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1. Introduction

1.1 For many years there has been a lack of robust routine national Community Health Services data in Scotland. The collection of such data would allow the National Resource Allocation formula to accurately allocate resources based on what NHS Boards are delivering in the community.  Other policy areas would also benefit from a more accurate Community Health dataset, including the Integrated Resource Framework. In addition, the Remote and Rural sub-group of TAGRA has recommended recently that Community data should be reviewed and developed, especially in light of the excess costs that remote and rural NHS Boards face to deliver services.
1.2 The Resource Allocation Formula calculates target shares for each NHS Board using the population as its starting point followed by adjustments for:
· The age and sex profile of the NHS Board’s population;
· Additional needs due to morbidity and life circumstances (MLC),including deprivation; and
· The unavoidable excess costs of delivering services in different geographical areas.
1.3 The formula covers seven different care programmes, which are treated separately in the calculation. This paper concerns the Community Services care programme, which comprises a wide range of services, including District Nursing, Health Visiting, Midwifery, Community Psychiatric Teams, and Learning Disability Teams.
1.4 In this paper we provide an update on the new Community District Nursing Team data. We discuss its potential use within the Resource Allocation Formula, and present the Nursing and Midwifery Workload Workforce Planning Tools as a possible alternative source of Community travel time data. Section 2 gives a current overview of the Community District Nursing Team data; sections 3 to 5 outline how this data could be used within the Age/Sex, Morbidity and Life Circumstances and Unavoidable Excess Costs adjustments, respectively; section 6 then presents some information on the Nursing and Midwifery Workload tools.
2. Community District Nursing Team data

2.1 In 2013, on behalf of TAGRA, a Community Health Activity Data Project Board was established to “oversee the delivery of a reliable national dataset for community activity and costs”
. It was agreed that phase 1, of a rolling programme of development for the different areas of Community data, would consist of the collection of Community District Nursing Team data. The District Nursing service incurs one of the highest proportions – 11.3% (Table 1, Appendix A) – of the total £1.8bn spend within the community sector
.
2.2 The first full submission of Community District Nursing Team data is expected six weeks after the end of the quarter Apr-Jun 2015 which will be around the middle of August. Data for the first full financial year is expected to be available around July 2016. The ISD Costs Team will work with the ISD Data Management Team to access this information, and will consider how and when the activity data can be used within the formula in place of the current data used for District Nursing (see Appendix A for the current data sources).
3. Resource Allocation Formula - Age/Sex adjustment for Community
3.1 Expenditure within the Community sector is collected annually as part of the Scottish Health Service Costs (or Costs Book) within Scottish Financial Return (SFR) 8.3 which is broken down by sector e.g. District Nursing, Health Visiting etc (see Table 2, Appendix A). Due to the lack of activity data, these individual service costs are distributed across patient age and sex categories using a number of proxy activity sources (see the table in Appendix A). 
3.2 Practice Team Information (PTI) data is used as a proxy for over 77% of Community activity (or patient contacts). PTI data is based on a sample of 60 practices (6% of all practices in Scotland) and is intended to be broadly representative of the Scottish population in terms of age, gender, deprivation and urban/rural mix. District Nursing activity (or patient contacts) is currently based on PTI data from 2005-06. Due to changes in GP services and difficulties over recording nursing data on GP systems, Community District Nursing data has not been available since 2005-06. This means that the District Nursing Age-Sex adjustment is based on historical data which cannot currently be updated.

3.3 As of September 2013, all PTI data collection is discontinued. Improved activity data for District Nursing (and other Community services) would mean that the calculation of age-sex costs for Community would be more up to date and more representative of the costs incurred in the different areas of Scotland.

4. Resource Allocation Formula - MLC adjustment for Community

4.1 The Morbidity and Life Circumstances (or additional needs) adjustment uses regression analysis to estimate how need for healthcare may be driven by factors other than age or sex. Due to the small sample sizes available in the Community sector, no specific adjustment is calculated for the Community care programme. Instead, needs indicators from different parts of the Hospital care programmes form the Community MLC adjustment.
4.2 Improved Community activity data across all services would allow the identification of specific needs drivers for Community services, and specific relationships between these drivers and Community activity.

4.3 It is likely to be some time before there is sufficient data to update the MLC adjustment for Community. The timing of this could be considered as and when the rolling programme of development for the different areas of Community data evolves.
5. Resource Allocation Formula - Unavoidable Excess Costs adjustment for Community
5.1 There are two Unavoidable Excess Cost adjustments within the NRAC formula for Community-based services – one for travel-based services provided in patients’ homes and another for clinic-based services.

