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1. Welcome and apologies

Karen Facey (KF) welcomed everyone to the 5th meeting of the subgroup. KF also introduced Petya Kindalova (PK) from the ISD Costs team, who was in attendance along with Ciaran McCloskey (CM) and Ting Yang (TY). . KF noted apologies from Matt Sutton (MS), Roger Black (RB) and Fiona Ramsay (FR). Andrew Daly (AD) confirmed that he would continue to represent Greater Glasgow & Clyde NHS Board on the subgroup following Paul James’ departure.
2. Minutes from the previous meeting 
Members of the subgroup were content that the minutes from the previous meeting were an accurate reflection of the discussion. Minutes approved.
3. Matters Arising (TAMLC 11)
KF began by asking everyone to look at the actions from the previous meetings. 
4th February 2014 - Seek NHS Lothian replacement on subgroup:  Angela Campbell (AC) mentioned that she has been in touch Tim Davidson who suggested potentially David Wright and another person (possibly Alisdair McDonald).
4th February 2014 - Request slot on DOFs monthly meeting: KF informed the group that she and Paudric Osborne (PO), along with a member of the ISD Costs team would be giving a short presentation at the meeting on the 11th of September. It was also noted that a written update would also be given to the CEOs and chairs. 
12th March 2014 – TAGRA core criteria to include ‘Equality’: AC confirmed that after seeking advice from John Matheson (JM) on whether it should be added to the core criteria it was agreed that the equity core criterion doesn’t adequately capture equality. JM confirmed that he was happy for the subgroup to look at the potential wording and possibly extend the criterion to “Equity and Equality”. 
The subgroup had some discussion around whether to create a separate new criterion for ‘Equality’ or to extend the ‘Equity’ criterion. 
Pauline Craig (PC) suggested to add text around improving outcomes to the criterion, however it was highlighted by AD that the formula is about allocating resources to Boards and is designed to give a level playing field and that using outcomes would be a big step to take. DG agreed with AD and highlighted that it is up to each NHS Board to improve outcomes rather than the formula. KF noted that the core criteria is used to choose between options in the formula, and that TAGRA would not be able to make a judgement on outcomes. Judith Stark (JS) agreed with this, adding that adding “outcomes” would be too far removed. KF also added that it is about identifying areas where there is a significant variation in costs to find the balance between identifying where there is service use. PO followed on from this by saying that it is about what is required to provide equal access to health services provision.  
The discussion was revisited at the end of the meeting and agreement was reached not to include a separate criterion for Equality but to modify the Equity core criterion to 
 “The primary consideration should be to achieve the greatest possible accuracy in capturing the cost implications of variations in need between population groups and across the country, in order to develop a formula that delivers the greatest possible equity of access to health services”.
Action 1 – AST to update the Equity criterion following agreement from TAGRA
4. Update on Health Inequalities work (TAMLC 12)

KF handed over to Donna Mikolajczak (DM) to introduce the update on Health Inequalities work. DM informed the group of the work carried out looking at child poverty and child pedestrian casualties. DM advised the group that although potential data was available, it was not pursued further as it was felt there was no direct link to acute health need. DM went on further to mention that another data source, asylum seekers, could be of use but is likely to be already included within the census, and therefore a risk of double counting would exist (highlighted in the 2007 NRAC Report). In addition, it was noted that Did Not Attend (DNA) rates are availabile within ISD (Secondary Care Team) – but there may be potential data consistency issues as some boards may record rates differently. Lastly, data on life expectancy can be accessed at health board and council area level.
DM asked the group to note the work so far and to approve the decision to explore DNA and life expectancy rates further.

