TECHNICAL ADVISORY GROUP

ON RESOURCE ALLOCATION

Note of 15th meeting held at 13.00, 10th December in

Waverly Gate, Edinburgh

Attendees
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Karen Facey
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Nick Kenton




Paul James 

Ellen Lynch



  
John Raine 

Paudric Osborne 



Frank Strang 

Margaret MacLeod



Matt Sutton 

Ahmed Mahmoud 

Annie Lithgow 

John Ross Scott 

Diane Skatun 

Jill Vickerman 

George Walker 

Alison Taylor

By video/teleconference

Alan Gray (AG)

Fiona Ramsay (FR)

AGENDA ITEM 1 – Welcome and apologies

Angela Campbell (AC) welcomed the group and noted apologies from those listed above.  Angela welcomed Annie Lithgow from ISD who has worked on the MLC report.

AGENDA ITEM 2 – Minutes of last meeting

The group reviewed the minutes and agreed they were an accurate reflection of the last meeting.

Update on previous actions not covered under the agenda 

Action: Kirsty MacLachlan from NRS to develop smart objectives.

An update will be provided on next meeting.

Action: John Matheson to discuss with Directors of Finance (at their regular meetings) the funding of long stay (mental health) patients.
An update will be provided on the next meeting.
 Fiona Ramsay (FR) said that the updated draft commissioning guidance had gone out to DoFs. Karen Facey (KF) said it would have been useful for TAGRA to have  been circulated the draft commissioning guidance.

Action: Christine McGregor to provide an update on the ‘Health Community Activity and Cost Data’ at the next TAGRA meeting.

To be provided at April 2013 TAGRA meeting due to full agenda.
Action: AC to arrange for someone from the Department of Health (DoH) who works on the English health resource allocation formula to come along and talk about the English formula.

Completed – colleagues from the DoH will attend April 2013 TAGRA meeting.

Before introducing the work of the 2 subgroups, AC thanked the analysts, subgroup chairs and members for all their hard work. AC reminded TAGRA to look at the formula as a whole as opposed to members focusing on their own health board.  It was noted that John Matheson (JM) was keen for the TAGRA core criteria to be used when considering recommendations, and that recommendations need to be agreed before ISD can carry out an impact assessment of the recommendations on the formula. AC informed members that any implementation of changes will occur in a managed way to avoid turbulence.

John Ross Scott (JRS) congratulated all concerned for reaching this stage in the work plan.

AGENDA ITEM 3 – Remote and rural subgroup update – paper TAGRA(2012)12

Jill Vickerman (JV) introduced paper TAGRA(2012)12 to the group and began by noting the significant amount of work undertaken by the analysts involved, and the engagement by colleagues across boards which has enabled a better understanding of how the formula works.  JV noted that the recommendations in the paper are based on improving the formula, but recognised that the formula will continually be improved, as new data becomes available, for example.

The subgroup made 3 recommendations for TAGRA to consider:

Recommendation 1: There should be an adjustment, based on the Scottish Allocation Formula, which explicitly recognises Out of Hours Services. 

Recommendation 2: With regards to SDIA costs:

· There should be an adjustment to the urban rural categories used within the Unavoidable Excess Cost Adjustment element of the NRAC formula.

· There should be NHS Board – specific adjustments included to take into account the different rates of SDIA in place in the different boards.

· SDIA costs should be compensated through the NRAC formula.

Recommendation 3: TAGRA should include a review of the community element of the excess cost adjustment in its work programme, when a reliable national dataset for community services activity and costs becomes available.  

KF commented that the urban rural categories (on page 17) could be explained more clearly as they seem to vary between 8 and 10 categories.  Also, KF thought the graphs on page 18 explained the data well.

Garry Coutts (GC) commented that the urban-rural classifications do not appropriately reflect health services in surrounding areas e.g. near a border.  GC also felt that there was a need to explain why one island attracts SDIA and another doesn’t.

JV explained that the SDIA allowance will be brought into the formula as an adjustment to baseline allocations. Moreover, the subgroup has demonstrated that there are cost differences in the SDIA areas that are greater than what the SDIA payment covered. Through the introduction of a new SDIA classification, these cost differences will now be more accurately reflected in the formula. 
Nick Kenton (NK) queried whether SDIA referred to the costs of payment or allocation.

