCTs are different from their relative positions in their standardised mortality rates. This is because the standardised mortality rates reflect how ‘unhealthy’ a place is with respect to CHD, whereas % prevalence reflects the relative numbers of people in each age group with CHD and places with more older people will have higher % prevalence of CHD overall even if they are ‘healthier’ because older people are more at risk of CHD than younger people. 

· The actual prevalence–the total number of people estimated to have CHD–reflects both places with relatively older populations and the actual size of the population (whether relatively healthy or not), so while Leeds and North Yorkshire have among the lowest % prevalence, they have the highest numbers of people with CHD because they have the biggest populations.


Q3b. Answers

· The original data were actual admissions, taken from from the Disease Management Information Toolkit (DMIT). Actual (in the jargon, ‘crude’ or ‘raw’) admission rates, Figure 10, were calculated by dividing the 2006 admissions by the populations 16+ from the national CHD prevalence model data.

· The data indicate that there were large differences in actual admission rates between PCTs in Yorkshire Humber. Kirklees had one of the lowest rates, at about 350 per 100,000 per year in 2006, whereas Rotherham PCT had about 620 per 100,000 during the same period.

· The admission rates for each PCT partially reflect comparative need as indicated by mortality, but are very much affected by non-clinical factors, such as clinical thresholds of admission, which are in turn affected by other factors such as individual clinician clinical thresholds and bed availability. These factors are similar to the ones mentioned below in relation to trends in admissions.

· My guess would be that there was more morbidity in places like Rotherham compared to Kirklees, but that non clinical factors were important.

· Local investigation of the functioning of the local hospitals and primary care services is essential in determining the actual situation and in suggesting policy for improvement. 

· Figure 11 shows the trends in crude admission rates between 2003-4 to 2006-7. For some PCTs admission rates went down, e.g., for Kirklees and Barnsley among others, while in some places, for example Bradford/Airedale and Calderdale, there was no clear trend or there was actually a tendency for rates to rise. These findings also apply to actual admissions, Figure 12.

· Factors which could account for the emergency admissions rises in Bradford/Airedale and Calderdale both between 2004-6 and subsequently:

· Data problems (i.e. the reported data do not reflect what actually happened), including coding of ‘method of admission’.

· Lowered thresholds of admissions by hospitals (and hospital clinicians?) due to, for example, incentives due to targets and/or PbR, etc.

· Reduction in the availability of out-of-hospital services.

· Random variation.

· Greater tendency of patient going to A&E (Lowered thresholds of 
self referral).

· Increase in Bradford/Airedale and Calderdale populations at risk 
of admission.

· Increased morbidity in these populations.

· I think the most likely factors are: 
1) lowered admission thresholds from incentives to increase income from admissions, more demand on A&E, 4 hour A&E target, and other policies. 
2) more readmissions for chronic illness, possibly due to problems in community, primary and long-term care.

· I think the least likely factors are: data problems, random variation and increased morbidity, except that due to an aging population.

· Admissions as a proportion of prevalence are shown in the full table 3 below.

	
	Admissions 2006-07
	Prevalence 2006 (number)
	Proportion Admissions /Prevalence

	Bradford and Airedale PCT
	        2,164 
	        21,427 
	10.1%

	Rotherham PCT
	        1,273 
	        12,682 
	10.0%

	Wakefield District PCT
	        1,404 
	        15,925 
	8.8%

	Barnsley PCT
	            980 
	        11,265 
	8.7%

	Sheffield PCT
	        2,158 
	        24,949 
	8.6%

	North Lincolnshire PCT
	            667 
	          8,374 
	8.0%

	Calderdale PCT
	            734 
	          9,686 
	7.6%

	Doncaster PCT
	        1,075 
	        14,818 
	7.3%

	North East Lincolnshire PCT
	            537 
	          8,276 
	6.5%

	East Riding of Yorkshire PCT
	        1,026 
	        16,527 
	6.2%

	North Yorkshire and York PCT
	        2,189 
	        36,801 
	5.9%

	Kirklees PCT
	        1,049 
	        18,566 
	5.7%

	Leeds PCT
	        1,847 
	        33,327 
	5.5%

	Hull PCT
	            854 
	        15,414 
	5.5%


· Hull PCT had roughly half the admissions per ‘unit’ of prevalence in 2006 than, for example, Bradford and Airedale PCT.

· There are quite a few possible reasons for these differences in the proportions.

· The average severity of morbidity might be less in Hull than in Rotherham.

· Admission thresholds might be higher in Hull, possibly reflecting better primary care or different clinical thresholds.

· The data might be wrong.

· There might be lower thresholds of admission due to greater supply in Bradford/Airedale compared to Hull or Kirklees. Conversely, people who should have been admitted in Hull or Kirklees might not have been due to lack of beds.

· There might be admission avoidance schemes in those PCTs with 
lower proportions.[image: image2.png]
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