The group approved the decisions and work proposed above. Judith Stark (JS) suggested perhaps looking at deaths under 65 years old if there is no possibility of life expectancy rates at a smaller geography level, to which DM confirmed that this was already on the list of indicators. KF then queried why we would consider Standard Mortality Rates (SMRs) below 65, when NRAC had moved from SMR65 to SMR75 following its investigations. DM noted that they would consider this as part of the remaining work investigating the potential indicators.
5. Update on Unmet need       
KF introduced the item on unmet need by stating that TAGRA has confirmed that the subgroup should look at unmet need as part of the Acute MLC review. Paudric Osborne (PO) explained that the issue of unmet need has been raised at this meeting in order to establish the priorities of this subgroup and to discuss any references to recent research on unmet need. PO added that the methods in NRAC rely on utilisation as a proxy for need but that unmet need will not show up in activity data. . Furthermore, PO highlighted that the 2007 NRAC review found some evidence of unmet need and one adjustment was made to the circulatory diagnostic group. PO then proceeded to introduce his presentation on the methods for investigating unmet need.
A – Shortfall Method

The method regresses age/sex utilisation on indicators of need. Rather than seeing a straight line (linear), it may not remain straight (“tail off”) where there is unmet need towards a high level of deprivation. PO explained that this has previously been looked at by Matthew Sutton (MS) and colleagues. The actual adjustment in NRAC assumes a linear relationship, but in this case indicators of need are understating true need. One way to potentially counter this is to establish a “cut off” point (75% deprivation) and have a “spine” function, that is, where you have 2 different functions depending on where on the graph you observe. 

B – Health Board Variation 
PO informed the group that another way of looking at unmet need is to compare the relationship in the first method between boards. A steep relationship would suggest that the board may be responding to need better than another board. 

C – Health Survey
Another option would be to look at the Scottish Health Survey. More specifically, looking at self reported assessments and information on diagnoses. PO highlighted that there are two kinds of approaches with this data: i) How the morbidity profile moves across the spectrum, and ii) A more sophisticated approach whereby you take morbidity data, estimate predicated morbidity and test whether there is an additional affect from affluence.  

To conclude the presentation, PO asked the subgroup members to help advise what work should be carried out on unmet need and the resources/research available to do this. PO suggested that he talk with custodians of the Scottish Health Survey data to explore what work could be carried out. PO also mentioned that a potential data source could be ‘serial missed appointments’ and to link this with other data sources but it is unclear what information will be available in the timescales of the Acute MLC review. 
KF asked SB to elaborate on the work she carried out as part of the Greater Glasgow and Clyde study. SB explained that the work was data driven, and so was lacking in determinants of unmet need. The work looked at the relationship between needs indicators and costs, and where does this data “fall off” on the graph. According to SB, there were quite a few specialties that had this phenomenon. However, there were also some specialties in which the opposite was true (better utilisation than expected). 

Diane Skåtun (DS) mentioned that she was not aware of any recent literature but highlighted that even if unmet need is found and resources are allocated; if patients still don’t come forward, providing extra resource may not necessarily help address the problem. DS also highlighted the importance of understanding criticisms of previous work on unmet need. 
KF suggested a paper could be written for the next meeting to bring work together from England, the GG&C Report and any other relevant work, with input from clinicians where appropriate. AD pointed out that perhaps the graph for the shortfall method could be interpreted differently, with a suggestion to look at the 25% mark instead (most affluent rather than most deprived). DS suggested to PO to also include a summary on where literature currently stands. KF summarised this item and confirmed that a paper would be brought to the next meeting.
Action 2 – PO to bring paper on unmet need to next subgroup meeting

6. Review of case-mix adjustment within the current NRAC costing method (TAMLC 13)

It was DM who introduced the next item – the paper reviewing the current case-mix adjustment in the NRAC costing method. DM first summarised what had been agreed previously, namely to retain the current NRAC costing methodology but to review the current case-mix adjustment (i.e.  the fixed/variable percentage cost split). DM went on to explain that the terminology of fixed/variable split stems from the fact that the existing NRAC costing method uses a simple case mix adjustment based on length of stay and that the advent of National Tariffs, HRGs and more recently, PLICS, now allows for the development of a more sophisticated approach. 
DM highlighted to the group that a short life working group consisting of AD, DG, David Wright (DW) from NHS Lothian, and AST met to discuss the issues with the current approach and agreed to investigate three alternative approaches for applying a case-mix adjustment. Two were based on the PLICS data and one on HRG data. DM informed the group that it was decided to rename ‘Fixed’ cost to ‘Cost of admission’ and ‘Variable’ cost to ‘Cost per day’ as this made more sense in an accounting sense.
DM then went on to explain that the paper includes a wide range of analyses based on the current case-mix adjustment and the alternative approaches and attempts to evaluate each of the approaches against TAGRA’s core criteria.  DM then asked the group to consider both the analysis and the evaluation against TAGRA’s core criteria before deciding on the best approach for recommending to TAGRA. 

