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AGENDA ITEM 1 – Welcome and Introductions
1. The Chair welcomed the group and noted apologies from Richard Copland, Gary Coutts, Professor Bob Elliot, Alan Gall, Keith MacKenzie, Fiona Ramsay, Dr Nigel Rice and George Walker.

2. Introductions were made for the benefit of new members and John Matheson (JM) advised the group of a change to the agenda: Paul Leak and Pete Lock would give their presentation, relating to paper TAGRA 2009(08), at 2.30 pm.
AGENDA ITEM 2 – Minutes of the Last Meeting
3. Paragraph 7 – JM confirmed that the TAGRA website is now live.

4. Paragraph 12 – Angela Campbell (AC) advised that Keith MacKenzie (KM) has spoken to Nigel Rice (NR) and KM will prepare a short paper for the next TAGRA meeting; NR should also be present to help inform the group on the rationale behind the changes in the English formula.
Action: KM to provide short paper for next meeting.
5. Paragraph 13 – John Ross Scott (JRS) asked if there had been an update regarding the prison service.
Action: AC to provide an update for next meeting
6. Paragraph 14 – AC explained that for Scotland the main allocation formula covers around 65% of the total 2009/10 NHS budget.  The English weighted capitation formula is not equivalent: it also covers Primary Medical Services (PMS) in addition to Hospital and Community (HCHS) and GP prescribing components (and these components also include adjustments for health inequalities). 
Action: AC to provide more detail on the coverage of English formula
7. Paragraph 31 – JM has discussed the Scottish Distant Islands Allowance (SDIA) with Kevin Woods with the result that for 2009/10 there will be a specific supplementary allowance to the NHSScotland allocation: the three Islands Boards are to receive £1 million in total.
8. Karen Facey (KF) expressed concerns that the formula would not reflect the removal of these costs and asked if adjustments would be necessary.  ASD and ISD are to consider this issue further and report back to the group.
Action: KM to provide an update for next meeting
9. Paragraphs 38 and 39 – AC advised that there has been no feedback on the Health Board workshop questionnaire.  For timing reasons the questionnaire has not yet been sent out; as the Costs Book questionnaire was also recently sent to Boards.  The proposal is to send this out in July. 
Action: AC to send out questionnaire in July (nb this Action point was overtaken by the subsequent discussion in paras 52-57)
10. Minutes accepted by the group.

AGENDA ITEMS 3-5 – Remote & Rural Analysis - TAGRA Papers 2009(09)-(11)
11. At the last meeting it was agreed that more in-house analysis on the impact of NRAC on remote and rural areas was needed; and that these should focus mainly on the hospital excess costs adjustments.  Ahmed Mahmoud (AM) presented three papers; two concerning the sensitivity of the formula results and the third relating to the care programme expenditure weights.
Remote and rural – Excess costs indices by SEURC - TAGRA 2009(09)
12. AM summarised the results from the paper which focused on adjustments by urban-rural category over three years (2007/08–2009/10). 

13. Table 1 shows the effect of the overall Hospital and Community (HCHS) part of the formula at SEURC level by showing HCHS target allocation shares by urban-rural category. There is very little change between categories over the analysis period with a slight shift from urban to rural. 

14. The Charts show how the excess costs indices vary over the three years by care programme and by SEURC.  
15. For most care programmes the excess cost indices are very stable; especially Acute (which is important as it has the largest weight in the formula - 48%).  Indices for Maternity and Care of the elderly (COTE) show more variability (these weights are 3% and 4% respectively).

16. For the overall hospital excess costs index there has been a slight decline for the two Island categories and a slight increase for Rural-Very remote-Mainland over the three years. 
17. TAGRA was re-assured by the overall stability shown and the following points were discussed.
18. KF was interested in the possible policy context for some results e.g. the increase in the COTE indices for the Rural-Very remote areas. AM emphasised that because of small numbers the remote and rural categories indices can be very sensitive to small changes in number of cases and/or costs.
19. JRS highlighted capacity and shifting the balance of care as an issue in COTE for Orkney as younger people (potential carers) move away. 

20. Malcolm Iredale (MI) had specific concerns regarding Maternity: there is a need to look at this locally as although small it is subject to more variable cost pressures with uncertainty around the potential growth in these costs e.g. high cost insurance claims resulting in care for life costs.  
Action: MI to share work on local cost investigations with ISD

Remote and rural – Further sensitivity analysis proposal – TAGRA 2009(11)
21. Because of the importance of excess costs to remote and rural areas further analysis was proposed to check the sensitivity of these adjustments to changes in Boards’ hospital costs.

