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ACHIEVING THE BENEFITS OF EFFECTIVE JOB PLANNING 
4.4  DELEGATE GROUP WORKSHEET for use in acute healthcare services 

Case studies for use in acute healthcare services 

Long case study: A weekend at St Elizabeth’s 

Consider the following scenario and ask yourself the six questions: 

· Are consultants working in a way that is the best way for this particular issue or service? 
· Does the work that is currently being undertaken by consultants need to be done at all? 

· Does all of the work that is currently being undertaken by consultants need to be done by a consultant or could some of it just as effectively be undertaken by another individual/professional? 

· Does the organisation give the consultants the support they need to help them work effectively? 

· Are there models of service provision tried elsewhere that make more effective use of consultants’ time? 

· Have any of the consultants or other members of the clinical team suggested ways in which they could be helped to work more effectively? 

A weekend at St Elizabeth’s 

Saturday 

The orthopaedic team were the first to start work, beginning the trauma list at 8 am. Syed, the on-call consultant, decided to do the first case himself, an old, rather frail lady with a fractured neck of femur, assisting his SHO with the second case, a patient requiring an ankle manipulation.  They were soon finished and had started the ward round by 9.30.  The young woman they had admitted the day before with back pain, sciatica and urinary disturbance was causing concern, so at 9.50 they called Edward, the on-call radiologist, who agreed to do an MRI. 
By 11 am they had completed the ward round and Syed had given the SHO a quick tutorial on back pain over coffee.  Just one more patient was causing concern, another frail old lady whose hip had been operated on two days previously.  She had several medical conditions and Syed decided to ask the care of the elderly team to have a look at her.  But first, he went to MRI to discuss the woman with back pain with Edward.  With a decision on management made, he then called Maureen, the care of the elderly consultant at around 11.30. 

Cont/
Maureen was also at work early, starting her ward round at 8.30.  All seemed to be going well and she was finished by 11.15.  She had just made it home when Syed called her.  She sighed, pecked her husband on the cheek and went back to St Elizabeth’s. 

Martin, the on-call physician, liked his juniors to have sorted out all the routine work before starting his Saturday ward round, so it was 11 am before he arrived in the hospital.  One of the first patients he saw was a young man whose CT 2 days previously had been normal, but who seemed to be deteriorating.  He really needed an MRI, he thought.  He was surprised but pleased to find Edward just starting an MRI scan, so they agreed to do Martin’s patient straight afterwards. 
Donald, the on-call general surgeon, was grumpy.  He couldn’t start his list until 10 am as the orthopaedic surgeons had got the first slot, so he didn’t start his ward round until 12 noon.  The patient with abdominal pain admitted the night before wasn’t settling, so he asked his SHO to arrange an ultrasound.  The SHO came back a couple of minutes later to say that the radiologist had just left the hospital and so he had bleeped him.  Donald finished the ward round fairly quickly, so he asked his SHO to phone him with the results of the ultrasound. 

Martin’s ward round was taking time.  Towards the end, he saw a young woman whose headache was not settling.  Around 2.30 pm he called Edward; Edward however, was getting a major trauma patient transferred to the CT scanner.  Yes, he would do Martin’s patient but it would not be for a while, maybe an hour or two. Martin asked his registrar to give him a ring at home when the result came back. 
Edward called Donald just after he got home.  The ultrasound to Edward’s surprise showed an aortic aneurism. Donald returned to the hospital. 

Kate, the ITU consultant, was reviewing one of the surgical patients.  He had had a total colectomy with colostomy a week ago, but was now showing signs of sepsis. The odds were that there was a collection somewhere.  She decided to call the radiologist before it got too late; she spoke to Edward who had returned home 30 minutes previously and he arranged for the patient to have an ultrasound. 

Sunday 

Martin was first in, in the admissions unit there was a middle-aged man with severe chest pain admitted a couple of hours previously. The ECG was normal, but blood for cardiac enzymes had not yet been sent off. He asked the SHO to get them done immediately and to give him a ring with the results if they were not back by the time he left the hospital. 
Cont/
Maureen arrived at 9.30 to find Martin doing his ward round with sister.  The staff nurse had been away for the past two days, so progress was slow. An elderly man with a headache admitted the night before was no better and clinically could well have a sub arachnoid haemorrhage. At the end of the ward round at about 12 noon, she phoned Edward and asked for a CT scan.  

Donald started his ward round at 2pm. The patient who had had a hemicolectomy the previous week was looking decidedly unwell and Donald felt he was septic. He was also obese which, as Edward said with a sigh, ruled out ultrasound. He called the CT radiographer back to the hospital to get the CT running again. 
Martin’s SHO asked him to come back and look at the man with chest pain who seemed to be more unwell. Cardiac enzymes were not raised, which made Martin wonder about a dissecting aorta, so at about 6 pm, he asked Edward to CT the chest. The CT radiographer made her way back to the hospital once more. 
Edward was at home when his wife got back from dropping her mother off at the train station. By and large, he had been happier working while his mother-in-law was staying, but he did wonder if he had been working as efficiently as he might. In fact, when he thought about it, he had spent almost as much time travelling backwards and forwards to and from the hospital as he had investigating patients, and he suspected so had some of his colleagues. 