AC and PO suggested this was likely to be costs of payments and not allocation, but will double check with finance colleagues.

Action 1: AST to check SDIA with finance colleagues.

JV asked TAGRA for comments on recommendation 1 within TAGRA(2012)12 – an adjustment (based on SAF) which explicitly recognises out of hours services.

GC commented that this is a logical recommendation as it clearly accepts that unit cost will increase with sparsity.  GC also commented that it is probably a rather crude fix, but it is reasonable and it makes sense.

KF commented that Chart 3.1.2 is not perfect but reasonable, however  the result for Shetland seems odd.  KF also noted that it would be helpful to include the explanatory power for models to help assess what improvement they make on current practice.

JRS commented that the issue for him was with the community data.  As the community data is not robust, this appears a somewhat pragmatic solution, but likely the best solution at the moment.

Diane Skatun (DS) enquired about the SAF review weights and the reasoning behind their inclusion.

PO agreed it was a pragmatic solution as it was not feasible to create an instrument specifically for out of hours services.  He noted the weights for the review of SAF were estimated on real costs of provision of core GP services and, though not designed specifically for out of hours services, the SAF with these weights represented a reasonable approximation to the recorded pattern of spending by health boards on OOH services.  Shetland has recognised their Costs Book out of hours services costs should be higher.

George Walker (GW) was persuaded by this approach, but would like to understand more about the discrepancy in Shetland’s figures .

JRS asked for clarification about when community data issue will be revisited. AC stated that robust community data is not available immanently. However, when robust community data is available, then this can be built into TAGRA’s work programme and recommendation 1 can be revisited. 

TAGRA members accepted recommendation 1.

The group proceeded to discuss recommendation 2. 

NK commented that as health boards work within their allocated budget and these costs are used as actual costs when updating the formula, a cyclic effect occurs which doesn’t reflect the true cost of rural healthcare.  NK also queries why De Minimis costs were dropped.


JV explained that the issue of De Minimis costs was a complex one that the subgroup spent a considerable amount of time exploring with colleagues at HERU (Health Economics Research Unit). Meanwhile, the SDIA work had being going on in parallel and when brought together, the proposed new SDIA classification explained the costs of rural areas more fully. JV went on to say that when the subgroup looked at trying to identify any further factors which could explain variation in costs between geographical areas, however, no gaps in the excess cost adjustment of the formula could be identified at this stage.

KF commented that the De Minimis work was ‘lost’ throughout the journey of work in the paper and recommended a clearer section in the main part of the report (i.e. possibly moving some of annex 6 into main report) to reflect the differences of opinion within the subgroup.

GC commented that TAGRA’s opinion around De Minimis was not clear cut.  He recognised that the subgroup have been on a long journey, but felt slightly lost as to why the subgroup has arrived at the conclusions they have.  GC also reflected that this issue should perhaps have been brought to TAGRA to enable TAGRA to provide a greater steer.

JV stated that the De Minimis work could be revisited in future if gaps can be identified.

TAGRA members  accepted recommendations 2 and 3.

KF asked whether the report for the Ministers would be refined and perhaps made available publicly for the Directors of Finance.

AC agreed a shorter version should be produced for the Ministers, but it was not clear what form that would take yet.

JV advised the report would not be finalised until the impact assessment was carried out in March/April.

Action 2: AST to run impact assessment analysis and report at the next TAGRA meeting.

Action 3: AST to produce a  summary paper for Ministers after the impact analysis has been completed.

Action 4: AST to refine the report in light of comments made by TAGRA.

AGENDA ITEM 4 – MLC subgroup update – paper TAGRA(2012)13

KF introduced paper TAGRA(2012)13 and thanked members of the subgroup for their frequent meetings and quick email responses.  KF gave an overview of the MLC adjustment and noted that the mental health and learning difficulties was chosen as the first care programme to consider as one of the current indicators used in the model has been discontinued (Severe Disablement Allowance).  KF reminded the group of the issue with coding of long stay patients that led to the removal of these patients from the analysis. This was previously agreed by TAGRA. 

KF  outlined the proposed model for the under 65s age group.