KF asked the group whether they had any questions for clarification. SB queried Table 2 in the paper, asking whether the values for the percentage split are just the gradient (m) and the y-intercept (c). AM confirmed that the estimate of the Cost of Admission is, broadly, the α coefficient (or constant term) and the estimate of the Cost per Day is, broadly, the β coefficient on the Average Length of Stay variable. 

DS raised the issue of some of the values being zero in Table 2. AM explained that some alpha values are negative and have been set to zero. This led to some discussion around the current methodology and how crude it is. 
The discussion moved on to the HRG method. AD pointed out to the group that HRGs are a good measure of case complexity in Greater Glasgow and Clyde but this may not be the case across all Boards and the results show that this method is less favourable compared to the other options. DG highlighted that it would be difficult to reject an approach based on a new costing method (PLICS) that is being developed in favour of an older one. There was further discussion around the HRG method and its evaluation against TAGRA’s core criteria. There was consensus around the table that the HRG method should not be considered further as the alternative approaches were stronger both analytically and in relation to TAGRA’s core criteria. 
The group then went on to discuss Table 4 from the paper. The main discussion centred on the varying results between the two PLICS methods. Some questions were raised by the subgroup members on the construction of the PLICS components method – PO pointed out the PLICS components table in Annex A. AM further explained that the PLICS components looks at the Cost Book line numbers and no regression analysis is required.

KF highlighted the huge variance between the two PLICS methods, which is unexpected considering they are based on the same source of data, albeit using two different methods. KF went on to point out some of the specialties where there are large differences between the PLICS regression method and the PLICS components/NRAC method. KF noted   dermatology and cardiology as examples where the percentage split for the Cost of admission is low for PLICS components/NRAC, but high under the PLICS regression.  AD highlighted that for some specialties, the PLICS components does make more sense in a clinical sense such as for spinal paralysis and rehabilitation – he would expect the majority of costs to be “Costs per day” which is the case for the current NRAC and PLICS components method but not for PLICS regression.
After extensive discussion, it was agreed that the variation in results would need to be investigated before a recommendation could be made to TAGRA. It was suggested that AST investigate cardiology, orthopaedics, obstetrics GP and perhaps spinal paralysis or rehabilitation medicine and report back to the subgroup by email where a final recommendation could hopefully be made. KF also asked AST to provide further clarification on the construction of the PLICS components method.
Action 3- AST to investigate the differences in the percentage splits for the two PLICS methods and provide further clarification on the PLICS components method
7. Draft work plan (TAMLC 14)
DM introduced the draft work plan to the group and explained that it had taken a while to present it due to uncertainty over the costing methodology up until this point, and that it should still be treated as a “draft”. DM explained that, once a decision on the case-mix adjustment approach is made, the next step would be to  look at age splits, outliers, timespans, geographies, diagnostic groups (combination or individual), and whether these are the correct groups to use. It is planned that this work will be brought to the January subgroup meeting. After that, the next stage would be to look at regression analysis between February and May, by which point a short list of indicators would be proposed – with AST looking for agreement on the final indicators by the end of September. DM informed the group of the main deadline: 17th December 2015, at which point a final report will be presented to TAGRA.  DM also noted that the health inequalities impact assessment has been included in the work plan. 
AD commented on the work plan saying that was clear and contained the right level of information. The group agreed with the proposed plan. 
8. Presentation to DOFs on 11th September 
This item was already discussed – please see notes under Matters Arising.
9. Date of next meeting

KF mentioned that there would be a special meeting on multimorbidity around October time but a date has yet to be agreed. 
10. A.O.B.
The discussion around the potential rewording of the “Equity” criterion to include equality continued at this point. Please see notes under Matters Arising. 
There was no business to report. KF concluded the meeting by thanking everyone for their attendance and input.
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