He had also got Monday morning to face. There were normally several patients who would have been seen over the weekend and who would need a CT scan in the morning and he covered the CT scanner at that time. But at least there shouldn’t be too many. Not like some Mondays when just about every request for a CT was deferred to Monday, so the list overran. It all depended on who was on-call. He’d complained to Alice, the clinical manager, but as usual nothing had happened. 

She’d just muttered something about yet another consultant with a moan and no bright ideas. 

Surely there was a more efficient way of doing things? 

Short case studies 

Case 1: Paediatrics 
Dr K is a paediatrician working in a team that has recently increased from five to six full time consultants.  When the job plans of all six were compared, five were shown to be working about 44 hours a week.  However, Dr K’s job plan showed that she was working over 48 hours a week with 10 hours administration undertaken at home, in comparison to the average of 4 hours taken by the others.  She wants to reduce her workload and has said that the only way she can do this is to reduce her clinical commitments. 

· • What are the key issues and concerns from Dr K’s perspective? 

· • What information may be helpful in advance of the job planning meeting? 

· • As clinical manager, what must you achieve and what would you like to achieve from the job planning meeting? 

· • How could other staff help support Dr K in reducing her workload? 

· • What objectives could be set for Dr K, and how could these best be reviewed? 

Case 2: On-call rotas 

The Medical Director of Big City Acute Division was worried.  In the preceding two weeks, four out of his ten clinical managers had come to see him to say that several of the most senior consultants had flagged a desire to come off their on-call rota. In all cases they were not called in very often, but in their various ways they all felt it reduced their quality of life.  There were many on-call rotas, only the histopathologists did not use one.  Furthermore, many specialties had developed sub-specialty rotas and all maintained they needed to return to work.  In radiology, there was a rota for ultrasound, another for CT, and a third for MRI, in addition to first on-call.  Consultants were therefore regularly doing 1 in 3 or 1 in 4 on-call, and this would increase if some consultants were indeed removed from the rotas. 
Consider: 

·  What are the key issues from the perspective of the senior consultants? 

·  What are the key issues from the perspective of the organisation? 

·  What approach to job planning could you use to address this issue? 

·  As medical director, what must you achieve and what would you like to achieve from the job planning meeting? 

·  What information may be helpful in advance of the job planning meeting? 

Case 3: Reducing workload 

The nine general physicians at St Elsewhere’s hospital all wanted to reduce their hours in some ways. They were all on 12 PA contracts and they all had different reasons. Dr A had just returned from maternity leave and was finding long working hours with a small baby exhausting. Drs B, C and D all had young school aged children and wanted to start later during term times so they could drop the children off at school. Dr E had no children but was a keen skier who liked spending Christmas and New Year in Canada, Dr F was a keen traveller, something she hoped to do more now the children had all left home. Drs G and H had been consultants for over 15 years, were financially secure and wanted to reduce their workload. Dr J hopes to retire in around 1-2 years time. He would like to become part time so that he can build up his outside interests in preparation for retirement. 

· How could the job planning process be used to improve the working lives of these consultants? 

· As clinical manager, what must you achieve and what would you like to achieve from job planning discussions? 

· What information might it be helpful to obtain in advance of the job planning meeting? 

Case 4: The interface with private practice 

Dr A is the clinical manager for surgery working in a team of seven surgeons, all of whom participate in the on-call rota.  All have 11 PA job plans and are paid a Level 1 on-call supplement.  All undertake a reasonable amount of private practice, with five of them preferring early evening private theatre lists.  The on-call rota is arranged such that Monday to Thursday nights are taken on a simple rolling rota.  So if Dr A did Monday, Dr B would do Tuesday, Dr C Wednesday, Dr D Thursday, Dr E the following Monday and so on.  The same person would do the whole of the weekend, from Friday evening through to Monday morning.  However, the medical director has pointed out that they should not be on-call when they are undertaking private operating lists.  Dr A’s initial thought had been to rearrange the rota so that no one did a night when they would be operating.  However, this was rejected by his colleagues on the ground that one of their number would never do Friday nights, have shorter weekends and the others would have more weekends disrupted. 

Consider: 

· How could Dr A tackle the problem of he and his colleagues being on-call whilst operating? 

· What information might it be helpful for either party (consultants and clinical manager) to obtain in advance of a job planning meeting to discuss the issues? 

· What possible solutions might a clinical manager be able to offer? 
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