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This paper outlines the progress of the Acute MLC Review. Section 1 includes an update on the discussions held during the last two meetings of the Acute MLC subgroup in August and October. Section 2 provides an update on some of the additional analytical work which has been carried out since October. An issue which may affect the Acute MLC Review is also outlined in Section 3.  
1. Acute MLC subgroup update from recent meetings 
1.1. Case-mix adjustment

As presented under agenda item 4 of the previous TAGRA meeting, one of the key issues considered by the Acute MLC subgroup at their last two meetings in August and October was the case-mix adjustment used within the current NRAC costing method. The subgroup was asked by TAGRA to further evaluate the two PLICS (Patient Level Information Costing System) approaches and the current NRAC case-mix adjustment. Following further examination of the methodology related to the PLICS regression approach, it transpired that the methodology used was not consistent with the current NRAC regression approach. The analysis for the PLICS regression approach was subsequently updated based on the NRAC regression approach and a revised paper summarising the results of the existing NRAC case-mix adjustment approach, and the two PLICS based approaches was discussed at the October subgroup meeting. The subgroup agreed to adopt the PLICS components case-mix adjustment approach mainly on the grounds that it does not require regression analysis and there is absolute clarity on how it is calculated. It is important to note that this does not result in the PLICS data being used to as part of the main costing methodology. Rather, the PLICS data will be used for the specific purpose of a case-mix adjustment. A revised table previously presented to TAGRA comparing the current NRAC case-mix adjustment and the two PLICS case mix-adjustments is included in Appendix A.
1.2. Unmet need

A summary of previous work which has explored the potential existence and scope of unmet need in the context of resource allocation both in England and Scotland was presented at the October meeting. One of the key areas discussed was the Scottish Health Survey (SHeS) data which provides an independent measure of morbidity.  A paper collating all available information on unmet need sources will be presented at the next Acute MLC subgroup meeting in January.

1.3 Multimorbidity
Professor Bruce Guthrie from the University of Dundee presented some research on the strong association between multimorbidity and acute hospital admissions in Scotland. Professor Guthrie suggested that the subgroup investigate prescribing data, particularly polypharmacy data, as a potential indicator of need. 
2. Additional analysis and investigations
2.1 Outliers 
An initial investigation on the presence of cost ratio outliers and influential points has been performed at Intermediate Zone level using the current needs index (2001 Census Limiting Long-term Illness (LLTI) data and all-cause standardised mortality rate ages 0-74). Outliers are observations which do not fit the model well and influential points are observations which change the fit of the model in a substantive way. Further investigation will be carried out at Data Zone level using the 2011 Census LLTI data which will enable a comparison between Data Zones and Intermediate Zones.
2.2. Age split 
Some initial analysis has been carried out looking at the relationship between age and need by diagnostic group using the age/sex curves.  The provisional results show that some diagnostic groups have different curves. A meeting has been arranged to discuss these data with Dr David Brewster and Dr Colin Fischbacher in December.    
2.3 Potential indicators

The subgroup continues to investigate potential indicators of need. The main sources of data include the SIMD 2012 indicators, 2011 Census data and Morbidity data. The 2011 Census data is not currently readily available by small geography, age and sex, however LLTI data has been requested from NRS and should be available the week starting 8th of December which will allow AST to continue with the analysis looking at outliers by Intermediate and Data Zone geographies. The remaining data has been requested and will be provided by NRS in the beginning of 2015.  
3. Issues affecting the Acute MLC Review

3.1 New Data Zones

On 6th November 2014, the Scottish Government released the redrawn Data Zone and Intermediate Zone boundaries. The new redrawn Data Zones are known as Data Zone 2011 and the new redrawn Intermediate Zones are known as Intermediate Zone 2011, as they have been created following the release of the 2011 Census results. The Acute MLC subgroup is still investigating whether all the potential indicators of need are available at the 2011 Data Zones. 
3.2 SIMD 

AST have been informed that the SIMD 2012 indicators, which make up many of the potential indicators of need being investigated, will not be recalculated at the new 2011 Data Zones. The SIMD 2016, scheduled for release in Autumn 2016, will be based on the new 2011 Data Zones. AST are reviewing the full impact of this development on the analysis and timelines of the Acute MLC review. The subgroup will discuss this at length and consider the implications at their next meeting in January and will report back to TAGRA on any changes to the timelines at the April  TAGRA meeting. 
Appendix A
Table 1: Cost of admission and cost per day splits by specialty – comparison of the current NRAC case-mix adjustment (excluding Teaching Hospitals) and the two PLICS case mix-adjustments