Fiona Ramsay (FR) questioned the data source for hospital admissions due to alcohol which is an indicator featured in the under 65s model.  Ahmed Mahmoud (AM) advised that it was likely to come from SMR04 and SMR00, but would confirm. 

Action 5: ISD to clarify data sources for hospital admission due to alcohol and incorporate these into paper TAGRA(2012)13

GC commented that the reasoning behind the age split between under 65s and 65s and over’s was not very clear and asked if any work had been undertaken to investigate how large the difference was between these two age groups.

KF referred to Table 2.2, page 13 in paper TAGRA(2012)13 which shows p-values
 for the indicators used in the existing formula for all ages are significant for the under 65s, but this is not the case for the over 65s.  Table 2.3 shows that the utilisation of the five specialties within MH&LD differs dramatically between the two age groups meaning that the indices of need would also differ.

GC asked if any work was being done to model different services for the working age population.

AC advised that the analysis did not feature a further age breakdown.

KF then talked through the 65 and over model, noting that this was a much simpler model, and that the focus on dementia and morbidity here illustrated again the difference between this age group and the under 65s where deprivation was more prominent.

TAGRA were asked to consider the following MLC subgroup recommendations: 

Recommendation 1:
The MLC adjustment should be undertaken separately for the under 65 and the 65 and over age cohorts.

Recommendation 2:
The dependent variable for the estimation of the MLC coefficients should be age/sex standardised cost ratios for short-stay (less than half a year) inpatients and outpatients MHLD hospital activity (for the relevant age cohort).

Recommendation 3:
The MLC coefficients should be estimated using cost utilisation ratios calculated as an average of the latest 3 years of data.

Recommendation 4:
The MLC coefficients should be estimated using Intermediate Geography as the geographical unit.

Recommendation 5:
The MLC coefficients should be estimated using linear functional form without transformations.
Recommendation 6:
Needs indicators for the under 65 age cohort should be:

· SIMD employment domain

· SIMD crime domain

· Hospital stays (continuous inpatient stays) due to alcohol misuse

· Standardised mortality ratio for ages under 65 with mental health as cause of death
Recommendation 7:
The needs indicators for the 65 and over age cohort should be:
· Standardised mortality ratio for 65+ years; all causes of death

· Hospital stays (continuous inpatient stays) due to alcohol misuse

Recommendation 8:
The MLC adjustment updating schedule should take account of the timing of the release of updated data for the independent variables (e.g. SIMD)

TAGRA members accepted all the recommendations from paper TAGRA(2012)13.

GW praised the work carried out by the subgroup.

KF commented that the paper introduced major improvements to the formula and thanked the analysts and all involved.

AC noted that an updated SIMD was to be published in December, which would offer the opportunity to feed into the impact assessment and would also test the stability of the model.

Action 6: AST to firstly update the MLC work with the updated SIMD data and secondly, incorporate this into the impact assessment analysis.
AGENDA ITEM 5 – Implications for TAGRA’s future work plan - paper TAGRA(2012)14

AC introduced the work plan and noted that it is the current version due for review in April 2013.  AC asked for comments so that the work plan could be updated prior to the next meeting of TAGRA.

Roger Black (RB) commented on the population estimate project.  ISD have made some proposals to the Data Linkage Developing Foundation around building a cumulative index for CHI and how population estimates compare between data sources.  RB stated that work was still undergoing, for example looking at possible differences in the ratio of males to females in deprived areas and considering the ‘missing young men’ hypothesis where young men don’t use much health resource.

KF mentioned about the continuity of the MLC review and that it would be useful to inform the subgroup of timings for the acute work when confirmed.

Margaret MacLeod (MMac) commented on timings and order of work. The Tariff work will start in January, the impact analysis would take place between January and March, while the acute costs review would occur between April and May (as it is based on IRF (Integrated Resources Framework) costing work). 

Action 7: AST to update timetable to incorporate MLC acute review.

Action 8: AST to inform TAGRA of timings for MLC acute care programme review and confirm subgroup membership.

There was some discussion around the community health data timescale.  JRS indicated that there may not actually be much data available and that this issue would take a long time to address.  

AC agreed that there was not the same resource on community data as in hospital data and noted that although boards have provided some data, the quality varied.

