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Background

1. Health Analytical Services Division (ASD) set up and has led a group over the last eighteen months to examine health community activity and cost data. Over this time ASD has worked with the wider Health Directorate, NHS ISD and NHS Board representatives to consider a national minimum data set for community nursing activity and costs.   
2. ASD led the group as a result of a recommendation from TAGRA. 
3. ASD also supports the efficiency and productivity programme of work and as part of this there were also demands to improve the availability of community activity data. The data is also relevant to support shifting the balance of care and the integration of health and social care. 
4. The group has the following remit and objectives:

Remit

“To oversee the delivery of reliable national datasets for community activity and costs” 

Objectives

· To identify the current gaps in community activity and cost data; and

· To identify where these gaps affect the delivery of the Scottish Government’s and NHS Boards’ priorities; 

· To prioritize and recommend the development of datasets to close these gaps, in order to best meet policy requirements; and
· To put in place structures and processes to take forward and monitor the progress of implementing any recommendations.
Introduction
5. The need for an improved community activity and cost data set for NHS Scotland is crucial for both the Health Directorate and NHS Boards. The following list sets out the areas and policies that would benefit both NHS Boards and the Health Directorate from an improved data set:
· NHS Costs Book and National Resource Allocation Formula.

· Efficiency and Productivity including Atkinson work.

· Shifting the balance of care and the integration of health and social care.

· Integrated Resource Framework 

· Financial and Workforce Planning 

6. A description of how each of these areas would benefit from an improved data set is given in Annex A. 
7. Potentially, there could be a vast array of community cost and activity data that could be collected. The group decided that as a priority the work should focus on community nursing and allied health professionals.
Progress

8. A large part of the group’s work to date has concentrated on identifying the existing gaps and prioritising what activity and costs to focus on the first instance. 
9. The group has been clear that a new data collection is a last resort and ideally, data would be sourced as a by-product from information Boards are already collecting. This poses minimum resource for Boards and if Boards themselves have sought to capture the data then it is likely to be of higher quality than asking for non routine data at certain times. The latter is also very costly as often the data collection has to be run as a series of events for example, census days. This method is not as reliable as routinely collected data.
10. Through the work of the group it emerged that there are relevant community data collections already in place in NHS Scotland. These collections have been the result of Boards locally responding to the needs for improved data including child and adult patient safety, workforce planning, and productivity community. 
11. As part of this year’s NHS Cost Book Exercise, a letter was issued from John Matheson, asking Boards about what community activity and cost data they currently collect and what plans have they for future collections. A copy of this letter has been sent with the TAGRA papers.

12.A sub set of the group have also been working to develop a proposed minimum data set for community nursing, but could also be used for other community staff. 
Next Steps
13. The next meeting for the group has been arranged for 3rd September, where the results from the cost exercise will be discussed. The group was also consider the proposed draft for a minimum core data set. 

14. Questions on the health community activity and cost data can be directed to Christine McGregor: Christine.McGregor@scotland.gsi.gov.uk. 
Annex A – Areas that would benefit from improved data
NHS Costs Book 

1. The NHS Costs Book remains the only source of NHS Costs and is crucial to many of the ISD outputs including the resource allocation formula, all the costing work including the NHS Tariff, Integrated Resource Framework, and Benchmarking, The continual improvement of the Costs Book is therefore a priority for both the Health Directorate and NHS Boards and therefore rather than carry out a full review of the costs book it was decided that work should focus on improving the community data. The community data in the costs book is not as robust as it could be with variability in completeness and consistency.  


National Resource Allocation Formula

2. As stated TAGRA stated that the improvement of the health community activity and costs must be a priority for ongoing development of the formula. Community expenditure accounts for approximately £1.2bn of the total allocation.  

3. Currently, as there are no detailed records of activity or cost in the community sector, and as a result NRAC has to estimate these adjustments. A summary of these estimates are given below. 
Estimated Community Data Currently Used in NRAC 

	Cost
	Source of Scotland level patient activity profiles by age-sex

	District nursing
	District nurse patient contacts from Practice team Information (PTI)

	Health visiting
	Health visitor patient contacts from PTI

	Midwifery
	 
	New outpatient attendances for obstetric services

	Psychiatric team
	Patient contacts from PTI for mental health 

	Learning difficulties team
	New outpatient attendances for learning difficulties services

	Child health
	 
	Population aged 14 and under 

	Specialist nursing
	Patient contacts from PTI 

	Addiction services
	Drug and alcohol misuse data 

	Family planning
	Female population aged 15-44

	Allied health professionals (AHPs)
	Clinical psychology
	All staff contacts from PTI

	
	Physiotherapy
	All staff contacts from PTI

	
	Occupational therapy
	All staff contacts from PTI

	
	Chiropody
	All staff contacts from PTI

	
	Dietetics
	All staff contacts from PTI

	
	Speech therapy
	All staff contacts from PTI

	Other services
	Community dentistry
	Patients treated in the community dental service

	
	Home dialysis
	Population aged 50-65

	
	Breast screening
	Female population aged 50-69

	
	Incontinence
	Population aged ≥65

	
	Health promotion
	Population all ages

	
	Other
	Total patient contacts from PTI

	
	
	
	


4. NRAC uses as its basis population shares and then adjusts these shares for:

· The age and sex of an area's population;

· Additional needs due to morbidity and life circumstances; and

· The unavoidable excess costs of delivering services in different geographical areas.

