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1. Introduction
1.1. TAGRA has been asked to look at how the resource allocation for prison healthcare could be reflected in the national resource allocation formula. This paper outlines how resources are currently allocated to prison healthcare and what issues would need to be taken into account to enable the allocation of resources to be included in the national resource allocation formula. The issues are outlined in Section 2 and a number of options are presented in Section 3. TAGRA is asked to consider these options and recommend an option for further investigation. This recommendation should be made with reference to maintaining proportionality between the analytical support requirements of such investigations on the one hand, and the relative amounts of allocated resource under discussion on the other.

1.2. The responsibility for provision of healthcare to prisoners in Scotland was transferred from the Scottish Prison Service (SPS) to the National Health Service (NHS) in November 2011. A Programme Board was set up to oversee the transfer and agree the allocation of resources. A finance work stream assessed the needs of the service and tested various funding models, including NRAC and other capitation models (see Appendix 2). The Programme Board recommended that funds should initially be allocated on a historic spend basis, with the money transferred directly to the NHS Board where the service was being delivered. The Programme Board also recommended that allocation should in the future move to an adjusted prisoner population basis.
1.3. In June 2012, the Finance Department at Scottish Government undertook a review of the baseline budget for prisoner healthcare in all NHS Boards. The report concluded that the funding provided to NHS Boards to provide prisoner healthcare was adequate, and that there was not a strong desire amongst NHS Boards to develop a bespoke funding formula for prisoner healthcare. However it recommended that a specific review should be undertaken of budget transfer mechanisms required to support significant reconfiguration of the prisoner population and implementation of the recommendations by the Commission on Women Offenders
.
1.4. As part of the work programme related to the transfer, the National Prisoner Healthcare Network (NPHN) was established in November 2011 and has a national co-ordinating and strategic role, supporting the transition of primary and community healthcare from the Scottish Prison Service to NHS Boards.
1.5. There are currently 16 prisons in 9 NHS Boards across Scotland with around 8000 prisoners in the estate each day. Data on the number of prisoners by NHS Board is shown in Appendix 1.
1.6. In 2012-13 the budget for expenditure was £23.2m. Under the current model of including prisoner healthcare funding in the baseline allocation, the distance from parity is distorted in Boards with large prison populations. This could potentially lead to those Boards being penalised.
2. Summary of issues affecting the allocation of funding

Prison reconfigurations and variations in need

2.1. Prison populations are moved around regularly, either as part of a planned move or in response to capacity or other need. Healthcare needs vary across different groups of prisoners, for example sex offenders are generally older and have more long term conditions than young offenders
. This fluidity of the prisoner population can lead to big changes in the healthcare needs of the prison population within a NHS Board and have a significant impact on the resources required to deliver the service.
Commissioning guidelines, residence and recharging

2.2. The commissioning guidelines place responsibility for healthcare costs on the health board of residence, not the situation of the prison. For the first six months of their custodial sentence, prisoners are considered to be resident in the area where they were ordinarily resident before they were sentenced, or the area in which the offence was committed if their ordinary residence cannot be determined. After a period of six months following conviction, a person held in prison is to be treated as ordinarily resident at the place where that person is held (CEL 06 (2013)). These arrangements were intended to eliminate cross-charging
. In practice Boards rarely charge for cross boundary flow due to the bureaucracy in identifying the Board of residence.
2.3. Reconfigurations of prisons can create an additional burden on a NHS Board.  When a population of long term offenders is moved into a prison in a different NHS Board, the responsibility for healthcare costs immediately shifts onto the new NHS Board for the majority of those prisoners. For groups of prisoners with more complex healthcare needs, this creates a burden on the Board which is not reflected in their resource allocation. 
Prisoner healthcare data
2.4. There is currently no dataset to support the calculation of activity-based and other relative cost measures for prisoner healthcare.  Primary care contacts are recorded in a bespoke version of Vision but not used for reporting. Prescribing data is available through monthly dispensing data produced by pharmacies. Hospital admission data is collected as for other residents but there is no coding to identify prisoners. Data sources for some specific healthcare services in prisons are listed in Appendix 3.

3. Options for TAGRA to consider

Option 1: Status quo

This option has no agreed process for adjusting the allocation to reflect significant reconfiguration of the prison population, so is not recommended for further consideration. 