	Specialty
	Cost of admission (%)
	Cost per day (%)

	
	NRAC
	PLICS components 
	PLICS regression 
	NRAC
	PLICS components 
	PLICS regression 

	Accident & Emergency
	0
	13.3
	31.3
	100
	86.7
	68.7

	Acute Other
	79.8
	44.2
	47.8
	20.2
	55.8
	52.2

	Cardiac Surgery
	66.8
	66
	78.3
	33.2
	34.0
	21.7

	Cardiology
	31.8
	29.5
	25.2
	68.2
	70.5
	74.8

	Clinical Oncology
	0
	12.3
	18.0
	100
	87.7
	82.0

	Communicable Diseases
	35.3
	9.2
	14.9
	64.7
	90.8
	85.1

	Coronary Care Unit
	0
	20.4
	31.8
	100
	79.6
	68.2

	Dental
	71.4
	62.2
	61.7
	28.6
	37.8
	38.3

	Dermatology
	18.8
	12.1
	11.0
	81.2
	87.9
	89.0

	Ear, Nose & Throat
	69.3
	60.7
	63.4
	30.7
	39.3
	36.6

	Gastroenterology
	31.8
	14.0
	14.2
	68.2
	86.0
	85.8

	General Medicine
	31.8
	15.9
	16.6
	68.2
	84.1
	83.4

	General Practice
	26.6
	2.4
	7.6
	73.4
	97.6
	92.4

	General Surgery (exc Vascular)
	47.8
	46.1
	47.7
	52.2
	53.9
	52.3

	Geriatric Assessment
	0
	7.3
	11.5
	100
	92.7
	88.5

	Gynaecology
	59.9
	56.7
	51.1
	40.1
	43.3
	48.9

	Haematology
	46.5
	13.1
	11.1
	53.5
	86.9
	88.9

	Intensive Care Unit
	0
	12.2
	19.9
	100
	87.8
	80.1

	Maxillofacial Surgery
	71.8
	68.5
	68.6
	28.2
	31.5
	31.4

	Medical Oncology
	31.8
	10.8
	13.8
	68.2
	89.2
	86.2

	Medical Other
	31.8
	5.7
	10.2
	68.2
	94.3
	89.8

	Medical Paediatrics
	33
	24.8
	19.5
	67
	75.2
	80.5

	Nephrology
	11.2
	13.6
	8.3
	88.8
	86.4
	91.7

	Neurology
	0
	10.4
	8.6
	100
	89.6
	91.4

	Neurosurgery
	62.2
	53.6
	51.6
	37.8
	46.4
	48.4

	Obstetrics GP
	33.4
	12.5
	12.5
	66.6
	87.5
	87.5

	Obstetrics Specialist
	0
	24.2
	24.2
	100
	75.8
	75.8

	Ophthalmology
	73.3
	54.1
	64.7
	26.7
	45.9
	35.3

	Oral Surgery & Medicine
	69.2
	62.8
	67.8
	30.8
	37.2
	32.2

	Orthopaedics
	55
	55.2
	56.5
	45
	44.8
	43.5

	Plastic Surgery & Burns
	63.6
	62.2
	60.5
	36.4
	37.8
	39.5

	Rehabilitation Medicine
	0
	2.3
	1.6
	100
	97.7
	98.4

	Respiratory Medicine
	0.1
	10.4
	6.9
	99.9
	89.6
	93.1

	Rheumatology
	29.3
	12.7
	0.0
	70.7
	87.3
	100.0

	Spinal Paralysis
	0
	1.7
	1.8
	100
	98.3
	98.2

	Surgical Paediatrics
	55.6
	47.8
	47.9
	44.4
	52.2
	52.1

	Thoracic Surgery
	66.8
	54.6
	67.4
	33.2
	45.4
	32.6

	Urology
	47.8
	50.4
	50.5
	52.2
	49.6
	49.5

	Vascular Surgery
	47.8
	42.6
	43.6
	52.2
	57.4
	56.4
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