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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:  Questions 1 and 2
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Exercise 1 CHD Questions 1 and 2 answer sheet

Q1a. Answers 

In principle: 

· Morbidity from CHD. Prevalence–the number of people with CHD and CHD rates per capita
· Mortality–number of deaths from CHD and mortality rates per capita
In practice also use:
· General practice consultation rates for CHD (underestimates as only diagnosed cases and not all diagnosed cases are noted)
· Quality Outcomes Framework and Primary care CHD registers (Usually underestimates to varying degrees)
· CHD hospital service activity rates (iffy as proxies for prevalence, except for conditions such as fractured neck of femur and appendicitis)
Q1b Answers 

Morbidity

· Morbidity, in this case people with coronary heart disease (whether known (diagnosed) or not) is the only directly valid measure of need for prevention, treatment, rehabilitation and continuing care for people with CHD

· But is difficult to measure morbidity both in principle (definition of a case is difficult) and in practice (costly to measure and to have a consistent minimum severity to define a case). Further, data are not easily routinely available, even from diagnosed cases in general practice.

· We also need a measure of the burden from disease (e.g., disability adjusted life years (DALYs)) and clinical severity measures (Apache II etc)
· But there are many people who are not diagnosed. So the ‘pure’ number of people who have CHD (prevalence) is only available from expensive surveys, such as the ‘Health Survey for England’ which underpins the Association of Public health Observatories’ National Prevalence Model. There are very few such surveys and most are not sufficiently local. Therefore in practice for most places,  local prevalence data are only available from national prevalence models. These are called ‘synthetic’ estimates.

Mortality

· Easily available and of reasonable validity, though underlying cause of death is not always accurate
· But it is not a good indicator of absolute need for health care for CHD, though more useful as an indicator of comparative need
Q1c. Answers

· Prevalence–total cases of CHD–is insufficient for planning CHD services 
because we also need new cases in a time period–incidence. From the point 
of view of measurement, what about, for example multiple heart attacks in the 
same person? So we need to be clear: is it persons or attacks?
· For planning primary and secondary preventive services we need estimates 
of numbers of people with increased risk of CHD, but who are 
presently symptomless
· For planning primary and secondary preventive services we also need estimates of numbers of people with varying severities of CHD and knowledge of what CHD services are appropriate for each level of severity
Q2a. Answers

Population 16+

· National model

4.9% of the population 16+.

· QOF



2.6% of the population 16+.

Population 65+

· National model

25.7% of the population 65+.

· Primary care estimate
13.6% of the population 65+.

Q2b. Answers 

· Different case definitions-likely: national model likely to include 
undiagnosed disease
· National model over-estimate-not very likely
· QOF and primary care case notes under ascertainment-very likely as diagnosed disease only and there are still some diagnosed patients not Read coded nor recorded sufficiently in QOF
Q2c. Answers

· National model likely to be useful for absolute and maximum number, but it is a ‘synthetic’ estimate
· QOF and primary care useful for local direct comparative estimates providing the data are of comparable quality between areas being compared-not always so
· QOF and primary care useful for local level planning, including improvement of primary care CHD disease management
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