Option 2: Develop a new formula to allocate prisoner healthcare funding to Boards with prisons

The funding for prisoner healthcare could be top sliced and a new formula developed to allocate this resource to Boards with prisons, based on the prison population and healthcare need.  The formula would be limited to broad population groups, e.g. prisoners under 18, prisoners over 65, women, etc. It would be quite basic due to the paucity of prisoner health data. Further work would be needed to identify the most appropriate datasets to estimate differences in need and cost across the population groups.

Option 3: Develop NRAC to include funding for resident prisoners
The definition of residence in the commissioning guidelines matches the definition used in the NRAC formula. Potentially it would be possible to develop the resource allocation model to include the additional cost of funding healthcare for residents in prisons. Boards would need to establish processes for routinely charging for cross boundary activity. 

The mid-year population estimates used in the NRAC formula incorporate estimates of prisoners provided by the Scottish Prison Service. The population projections do not include information about planned reconfiguration of prisons, so a mechanism for adjusting the target share would need to be developed when this occurs. However this does not happen frequently and, when it does, data could be sourced from the Scottish Prison Service.

Option 4: Change the commissioning guidelines so the commissioning Board is the Board where the prisoner was formerly resident. Shares allocated through existing NRAC formula.
Options 4 and 5 both require a change to the commissioning guidelines to place responsibility for funding on the Board where they were ordinarily resident before they were sentenced (or the area in which the offence was committed if their ordinary residence cannot be determined) for the whole of their custodial sentence instead of just the first six months. This simplification of the definition of residence would reduce the bureaucracy in charging for cross boundary flow and provide a clear incentive for the Board providing the healthcare to collect residence data. Option 4 is the simpler of the two options, but lacks any adjustment for the difference in definition of residence between the NRAC formula and the revised commissioning guidelines. This means that a prisoner from Board A held in Board B would be paid for by Board A but included in the NRAC formula for Board B.

Option 5: Change the commissioning guidelines so the commissioning Board is the Board where the prisoner was formerly resident. Allocate a prisoner healthcare premium across all Boards proportionate to the number of residents in prison.

This option is the same as Option 4 but with an adjustment to the NRAC formula to ensure that all Boards receive some compensation for their residents being held and treated elsewhere. Funding for prisoner healthcare would be top sliced and a prisoner premium allocated to Boards proportionate to the number of their residents in prison, irrespective of where they are held. This aims to address the issue of a prisoner from Board A held in Board B, paid for by Board B but not included in the NRAC calculations for that Board.

The simplest way to allocate a prisoner premium would be to use a per capita calculation independent of the age and sex of individual prisoners. Although the cost of prisoner healthcare varies widely across different prisoner cohorts, the variation may be reduced to an acceptable level once aggregated to Health Board level. 

A mechanism could be developed for adjusting the premium retrospectively if numbers are shown to be significantly different to estimates.

A detailed breakdown of the strengths and weaknesses of each option is shown in Table 1.
Table 1. Options for allocating funding for prisoner healthcare 

	
	
	Pros
	Cons

	1
	Status quo
	· Funding goes directly to Boards providing healthcare.

· No change to current arrangements
	· Not responsive to changes in prison populations.

· Recharging is bureaucratic and not routinely used. 

	2
	Develop a new formula to allocate prisoner healthcare funding to Boards with prisons. Commissioning guidelines unchanged. 
	· Funding goes directly to Boards providing healthcare. Reduces recharging.

· Funding could incorporate different weightings for different prison groups, e.g. under 18, over 65, women.

· Relatively small change from current arrangements 
	· Lack of robust prison population forecasts.

· Takes over a year to respond to reconfiguration of prison populations. Would need to develop a mechanism for adjusting funding retrospectively.

· Formula would be quite basic due to lack of prisoner healthcare data

	3
	Develop NRAC to include funding for resident prisoners. Commissioning guidelines unchanged.
	· Consistent with split of other allocations.

· Funding goes to Boards commissioning healthcare. 


	· Recharging is bureaucratic and not routinely used. 

· Complexity of residence definition creates a barrier to Boards recharging. 

· Risk that boards would not be able to recover money spent. 

· Population estimates used for NRAC do not take account of reconfiguration of prisons.

· Big change from current arrangements. Would have a big impact on Boards with high prison populations from other Boards.

	4
	Change commissioning guidelines so commissioning Board is the Board where the prisoner was formerly resident. Shares allocated through existing NRAC formula.
	· Consistent with split of other allocations.