5.2 The NRAC review (Technical Report E, Chapter 8) concluded that there was a lack of appropriate data from which to derive an accurate adjustment for the unavoidable costs of travel to patient homes in different NHS Boards. A model was constructed to estimate this adjustment from a simulation of the travel times involved (see Appendix B for more details). Feedback on the proposed model was sought through a survey of the Nursing, Midwifery and Allied Health Professions eHealth leads group, and this feedback was used to further refine the model. The five key parameters for the model developed as part of the NRAC review were:

· Contact duration

· Minimum size of settlement in which services will be based

· Travel times by road to patients from service base in nearest settlement

· Proportion of visits in patients’ homes

· The time required for visits to island locations

5.3 Improved Community data would allow a more accurate calculation of how the cost of Community services varies with geography. The Community District Nursing Team activity data currently being collected includes the following data items which would allow some of the above parameters to be known more accurately: 
· Patient Demographics – CHI, DOB, Surname, Gender, Postcode

· Contact information on each episode of care – Duration of contact, Location of contact, Travel time, Staff Pay Band

5.4 However, feedback from the Community District Nursing Team activity data consultation highlighted that collecting the travel time for each episode of care is highly resource intensive for District Nursing staff. So far, all of the pilot NHS Boards have been unable to submit travel time information to each patient. Some of the feedback from the consultation highlighted that this information may not be available for some NHS Boards and other feedback has suggested that it could be better obtained from other datasets such as the Community tool within the National Nursing and Midwifery Workload Workforce Planning Tools. In the next section we discuss this potential new source of data.
5.5 The lack of travel time data to each patient does have implications on how we can accurately calculate how the cost of Community services varies with geography.
6. Nursing and Midwifery Workload Workforce Planning Tools

6.1 The Community Nursing Workload tool was developed by District and Public Health Nurses across Scotland and has been available since 2012. It was made mandatory from 1st April 2013 that the tools should be applied at least once, on an annual basis.
6.2 In November 2012, there was a national run of the Community Nursing Workload tool across the District Nursing and Public Health Nursing services where individual nurses were asked to record 10 days pro rata within a three month period (November 2012-February/March 2013). Approximately 5,500 (90%) of District Nursing and Public Health Nursing staff across Scotland took part in this exercise but there are no plans to repeat this exercise on a national scale.
6.3 The Community Nursing Workload tool includes data items such as:

· Each visit/intervention – Nurses Pay Band, Patient CHI number (although not mandatory but collected for at least 70% interventions), Location of visit (Patient’s home, Care home etc but not postcode), Duration of visit

· Travel – Total travel time (minutes) and travel mileage (miles) per day per nurse and mode of travel

Although the travel time for each visit is not available via the Community Nursing Workload tool, a crude estimate can be calculated using the number of visits for each nurse and the total travel time to obtain an average time spent travelling per visit. However, this would only be available at Board level (as we do not have the Base location) and would not take into account dispersed populations.
6.4 One option that could be investigated further is to link the Community Nursing Workload tool to the CHI database to obtain the postcode for the patients collected within the Community Nursing Workload tool and link this to the travel time of the nurse for that day. Recent feedback for one of the larger NHS Boards suggests that the Patient CHI number completeness is actually around 91% but more work is required to investigate completeness for all NHS Boards. The AST seek TAGRA’s approval to pursue this option further and to continue to report to TAGRA on any developments. 
Appendix A – estimated Community data currently used in NRAC
A.1 Table 1 gives the percentage of Community sector spend and proxy data sources used for each community activity by age-sex. Table 2 shows the form SFR 8.3, which is used by NHS Boards to return financial information on Community Health Services expenditure.
Table 1: Data sources and percentage of costs for each Community service.

	Community Service
	Source of Scotland level patient activity profiles by age-sex
	Percentage of community costs 2013/14

	District nursing
	District nurse patient contacts from PTI
	11.25%

	Total Health visiting
	Health visitor patient contacts from PTI
	5.62%

	Midwifery
	 
	New outpatient attendances for obstetric services
	2.66%

	Total Community Mental Health Teams
	Patient contacts from PTI for mental health 
	13.79%

	Community Learning Difficulties Team
	New outpatient attendances for learning difficulties services
	2.27%

	Child health
	 
	Population aged 14 and under 
	5.79%

	Specialist nursing
	Patient contacts from PTI 
	2.50%

	Addiction services
	Drug and alcohol misuse data 
	4.60%

	Family planning
	Female population aged 15-44
	2.17%

	Allied health professionals (AHPs)
	Clinical Psychology
	All staff contacts from PTI
	1.53%

