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ACHIEVING THE BENEFITS OF EFFECTIVE JOB PLANNING 
4.6  DELEGATE GROUP WORKSHEET for use in mental health services case studies
Case studies for use in mental health services 

Long case study: A week at Sunnydale Mental Health Division

Consider the following scenario and ask yourself these five 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 could make more effective use of consultants’ time? 

Case study: A week at Sunnydale Mental Health Division
Monday 

Jim, a consultant in adult mental health, arrived in on Monday morning to be confronted with the usual problem of there being more patients than beds.  Two patients had returned unexpectedly from leave over the weekend, both having deteriorated.  Their beds had already been taken by patients admitted by the new SHO; who appeared not to have followed the protocol of seeking consultant advice prior to agreeing to admission.  His patients had been ‘boarded out’ on Florence ward, and the mother of one had already telephoned twice to complain that her son’s mental condition had deteriorated because of the boarding out.  There had been an incident on Florence ward over the weekend, where a psychotic service user under the influence of drugs had wreaked havoc on the ward.  The nursing staff had eventually resolved the situation and wanted specialist advice on his management, but there was no one from the substance misuse team available on Monday, as they were on a team building away day.  By 5 pm Joan, the consultant in learning disabilities had been trying for hours to find a general adult bed for a patient with mild learning disabilities who had become psychotic, and needed admission.  The nurses on the wards had said they weren’t trained to deal with patients with learning disabilities, and she was left trying to placate the parents and the staff in the residential unit where he was living, saying she would try again on Tuesday. 

Tuesday 

Joan met Colin, an adult mental health consultant, on the stairs, and begged him to take her patient into one of his beds.  She looked really distressed, he thought, so agreed to do so to help her out.  He knew the nursing staff wouldn’t thank him for that, and wished there could be some better way to sort out these problems.  They didn’t happen often, but when they did, they were a real headache.  Afterwards everyone seemed to breathe a sigh of relief and hope the problem wouldn’t happen again.  

Susanna, the consultant in old age psychiatry found in her in-tray yet another inappropriate referral of a patient living in her own home, who had been referred the day after her 65th birthday from Colin.  She was fed up with receiving referrals in this way, and particularly aggrieved that the patient had already been told about the transfer of care before she had been consulted.  Why couldn’t there be a better way of doing things, she asked herself. 

Wednesday 

Colin had a 50 year old man on the ward he was really concerned about, he wondered if he had some form of dementia, but as it was ages since he had done old age psychiatry, he wasn’t sure where to start with investigating the problem.  He tried to arrange a CT scan and was told that as it wasn’t an emergency the wait would be 6 months.  That was at least better than the 12 month wait for a routine MRI scan.  Surely there should be some way of organising that without him having to speak to the consultant radiologist and ask a personal favour?  He thought about getting one of his colleagues in old age psychiatry to give advice, but knew he’d get a complaint about the 65 year old schizophrenic he’d referred to Susanna last week.  

Alan, one of the other adult mental health consultants, started his ward round late at 3 pm, having had an unexpectedly difficult grilling in the managers’ hearing that day. 

They’re getting worse than the mental health review tribunals, he thought. The hearing had gone on for 2 hours, and he’d only set aside 30 minutes.  The ward round was going smoothly, but he still had four patients to review at 5 pm.  The SHO reminded him that because of the working time regulations, she would need to go. Alan grumpily said goodbye to her and took over doing the task of the SHO as well as himself.  This seemed to happen every week. 
Thursday 

The nursing staff on Dickens ward were having difficulties coping with Joan’s patient, whom Colin had agreed to admit.  They felt that none of them had the skills to assess and provide care for a patient with learning disabilities, and they were annoyed with Colin for agreeing to admit him.  They tried to seek advice from Joan, but she was now off sick.  
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In the afternoon Jim was in the middle of a busy clinic when he got a phone call from a GP about a patient that the GP thought needed urgent assessment.  Jim thought the patient might need a Mental Health Act assessment, but he couldn’t leave the clinic until he’d seen all the patients, so there was no real way of him knowing whether the crisis could have been dealt with in another way.  He decided the best thing was to visit the patient after the clinic.  He phoned his wife to say he’d be late home and she complained about yet another late Mental Health Act assessment.  Jim managed to get his secretary to arrange for an approved social worker to be there at 6 pm.  He then tried to telephone round to find out what the bed state was - yet another problem he felt he shouldn’t have to deal with himself. 

Friday 

There was a consultant meeting today, but only 3 people turned up.  Everyone was obviously too busy, or perhaps they didn’t see the point. Nothing seemed to change. 

