TAGRA Acute MLC Sub-group
Note of 8th meeting – 19th March 2015 – Atlantic Quay, Glasgow
Present





Apologies
Sarah Barry (University of Glasgow)


Angela Campbell (Scottish Government)

Roger Black (NHS NSS)



Frances Elliot (Scottish Government)
Pauline Craig (NHS Health Scotland) 

Matt Sutton (University of Manchester)

Andrew Daly (NHS GG & Clyde)

Karen Facey (Chair)
David Garden (NHS Highland)

Petya Kindalova (NHS NSS)
Ahmed Mahmoud (NHS NSS) (AM)
Alisdair McDonald (NHS Lothian) (AMc)
Donna Mikolajczak (NHS NSS)





Paudric Osborne (Scottish Government)




Tom Russon (Scottish Government)

Diane Skåtun (University of Aberdeen) 

Judith Stark (NHS NSS)

Sarah Touati (NHS NSS) (Minutes)
In attendance

Ciaran McCloskey (NHS NSS)

1. Welcome and apologies
Karen Facey (KF) welcomed those present to the 8th meeting of the subgroup and noted apologies.

2. Minutes from previous meeting
The minutes of the previous meeting were approved. 
3. Matters arising (TAMLC21)    
4th February 2014 – Provide DOFs with update on Acute MLC work. JS, AC and PO presented to the DoFs in January providing an overview of the NRAC Formula and the work of the Subgroup. Questions were raised on the following issues:

· The impact of Health and Social Care Integration on the formula;
· How the formula incorporates unmet need and high resource individuals;
· How the formula allows for differences in supply, e.g. A&E units in Lanarkshire;
· The risk to the stability of the formula in using indicators which are only updated every ten years, in particular limiting long-term illness; 

· The number of diagnostic groups, with a suggestion that we consider more than seven.

It was agreed that another update towards the end of the group’s work should be put on the DOFs agenda well in advance. 
Action 1 – Agree timing of final update to DoFs
14th January 2015 – Prepare draft paper for TAGRA on the new Data Zone population issue and the change to the timescales of the AMLC review. This paper had been deferred until the decision on SIMD could be finalised at the current meeting and so the paper would be circulated to the Subgroup for feedback by email in early April.
Action 2 – Circulate draft TAGRA paper for email feedback
4. Geography, Time Span and SIMD Evaluation (TAMLC22)
PK introduced paper TAMLC22, which presented analyses to support a decision on: 
· choice of geography (Data Zones vs Intermediate Zones)

· timespan (1 vs 3 years of cost data), 
· Scottish Index of Multiple Deprivation (SIMD) components as predictors of additional need. 
In advance of the meeting SB had raised a query and as a result some additional analysis with 3 years’ Intermediate Zones was tabled. 
SIMD. The Subgroup decided that due to the lack of influence of SIMD and its components shown in the extra analysis, and given the arguments about the validity of including such an index as a potential predictor, it was appropriate to exclude SIMD from the potential candidate variables rather than wait for its release at the new Data Zones in 2016.

Action 3 – Remove SIMD from potential indicator variables table 
Time span. There was brief discussion on whether averaging the cost ratios over time would capture temporal variation (such as changes in services) adequately; it was mentioned that Acute services tend not to change rapidly, and that the relationship between deprivation and need would not be expected to change much over three years. Generally it was considered likely that averaging over three years would reduce ‘noise’ and data quality issues (and increase stability) but not reduce useful information, so 3 years was favoured.
Geography. Some members expressed a preference for Intermediate Zones, with arguments including stability and the better fit of the model at the aggregated geography. Other members preferred Data Zones, on the grounds of responsiveness, equity, and transparency. It was felt that spatial averaging is likely to smooth out useful information in terms of pockets of deprivation, quite possibly to the detriment of more deprived areas (if the relationship between deprivation and cost is exponential, for example). PO stated that Matt Sutton’s multi-level analysis in England has rationalised the difference in R2 between the two levels of spatial aggregation, and pointed out that England are using a patient-level analysis. He also mentioned that the lack of influential points at Data Zone level was a good statistical indication for their use.
SB suggested testing to what extent the predictions of cost would differ, using either Data Zones or Intermediate Zones as a regression basis. DS also suggested further explanation was needed for the large difference in R2 between 3-years Data Zones and 3-years Intermediate Zones for Cancer, before agreeing on the use of Data Zones. 
It was provisionally agreed that 3-year Data Zones would be used, with some further investigation to explain the change in R2 when moving to 3-year Intermediate Zones, for cancer and heart. It was agreed that a final decision on the geography be made by email before the next meeting, to allow the analyses required for the age-split decision to proceed.
Action 4 – AST to verify analysis for 3 year Intermediate Zones and to seek an explanation for the differences in R-squared values between the two geography levels.

Action 5 – Subgroup to decide on geography and time span by email.

Action 6 – AST to produce analysis to support age split decision dependent on sub-group decision on geography and time span.
Diagnostic groupings. Granularity in terms of the diagnostic groupings was also briefly discussed; DS pointed out that the ‘Other’ category appeared to perform surprisingly well in the modelling given that it is a large, mixed grouping. TR said that the R2 could probably be further improved by combining some of the other categories, but that this was not an argument for doing so.

There was some discussion around cancer, for which there did not appear to be a strong relationship between cost and the predictor variables. RB highlighted some clinical arguments for why LLTI and SMR are not particularly good predictors of cancer costs.

KF requested an ‘All Acute’ category for the analysis in the next stage, as well as presentation of regression equation coefficients, to help the Subgroup decide on granularity in diagnostic groupings and the possibility of different indicators in each.

Action 7 – AST to produce initial exploratory analysis of diagnostic groupings, comparing regression coefficients and the relative performance of LLTI and SMR, and including an ‘All Acute’ grouping.
5. Revised Potential Candidate Variables table (TAMLC23)
PK introduced the revised potential candidate variables table (paper TAMLC23). DM confirmed that the population estimates at the new Data Zones from NRS are still expected in August 2015.
6. Update on unmet need (TAMLC24)
PO introduced paper TAMLC24 explaining that the updated Scottish Health Survey (SHeS) data will be reviewed to determine any gaps of unmet need, by comparing the incidence of morbidity in SHeS with the current Acute MLC weights. He related a discussion with Matt Sutton, noting the ongoing work in England to look at unmet need which had been much delayed, but which could guide and inform our own analysis. The work will take into account all possible parameters (e.g. rurality; not just deprivation) to help predict unmet need utilisation. An initial analysis has been performed; this has found that the gradient of self-reported morbidity across the spectrum of deprivation/affluence is generally similar to that reflected in the existing Acute MLC weights. The Respiratory diagnostic group shows indications of unmet need at high deprivation in this initial analysis. Next steps will be to predict utilisation and compare this with the utilisation data i.e. cost ratios. The results of the analysis will be presented in the August meeting. 
TR clarified that this work will have to be done at intermediate geography since many Data Zones have no positive-response observations, which poses a problem for modelling. 
7. Revised high level work plan (TAMLC25)
DM introduced the high level work plan (paper TAMLC25). 
The next meeting in May will focus on the age split analysis and the diagnostic groupings, while the August meeting will discuss unmet need, and possibly the new population data. It was agreed that some equality leads would be invited to the August meeting, to discuss our processes for choice of indicator variables, as part of the effort to integrate the Health Inequalities Impact Assessment into the Acute MLC Review. 
Action 7 – PC and DM to invite equality leads to the August meeting.

8. Date of next meeting 
The next meeting will take place on 12th May 2015 in the NHS NSS office at Gyle Square. 
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