5. The NRAC formula bases its analysis of variation in cost due to age-sex primarily on sample data from Practice Team Information (PTI), which covers 60 of the 1,084 GP practices in Scotland. The sample is intended to be broadly representative of the Scottish population in terms of age, gender, deprivation and urban/rural mix. This data set used to include activity from community nursing; however, due to changes in GP services and difficulties over recording nursing data on GP systems, community nursing data has not been collected since 2005/06. This means that some of the NRAC community age-sex adjustment is based on historical data which cannot currently be updated.

Improved community data would allow the calculation of age-sex costs for community which would be (a) more up to date and (b) more representative of the costs incurred in the different areas of Scotland.

Additional need:
6. The additional need 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 community specific adjustment is calculated. Instead, need indicators from different parts of the hospital care programmes are weighted together, based on community expenditure similar services, to form the community adjustment.

Improved community data would allow the identification of specific needs drivers for community services, and specific relationships between these drivers and community activity.

Unavoidable excess costs

7. The unavoidable excess costs adjustment for community services is split into two elements: travel-based services provided in patients' homes (approximately two thirds of NRAC community expenditure) and services provided in clinics (approximately one third).

8. The cost for travel-based services is based on a survey of the Nursing, Midwifery and Allied Health Professions eHealth leads group. These elicited assumptions regarding travel time and contact duration by settlement size, and these were used to derive costs for different areas.

9. The cost for clinic-based services is taken from the Scottish Allocation Formula, and is based primarily on remoteness measured by road km.

Improved community data would allow a more accurate calculation of how the cost of community services varies with geography.
Quality Strategy
10. The NHS Quality Strategy sets out the vision for achieving a quality driven NHS in Scotland for now and the future. In order to deliver a high quality service, the SG and NHS Boards continually need to monitor service delivery for quality, effectiveness, efficiency and timeliness. The quality strategy measurement framework aims to ensure this improvement is measurable. The gap in detailed and reliable community data activity and cost data means it is currently difficult to achieve this.  

11. The quality strategy measurement framework that is being developed will rely on improved data in the community. The measure of emergency admissions will need to consider the source of emergency admissions, and the alternative services available in the community to enable reduced admissions. The measure of patient reported experience and access will also consider those experiences in the community, but as there is little information on the type of activity in the community it will be difficult to make any changes on the basis of feedback. The staff measure should also include staff who are based community setting but without meaningful data on the type of staff and the activity that is taken place this is difficult.  

12. It is also proposed that the Atkinson measure of public sector productivity is used as a measure of efficiency in the Quality Strategy. Currently there is detailed activity data available for the acute sector but very little data for the community sector and to accurately account for productivity activity in this sector should be included. In addition any movement of productivity to this sector is currently not being captured. 


Efficiency and Productivity

13. The efficiency and productivity programme of work
 purpose is to support and enable NHS Scotland to achieve efficiency and productivity gains while maintaining or improving quality led services.  One of the overarching themes is efficiency and productivity in primary and community care. To fully understand and evaluate the potential productivity opportunities available by transferring activity to this area, improved activity and cost data is needed. 


Shifting Balance of Care/ Integrated Resource Framework (IRF)

14. The Shifting the Balance of Care programme is a joint policy between the NHS, COSLA and the third sector. As well as shifting care, where appropriate, to the community the policy also aims to shift the focus of care and traditional ways of working. For example, care should shift from traditional acute based treatment to anticipatory and preventative care to prevent the acute admission in the first place. It should also ensure best use is made of e health in the form of for example telehealth. Care should also allow individuals to look after themselves in their own home for longer with the correct support. To deliver effective community care more emphasis needs to be placed on “teams” of health professionals across organisations rather than independent teams or individuals assessing care and treatment in isolation.  Partnership working with professionals from health, social work and other sectors working in a multi teams will deliver this vision. Thought needs to be given to the sharing of key patient data so professionals can make decisions based on all the relevant information regarding the patient. 
15. In allow for shifting the balance of care to happen effectively, partnerships need to have a far better understanding of where activity is currently taken place and the resource that is following such activity. The IRF allows partnerships to map current activity and costs across health and social care programmes. This initial mapping combined with patient level mapping (where health and social care activity and costs is mapped for individuals) will allow partnerships for the first time to analyse in detail a baseline but also evaluate changes to the pathway, for example shifts in care, and the benefits that will accrue from such changes. Eventually, partnerships will have a panel study approach and will be able to follow individuals and population groups through time. 

16. At present there is a gap in the analysis, acute, social care and prescribing are available at the patient level but community activity and costs are not. If this was available the whole pathway for the patient could be analysed and therefore there would be an improved evidence base for making decisions. 

Financial Planning
17. The ability for the Scottish Government Health Finance Directorate and NHS Boards to plan accurately relies on accurate cost and activity data for the range of health services provided. The gap that exists in community cost and activity data means it is difficult for the SG and Boards to plan accurately and efficiently. For example it is difficult to allocate resources for activity shifting to the community sector if there is no reliable data available on what is happening within in this sector.  


Workforce Planning
18. As with financial planning, the need for workforce planning locally and nationally is crucial within NHS Scotland. Traditionally, there has been more detailed information available about the number of staff in the acute sector with little or no information available on the numbers and activity/cost associated with staff in the community. To accurately plan the NHS workforce of the future, the SG and Boards need information on the numbers and type of activity and costs that is currently been carried out in community settings. 

� � HYPERLINK "http://www.scotland.gov.uk/Publications/2011/02/11144220/0" ��http://www.scotland.gov.uk/Publications/2011/02/11144220/0� 
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