AGENDA

TAGRA – 21ST MEETING – 15TH DECEMBER 2014

13:00 – 16:00, Carrington Suite, Scottish Health Services Centre
(Lunch served from 12:30 – 13:00)

1 Welcome and apologies

2 Minutes of last meeting and updates on actions
3 Presentation on Health & Social Care Integration arrangements

4 Proposal on Highland and Islands Travel Scheme 
TAGRA(2014)10
5 Update from Acute MLC Subgroup


TAGRA(2014)11
6 Update from Community Health Data Project
TAGRA(2014)12
7 Update from Prisoner Healthcare working group
TAGRA(2014)13
8 Update from SAF Review Group 


TAGRA(2014)14
9 Update on work plan




TAGRA(2014)15
10 Recap of actions, A.O.B. and date of next meeting


Core Criteria (including update agreed at August 2014 meeting)
	Equity
	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.

	Practicality
	Use should be made of good-quality, routinely-collected data, in order to produce an administratively feasible formula that can be readily updated.

	Transparency
	The rationale informing the formula’s methodology should be explicable and any judgements should be made explicit, although this should not lead to over-simplification of details which might add precision to the methods.

	Objectivity
	The formula should as far as possible be evidence-based, using as necessary the full range of available robust data. 

	Avoiding perverse incentives
	The formula should guard against perverse incentives and any negative consequences which might threaten the integrity of the data.

	Relevance
	There is a need to avoid the dangers of extrapolation and to make explicit where hard information is being used about one aspect of a service to make some assumption about an area where information is less good or absent.

	Stability
	There should be a reasonable degree of year-to-year stability in the data sources feeding in to the formula.

	Responsiveness
	The formula should result in shifts in the allocation of resources in response to changes in the need for healthcare services.

	Face validity
	The outcome of any changes to the formula should be subjected to a 'common-sense' check.


Annex - Parliamentary Questions and Committee transcripts relating to the NRAC formula

The following annex summarizes parliamentary business related to the NRAC formula that has occurred over the period 1st July – 5th December 2014. 
Over this time there has been one Parliamentary Question (Part A), one relevant discussion in the Health and Sport Committee (Part B) and three  relevant discussions in the Public Audit Committee (Part C). The 23rd Meeting of the Health & Sport Committee (Tuesday 19 August 2014) also discussed NHS Boards budget scrutiny, but this item was taken in private. Within all sections, items are organized chronologically with the most recent first.
Part A: Parliamentary Questions
Question S4W-22941: Richard Baker, North East Scotland, Scottish Labour, Date Lodged: 28/10/2014

To ask the Scottish Government which NHS boards will be brought to parity with the sums identified by the NHS Scotland Resource Allocation Committee (NRAC) formula by 2016-17.

Answered by Alex Neil (05/11/2014): 
The NRAC formula is a funding approach agreed by all boards and the Technical Advisory Group on Resource Allocation that oversees the formula is a group made up of representatives from across the NHS. It is accepted that the NRAC formula will always be subject to refinement and development. In 2014-15, an update to the NRAC formula to more closely reflect remoteness and rurality came into effect.

The NRAC formula has been phased in since 2009-10. It has been made clear that any adjustments made to the 14 territorial health boards’ funding would be phased in over a number of years by way of ‘differential growth’ as has been the practice under both the previous SHARE and Arbuthnott formulae, and that no board would receive a cut in funding.

Through a combination of the revised data informing the 2014-15 NRAC formula and current forward financial planning assumptions, it is expected that no NHS board will be below one per cent from funding parity by 2016-17.

Part B: Health & Sport Committee transcripts

Health and Sport Committee 04 November 2014: Draft Budget Scrutiny 

2015-16
The Cabinet Secretary for Health and Wellbeing (Alex Neil): […] In 2015-16, the health budget will, for the first time, rise to more than £12 billion, and there will be a real-terms increase in the total health budget from 2014-15 to 2015-16. In 2015-16, territorial boards will receive allocation increases of 2.7 per cent. That increase is above forecast inflation, which reflects the importance that we attach to protecting front-line point-of-care services. Boards such as NHS Grampian and NHS Highland that are behind the NHS Scotland resource allocation committee parity level will receive an uplift above the 2.7 per cent average to reflect our plans to move all boards to within 1 per cent of NRAC parity by 2016-17, based on the current NRAC shares. [...]
Dr Richard Simpson (Mid Scotland and Fife) (Lab): […] My general disappointment is that, 15 years on, nine or 10 pages of the 185-page budget document are devoted to health, and we are still grappling for information. Having said that, I welcome the continuation of the consensus that all five parties achieved in June on the principles of the 2020 vision, and I look forward to participating in that.

The distribution of funding to primary care that the cabinet secretary has just talked about is welcome. It is interesting that the distribution will be on the basis of a practice having an elderly or very elderly population, having a remote and rural population or being a deep-end practice. That is about inequalities, and those were the three principles that NRAC used in distributing funding to health boards from 1999 under the Arbuthnott formula. The approach has been around for 18 years, yet we have not achieved a move from health board funding to funding those practices, so I welcome the fact that the centre will now be more directive on that. [...]
Christine McLaughlin (Scottish Government): The spending review approach looks at budgets over a three-year period. As part of that, everything that ends up in the spending review will have been assessed using a straightforward template that is a bit more detailed than the impact assessment template. We look at everything from legislative requirements and bill development to whether an area is a key priority for the Government, and we look at whether it is right for programmes that are already in place to continue. Assessments are made against such things as support of the quality strategy and the impact on agreed outcomes.