· Funding goes to Boards commissioning healthcare. 

· Responsive to reconfigurations of prison populations. 

· Recharging less bureaucratic due to simplified residence definition.

· Incentive for Boards to collect good residence information. 


	· Definition of residence for NRAC is not aligned with the definition of residence for commissioning. Prisoners from Board A held in Board B are not included in the NRAC formula for Board A but Board A is required to pay for their healthcare.  

· Boards need to develop robust recharging processes.

· Big change from current arrangements. Would have a big impact on Boards with high prison populations from other Boards.

	5
	Change commissioning guidelines so commissioning Board is the Board where the prisoner was formerly resident. Allocate a prisoner healthcare premium across all Boards proportionate to the number of residents in prison.
	· Funding goes to Boards commissioning healthcare.

· Responsive to reconfiguration of prison populations. 

· Recharging less bureaucratic due to simplified residence definition.

· Incentive for Boards to collect good residence information.

· Partially addresses mismatch in definition of residence between NRAC and commissioning.
	· Differences in need may not be adequately covered by proportionate allocation.

· Boards need to develop robust recharging processes.

· Big change from current arrangements. Would have a big impact on Boards with high prison populations from other Boards.




Appendix 1: Prison populations by NHS Board and sentence length, 2011
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1.8

253

88

144

21

3.4

Lanarkshire

555

6.8

910

210

638

62

12.2

Lothian

1687

20.6

894

207

607

80

12.0

Orkney

-

-

9

2

6

1

0.1

Shetland

-

-

16

6

10

0

0.2

Tayside

966

11.8

688

158

452

78

9.3

Western Isles

-

-

17

4

13

0

0.2

Other

1

-

-

669

156

440

73

-

Total

8178

100.0

8106

1929

5473

704

100.0
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1. Other includes 371 with address unidentifiable, 269 of no fixed abode and 29 from outwith Scotland
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Appendix 2: Options for allocating funding and recommendations considered for November 2011 transfer

	Option considered in November 2011
	Pros
	Cons
	Recommendation at November 2011
	Justification for decision

	1. Historic Spend
	· Boards start with funding for committed spend.
	· Any historic inequalities / anachronisms are built in.

· Will need to be revisited if  there are any material changes in prison populations / establishments (ie prisons  opening / closing in different health board areas


	· Recommend as the funding option for first year.

· Thereafter, review and move to an adjusted prisoner population basis.
	· Pragmatic.

· Boards start with funding for committed costs. 

· Does not distract from the implementation of change.

· Have not got sufficient background information as to what is a fair standard cost per prisoner and what weightings should be applied for non standard (eg women / under 18) prisoners.

· However, need to ensure that historic inequalities / anachronisms are not built in for the longer term.

	2. NRAC
	· Consistent with split of other allocations.

· Tried and tested methodology

· No additional bureaucracy in application. Administratively efficient.
	· Some boards could start without identified funding for committed spend.

· May not recognise the “exceptional “nature of the geographical spread of the prisoner population. Hence boards could be allocated funding and have no prisoner population.
	 - Rejected.
	· Could only be considered if were entering into inter board service level agreements with associated recharging arrangements.

· Too bureaucratic for the level of funding involved.

· Difficulties in determining residency of prisoners for the basis of cross charging.

· Some boards may be left with unfunded committed costs.

	3. Variation on NRAC – NRAC excluding  boards without prisons in their area
	· Variation on NRAC formula, to take into account geographical spread of prisons.
	· Percentages no longer have NRAC reasoning behind them.
	- Rejected.
	· Rejected for same reasons as NRAC formula above.

Also:

· Boards without prisons would not be funded to meet cross charges.

· As per “Cons.

	4. Unadjusted prisoner population basis
	· Relatively easy to apply.

· Relatively low level of denominator changes so little financial turbulence year on year.

· Transparent it its application and outcome.

· Good scope for applying cost efficiency targets directly.
	· Lacks sensitivity regarding demands of different prisoner profiles eg women, young offenders.

· Workload changes not so much on population basis, but on turnover rate – higher turnover = higher workload.

· May trigger demands for other “exceptional” allocation considerations thereby destabilising the NRAC concept.

· Some board may be left with unfunded committed costs.