Short case studies 

Case Study 1: Workload commitment 

Dr A is one of four psychiatrists providing psychiatric services on a sector basis for the local population. Last year, as preparation for job planning, the psychiatrists all completed work diaries for the preceding three months.  This highlighted major variations in the hours worked, despite the four sectors being roughly similar. Dr A had recorded an average 50 hours of work a week in comparison to her colleagues’ average of 44.  All four consultants agreed last year to accept a 10 PA contract, and agreed plans to reduce their working hours, although Dr A was concerned she would not be able to reduce her work to 40 hours.  This year Dr A produced diaries that demonstrate she is still working 50 hours a week, as she maintains she offers a higher standard of service to her patients.  She does three out-patient clinics a week, whereas her colleagues do two and personally assesses all her inpatients within 24 hours of admission.  Dr A accepts she is somewhat disorganised – for example, secretaries regularly find ‘missing’ notes in her office (if they can find anything!) and she admits to being behind with correspondence.  GPs frequently have to contact the team office to find out about medication changes she has made, but not yet communicated to them, resulting in additional work for the secretaries.  She is undoubtedly a hard-working and committed consultant.  She has had many patients write and compliment her on the service she provides.  Her colleagues, on the other hand, complain that she works inefficiently, and that in any case they are still working in excess of 40 hours on a 10 PA contract.  They say that they ‘cut corners’ and manage risk more effectively and although they still struggle to keep their hours down to something approaching 40 hours - their overall patient care is not of a significantly lower quality. 



Cont/
If she is offered 12 PAs, then her colleagues have said that they will not be happy and they will complain about only having a 10 PA contract when they really are working more like 11 PAs.  They say that they work very hard and efficiently, but she wastes time through being less efficient. 

Consider: 

· What are the key issues from the perspective of Dr A and also her colleagues? 

· 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? 

· What objectives could be set for Dr A, and how may other staff need to be involved to help her achieve these objectives? 

Case Study 2: Reducing PAs/resource pressures 

Dr J is a consultant who currently works part-time.  She wishes to reduce her hours further and do 6 PAs instead of her current 8 PAs.  She also wishes to have every Friday off. Her colleagues are unhappy with this, saying that the extra work will fall on them and the Division has not proposed to pay them any extra PAs to reflect the extra work they would have to take on.  The Division is under severe financial pressure and the manager of that area has said the Division cannot afford to pay extra PAs to the other consultants, as each area will have to make recurrent savings for the Division to break even and he has been counting on making some of those savings in the medical staffing budget.  There has as yet been no agreement on whether other consultants or other staff would be expected to pick up this work or whether capacity can be reduced by agreement. 

Consider: 

· What are the key issues from the perspective of Dr J and also her colleagues? 

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

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

· How can general management involvement help support the effectiveness of job planning and objective setting for all consultants? 

Case Study 3: Aligning Divisional and personal objectives 
Dr K is a full-time adult mental health consultant.  Recently information has been made available to show that he has the longest length of stay for acute in-patients across the Division.  The Division wishes to reduce its number of in-patient beds in that area, and redeploy some of this resource to expand community teams.  Dr K was quite surprised to find that his bed use differed from that of his colleagues, and says that it must be because he has a patch area with higher morbidity, and a higher prevalence of personality disorder.  He also cites poor accommodation in the community and poor support from social services, which means he can’t discharge vulnerable patients.  Early in his consultant career two of his recently discharged patients committed suicide, and he was criticised by the procurator fiscal.  He found this quite traumatic, and he accepts this may have affected the way he practices. 

Consider: 

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

· What impact may these objectives have on the roles of other staff, and how could other staff help support Dr K in achieving his objectives? 

Case Study 4: Team working and aligning Divisional and personal objectives 

Dr E has an 11 PA contract.  Within Dr E’s team there have been regular issues with long waiting times for clinics.  The community mental health team manager said that she tried to get him to do an extra clinic when it appeared this was likely to occur, but he refused to do so, saying he was only contracted for 44 hours, and couldn’t do an extra clinic.  When the deputy medical director spoke to him about this he said he fundamentally disagreed with the idea of government targets as all they did was skew clinical priorities, and in any case he was too busy with his existing patients . Although nothing adverse was identified in his annual appraisal he freely admits he is not really a ‘team player’.  He finds it difficult to delegate, especially to non-medical members of the multidisciplinary team.  He does work hard, and carries the primary responsibility for a disproportionate number of service users’ care plans, in comparison with other consultant colleagues.  He often turns up late for multidisciplinary team meetings, and although other team members speak highly of his level of commitment, they have not denied there are occasional problems with working relationships. 
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Consider: 

· What are the key issues from Dr E’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? 

· What objectives could be set for Dr E, and how may other staff need to be involved to help achieve these objectives? 

· How should the achievement of these objectives be reviewed? 

· How should information from job planning feed into other processes in tackling these issues? 

Case Study 5: Additional responsibilities 

Dr Z has an 11 PA contract, which includes an allocation of 1 PA for teaching.  She wants to give up this teaching role, and another consultant colleague would be very willing to undertake this role, but only if he can be paid an extra PA to reflect the additional time commitment. However, Dr Z refuses to give up the extra PA, and says she will continue with her teaching role if she can’t have the appropriate recognition for her clinical work.  She says she is doing the equivalent of 11 PAs on clinical work alone, and her work diaries support that.  The medical student lead for the Division would be happy for her to relinquish her teaching role, as not all reports from students have been favourable, sometimes she is not available when she should be for teaching commitments, due to ‘clinical pressures’ and often the SpR teaches instead.  There have also been communication difficulties with medical students and the university. 

Consider:

· What are the key issues from Dr Z ‘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? 

· What objectives could be set for Dr Z and how should the achievement of these objectives be reviewed? 
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