That exercise is carried out for the spending review and it is refreshed each year as we go through the draft budget exercise. Therefore, there is an element of challenge and scrutiny of all the lines in the documentation that the committee has before it today. In addition, an assessment is made of the level of uplift for boards and what they are expected to deliver with that, and there are sessions on things such as the amount of money to go into additional NRAC funding. Each of those decisions is not driven solely by the financial position but involves looking at how we can deliver the Government’s priorities within the financial envelope and at the public value that is delivered. [...]

Dr Simpson:  […] Secondly, in the previous budget, there was a specific figure for what you applied to NRAC. I will not ask you for it now, but could you indicate it rather than my having to lodge a question on it?

Alex Neil: It is a lot easier just to send it to you.

Dr Simpson: Yes, I thought that it would be easier to ask you now. [...]

Part C: Public Audit Committee transcripts

17th Meeting, Wednesday 05 November 2014

NHS in Scotland 2013-14

Caroline Gardner (Auditor General for Scotland): There are a combination of factors, which apply across the health service but apply to differing extents in individual boards. First, we know that finances are tight. The Government has protected NHS revenue budgets for the front-line delivering boards, with increases that are slightly above inflation, but healthcare inflation tends to be higher than that. We know that the population is getting older, so there are more old people who tend to have more complex needs and who need more support to be discharged from hospital once admitted. We also have particular financial pressures in some boards, such as those that are below their NRAC allocation, which adds to their challenges. You can see from looking across the table that some boards are managing better than others, and we have talked before about examples of how services are being delivered and redesigns that help to manage those pressures at a local level. The NHS as a whole is doing some work to improve its understanding of patient flows and the pinchpoints. Some of the targets have become more stringent over the past few years, which is why we suggest that it is time to take a step back and to ensure that the balance of targets, the available funding and the longer-term vision to reshape healthcare are all in the right place to be able to work effectively, rather than running the risk of inefficiency by focusing on an individual target at the expense of the bigger picture.
16th Meeting, Wednesday 8 October 2014

Accident and Emergency: Performance Update

Mary Scanlon (Highlands and Islands) (Con): I had only two questions, the second of which concerned the point that was raised by the medical director from NHS Grampian about the NHS Scotland resource allocation committee figures and, previously, the Arbuthnott formula. I do not have the figures in front of me, but I remember them and they were accurate. Per capita, Ninewells hospital gets around £1,945 and Aberdeen royal infirmary gets £1,500. Therefore, every person in NHS Grampian is funded at nearly £500 less than a patient in Tayside. Is Aberdeen being punished for being the oil capital? I remember Arbuthnott 1, Arbuthnott 2 and all that, but is the NRAC formula appropriate? Are we really funding Grampian appropriately to provide the service, given that we can easily criticise its performance?
Paul Gray (Scottish Government):  I will bring in John Matheson on that point. However, to be absolutely clear, since you have asked the direct question, NHS Grampian is not being punished for anything.
Mary Scanlon: Why does it receive £500 less funding per person?
Paul Gray: Mr Matheson will explain the formula.
John Matheson (Scottish Government):The basis of the formula is the population of the individual health board areas. It is then adjusted for age and sex—
Mary Scanlon:  The figures that I gave are per head of population.
John Matheson: The formula is based on population and then adjusted for age and sex, morbidity and life circumstances. An excess cost index is then brought in to recognise remoteness and rurality. The formula is dynamic; it is continually under review—we have just reviewed the remoteness and rurality—so what the results tell you is that the population of NHS Grampian overall makes less demand on the healthcare service than the population of the other parts of the country. We recognise that not all boards are at NRAC parity, and NHS Grampian is one of the boards that is below parity. We have an agreed way forward to bring it and the other boards that are below parity to within 1 per cent of parity by the start of 2016-17. The difference that Ms Scanlon highlighted is driven by the formula, which was agreed across the NHS and is under continuous review to ensure that it is appropriate and up to date.
The Convener: This is a complex and complicated issue, and it is one for separate discussion at another time. No doubt we can come back to it if Audit Scotland produces a report on it.
15th Meeting, Wednesday 1 October 2014 

Accident and Emergency: Performance Update
Dr Dijkhuizen (Medical Director, NHS Grampian): [….] As for the number of clinicians in the budget, I point out that the consultant rate in Grampian is lower per 100,000 population in almost all specialties and that, within that, we are still running vacancies. That is because, financially, NHS Grampian has had to live in a different way from many of the other boards. Members will know about what was originally called the Arbuthnott formula and is now the NHS Scotland resource allocation committee formula. We have lived with 10 per cent less than the average for a decade—all the time that I have been a medical director. That totals £1 billion over the 10 years, which is a massive amount of money. Over the years, we have constantly innovated and done things differently. We have done things with less senior staff and have tried to have a safe and high-quality service with a different staffing profile. We in Grampian do not have medical difficulties in intensive care but, as for any board, such things always fluctuate—one service is in trouble, then another is. For us, intensive care looks good medically. However, we have a problem in nursing in intensive care, which means that we cannot always open all the beds in intensive care that we would like to open.
1