JV commented that community health data seems to fall under the responsibility of many groups, not solely TAGRA and that ownership does not necessarily lie with TAGRA.  JV has spoken to Ian Crichton about the Infrastructure Delivery Group taking the community data issue forward, but noted that TAGRA is stressing the importance of robust community data.  

KF noted that NRAC had similar feelings about community data 5 years ago and stressed that motivation is needed to get community health data moving.

JRS said that he would raise the community data issue with the Chairs of the other health boards.

GW requested that community data is covered at the next meeting of TAGRA.

Action 9: JRS to raise the issue of a lack/incomplete community data with NHS Board Chairs.
Action 10: Community data update to be provided by Christine McGregor at April’s TAGRA meeting.

NK asked when HITS (Highlands & Islands Travel Scheme) was agreed by TAGRA to be included in the work plan.
AC commented that HITS was not originally included in the remit of the Remote & Rural subgroup, but that Scottish Government finance colleagues had requested consideration of whether HITS could be included in the formula.

Action 11: AST to confirm with Health Finance (SG) if HITS is being included in baseline allocations.

It was agreed that HITS would be a separate piece of work to that of the work of the Remote & Rural subgroup.

FR leaves the meeting.  Alison Taylor (AT) joins the meeting.

Agenda Item 6 – Health and Social Care Integration 

AC welcomes AT from the Health and Social Care (H&SC) Integration policy team to the meeting.

AT began by discussing the background to this policy – the pattern of resource utilisation across H&SC particularly in the elderly population.  The policy is being developed as a response to address the balance of care, especially for older people. Ministers are currently looking at bringing resources together for H&SC, with the focus being on preventative and anticipatory care. AT said that there has been a genuine attempt for partnerships to put in place local arrangements. There has been and continues to be a focus on integrating budgets with national outcomes across H&SC.
A consultation on legislative change was carried out between Jun – Sept 2012. The Scottish Government received 315 responses (every health board & local authority replied). Some of the issues raised included; concern about scope, accountability, difficulty in bringing budget together, professionally led locality planning - leaving details to local partnerships.

Provisional timings and next steps: Analysis report to be published December 2012, a Ministerial response to the consultation in January/February 2013, draft bill around May 2013, Royal Assent around February/March 2014. 

GC mentioned that local authorities can chose what they spend their money on (i.e. it is not ring fenced for social care spend)  thus potentially creating a wide variation in health and social care spend.

AT suggested helping partnerships to understand IRF patterns of spend so that they can understand transparently what resource is going where and the impact this has. There was general agreement that there needs to be a clearer understanding of what is happening locally.

KF praised the integrity of health formula and encouraged boards use of formula for their own purposes. However, she raised concerns that TAGRA don’t know what is happening about IRF and said that TAGRA should have a role in integrating budgets.

AC said she will take that point back to discuss with JM.

JV spoke of importance of TAGRAs role in integrating budgets. JV commented that it raises questions on what point in time the shares will be impacted by integration, and whether the move to integration would be different for the boards.

JRS said that some boards are ahead of others. He expressed a keenness for a Ministerial response and asked how money will be divided as some boards move faster than others.

AT commented that as work is done to develop the integration of health & social care, there may be a request for input from TAGRA, including analytical support.

JV suggested that, if it is put into legislation, then money should be allocated in a way which was agreed to deliver outcomes. It will be up to local structures to allocate money locally.

JRS asked if it should be linked into GAE formula.

KF agreed that it would be helpful for TAGRA to hear about the GAE formula.

Action 12: GAE paper and/or presentation for the next meeting of TAGRA.

Action 13: AC to discuss with JM how TAGRA should continue to be made aware of progress of health & social care.

Action 14: AT to provide an IRF update at a future meeting of TAGRA.
Agenda item 7 – A.O.B

JRS asked if there had been any feedback from health boards about TAGRA.

AC commented that nothing had been received as yet and that all queries received relate to the target shares for 2013/14 which are due to be published by ISD on 18th December.

AC thanked presenters and everyone for their contribution, and brought the meeting to a close.

.

Dates of next meetings

17th April 2013 (Waverley Gate)

6th August 2013 (Waverley Gate)

11th December 2013 (Waverley Gate)

� A p-value expresses the probability that results at least as extreme as those obtained in the data were due to chance. Source: Boslaugh S and Watters P.A, 2008, Statistics in a nutshell 
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