· Additional administration for SGHD.
	- Rejected.
	· Too crude, being based on the unrealistic assumption that all types of prisoner should cost the same.

· Some boards may be left with unfunded committed costs.



	5. Adjusted prisoner population – with weightings for women, and prisoners under 18.
	· Relatively easy to apply, once formula agreed.
	· Effort required to devise weighting methodology and then convince doubters of its efficacy.

· May be greater levels of financial turbulence compared with unadjusted prisoner population basis as a result of more refined analysis.

· Some boards could start without identified funding for committed spend.

· Of fundamental importance that the criteria selected for weighting, and the relative weightings applied were sufficiently relevant to produce an acceptable outcome.
	Recommend this option after further work, and that the result of this should be the option that funding moves towards in the future.
	· Approach makes sense, but no certainty at present as to:

        - what demographic 

          elements should be  

          weighted

        - what the weightings  

          should be.

· Favour this approach, with refinements, for future use.  Cannot use immediately as:

· Will only be able to 

        identify standard cost

after implementation.       

· Some boards will be left with unfunded committed costs.                

	6. Assume Cornton Vale and Polmont are correctly funded for their populations, and split remaining funding of an unadjusted prisoner population basis.
	 - Easy to apply
	· No evidence to back up assumption that the current costs of Cornton Vale and Polmont are the right costs

· Again, some boards may be left with unfunded committed costs.
	- Rejected.
	· As per “cons”.


Appendix 3: Sources of prisoner healthcare data


There is currently no dataset to support the calculation of activity-based and other relative cost measures for prisoner healthcare.  This table shows data sources for some specific healthcare services in prisons. 
	Data source
	Administrative purpose of the system
	Relevance

	Vision – bespoke version for prison based healthcare
	Collects information on all primary care contacts in prisons.

There are plans to develop Vision for prescribing with implementation planned early 2016. Suppliers will be asked to provide prescribing information in a way that can be uploaded to PRISMS for reporting.

Other developments include mental health and drugs and alcohol misuse.
	Not used for national reporting.

Could be used for national prisoner prescribing information from 2016.



	Pharmacy returns to NHS Boards
	Dispensing data collected by pharmacies and sent to Boards for payment. 

Used by Prison Pharmacy Group for analysis. 
	Up to date, accurate prescribing data. Available from Tom Byrne, National Prison Pharmacy Advisor.

	The Scottish Drugs Misuse Database (SDMD) (SMR25)
	Collects information on illicit and prescriptions drugs profile, social and legal circumstances at both initial attendance at treatment service and subsequently at 3 months then annually.
	NHS prison based drug specialist services also submit data to the SDMD.

	National Naloxone Programme
	Collects information on the number of Naloxone kits issued to prisoners on release and in the community 
	Includes data at prison level

	H4: HEAT standard for Alcohol Brief Interventions
	Number of Alcohol Brief Interventions in three priority settings – primary care, accident & emergency and antenatal
	Prisons not reported separately 

	Smoking Cessation Database (SCD)
	Web-based database set up to capture agreed national minimum dataset for NHS cessation services in Scotland
	Includes submissions from prisons, but data quality and completeness is very poor

	The National Drug & Alcohol Treatment Waiting Times Database


	Number of clients waiting and the time waited for assessment, first intervention and an appointment date for specific interventions for drug and alcohol treatment.
	The ISD publication in September 2013 included data from 14 out of 16 prisons, however figures from some prisons were lower than expected

	SPS methadone audit
	Biannual audit of the number of prisoners on methadone. 
	NHS have agreed to reinstate this.

	Annual prisoner survey
	Includes a range of self reported health based questions. 
	Could be used to estimate the prevalence of various conditions or triangulate with other health recording (e.g. from clinical records).


� Recommendations included that Cornton Vale should be replaced with a smaller specialist prison, and most women serving short-term sentences should be held in local prisons.


� � HYPERLINK "http://www.scottish.parliament.uk/S4_JusticeCommittee/Inquiries/Dr_Lesley_Graham.pdf" �Justice Committee - Transfer of prison healthcare to the NHS – Submission from Dr Lesley Graham (2012)�


� � HYPERLINK "http://www.scottish.parliament.uk/S4_JusticeCommittee/Inquiries/20130226__FINAL_revised_MOU_Prison_Healthcare_HIS_December_2012.pdf" �Memorandum of Understanding between SPS and NHS Scotland (2011)�
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