	
	AHP - Physiotherapy
	All staff contacts from PTI
	2.45%

	
	AHP - Occupational Therapy
	All staff contacts from PTI
	1.12%

	
	AHP - Chiropody
	All staff contacts from PTI
	2.13%

	
	AHP - Dietetics
	All staff contacts from PTI
	1.04%

	
	AHP - Speech Therapy
	All staff contacts from PTI
	1.44%

	Other services
	Community dentistry
	Patients treated in the community dental service
	2.76%

	
	Home dialysis
	Population aged 50-65
	0.41%

	
	Breast screening
	Female population aged 50-69
	1.02%

	
	Incontinence Services
	Population aged ≥65
	1.02%

	
	Health promotion
	Population all ages
	4.00%

	
	Other 
	Total patient contacts from PTI
	25.06%

	
	GP Out of Hours
	Scottish Allocation Formula (SAF)
	5.37%

	Total
	 
	 
	100%


Table 2: Template SFR 8.3.
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District Nursing

110

Total Health Visiting

120

Midwifery

130

Child Health

140

Specialist Nursing

142

Clinical Psychology

143

Total Community Mental Health Teams

150

   Community Mental Health Teams : Children & Adolescents

151

   Community Mental Health Teams : Adults

152

   Community Mental Health Teams : Elderly

153

Community Learning Difficulties Team

155

Addiction Services

156

Family Planning

160

AHP - Physiotherapy

170

AHP - Occupational Therapy

171

AHP - Chiropody

172

AHP - Dietetics

173

AHP - Speech Therapy

174

Laboratory - Direct Access/FHS Practitioners

175

GP Out of Hours

176

Community Dentistry

180

Incontinence Services

181

Home Dialysis

190

Breast Screening

191

Health Promotion

192

Other (please specify)

195

TOTAL COMMUNITY SERVICES

200


Appendix B – details of the NRAC travel times simulation method
B.1 The simulation model for Community travel times was based on the original model derived by National Economic Research Associates (NERA), with some developments. It made use of the populations and locations of census output areas, rather than the postcode sectors used by NERA. (Output areas are smaller areas within data zones; at the 2001 census there were 42,604 output areas with an average population of 119.) It also replaced the straight line distances derived by NERA with the more realistic drive times, provided on the basis of the existing road network, by the Scottish Executive Geographic Information Service (SEGIS). Incomplete empirical data on various aspects of service provision for two community services – District Nursing and Health Visitors – was obtained from the Practice Team Information (PTI) data set, and used to inform estimation of some of the model parameters. Feedback from service providers was sought through a consultation, and was used to further refine the model.

B.2 The five key parameters for the model developed as part of the NRAC review were:

· Contact duration. This is generally taken to be 29 minutes as per the NERA assumption, although this has been adjusted up to a maximum of 60 minutes for some services following consultation with service providers. A setup time of 5 minutes per contact is added.

· Minimum size of settlement in which services will be based. This is taken to be 3000+ people or 10,000+ people depending on the workforce numbers within the particular service. Settlement populations were obtained from SEGIS.
· Travel times. This is the drive time from the nearest settlement in which the service is assumed to be based, to the output area, for areas outwith settlements (with a lower limit of 5 minutes). Within settlements, the travel time is assumed to be 15 minutes for small towns and 20 minutes for cities and urban areas. Travel is only considered in one direction, to compensate for the fact that workers tend to travel between patients directly rather than returning to the service base in-between.

· Proportion of visits in patients’ homes. From the PTI data, this was found to be 91% for District Nursing and 48% for Health Visitors. For all other services, this was set to estimated values between 25% and 70%.

· The time required for visits to island locations. Travel times involving water crossings were not included in the data from SEGIS; the model simply assumed a total duration of 120 minutes for each patient visit, including travel time, for such cases.

B.3 Average time consumption per contact is calculated, for each output area, by the following formula:

Time consumption = % Home Visits * (setup time + contact duration + driving time) + % Non-Home Treatments * (setup time + contact duration)

B.4 This can then be summed over the population of an output area. Because the need for community travel-based services is dependent on age and sex, however, the population is weighted by age and sex when calculating the expected contact rates within an area. This is done at data zone level, the lowest level at which age and sex demographics can be obtained. Average contact rates in each sex and age band across Scotland for District Nursing and Health Visitor services (from the PTI data) can then be applied in aggregating up to higher geographical levels.

� 'Community Health Activity Data: Dataset Consultation Document', ISD Scotland, July 2014


� Scottish Health Service Costs ('Costs Book') 2013/14, http://www.isdscotland.org/Health-Topics/Finance/Costs/
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