22. This paper set out an initial proposal for simulation modelling of changes in hospital costs to understand the impact such changes may have on the SEURC excess costs adjustments and hence target shares.  
23. TAGRA suggested altering the scenarios to be more realistic with total costs for each Board being fixed: if costs increase for one care programme e.g. Acute for the Board then costs in the other care programmes should decrease by the same amount.  
24. It was decided that ISD should simulate costs increases of 2%, 6% and 10%; for two care programmes; for three sample Boards (to include NHS Greater Glasgow and Clyde).
25. AC advised that the modelling would be for illustrative purposes as it would be difficult to model real world changes exactly.
26. AM suggested that simulation modelling could also be carried out with the community travel part of the formula by altering contact times/duration assumptions. 

27. MI highlighted paragraph 10 as an area of concern: service provision could be significantly different in one area compared to others within the same SEURC; however they would all receive the same (average) adjustment.  He noted that benchmarking studies often highlight higher cost areas yet there are valid reasons for such differences.
28. Nicola Fleming (NF) warned that if costs are examined in too much detail then areas within one SEURC are likely to be very different; however over many specialties there is likely to be a balancing of effects. 

Action: ISD to investigate options of balancing the simulated cost changes so that a sample Board’s total costs do not change
Action: MI to identify significant cost areas locally
Remote and rural – Care programme expenditure analysis – TAGRA 2009(10)
29. Because of the importance of the national care programme expenditure weights in the formula, further analysis was proposed to examine such expenditure by Board and compare this to national averages.
30. AM explained that the use of national weights was a standard methodological approach inherited from the Arbuthnott formula.  He noted that over three years (2005-07) the national weights were stable with a slight increase in Acute and Community expenditure.
31. AM highlighted areas where an individual Board’s pattern of expenditure was very different to the national average and/or from year-to-year e.g. Highland - Care of the Elderly (COTE), Shetland – Mental health and Learning difficulties. Western Isles had unusual results for a number of care programmes. 
32. JM stated that there were some known data quality issues and that a Costs Book review was underway to improve costs information in future. 

33. KF was concerned that the pattern of expenditure was so different for some Boards but conceded that methodologically it would be difficult to use Boards’ own expenditure as care programme weights. She suggested that such expenditure analysis could be useful for Boards to help with planning. 

Action: MI to check Highland’s COTE costs information
Remote and rural – Conclusion
Action: ISD/ASD to produce summary report incorporating all remote and rural analysis for November TAGRA meeting
AGENDA ITEM 6 – Remote & Rural Research TAGRA Paper 2009(12)
34. AC explained that the aim was to produce a prioritised list of potential costs pressures to form the basis of interviews with Boards.  Interviews would take place over the summer with an interim report planned for the next meeting at the end of August.  The paper contained a list of potential cost pressures and TAGRA was asked if there were any others to consider.
35. JRS welcomed this opportunity and described his additional contribution (some pressures were already included in the paper):

· Reduction in annual uplift from SGHD

· Prescribing costs inflation

· Locum/Bank costs

· Capital charges

· Cover for surgeons and anaesthetists

· UNPAC and unplanned high cost-low volume treatments
· HEAT targets

36. KF also suggested adding pandemic management to the list.

37. Jill Vickerman (JV) asked about high cost national specialist services (NSD). KF advised that funding for this was top-sliced and JV asked if these costs were included in the formula.
38. The group discussed all issues, most of which related to problems of small scale and capacity.  JM highlighted the partners’ arrangement whereby larger mainland Boards provide support for the smaller Island Boards.  MI asked about future possibilities of using a shared service approach: learning from best practice could avoid replication at the local level.  DG described the West of Scotland Prescribing Group as a good example of this and advised that this way of working would increase in future.
39. It was noted that urban Boards also faced significant cost pressures although of a different nature; and, that there may be areas where being small had advantages e.g. interface between primary and secondary care.  

40. It was agreed that what was important was the relative effect of costs pressures on service provision and that the list should reflect true exceptions where remote and rural Boards will be disproportionately affected in future; to compile the list the pressures facing all Boards should therefore be considered.
Action: JRS to give more detail on his list of pressures to AC/KM
Action: LR to check about specialist services costs and the formula
Action: JM to assess list to ensure narrow focus on true exceptions

Action: AC/KM revise paper in light of discussion
AGENDA ITEM 7 – Integrated Resource Framework - Presentation by Paul Leak and Pete Lock - TAGRA Paper 2009(08)
41. Paul Leak and Pete Lock briefed TAGRA on their work on the Integrated Resource Framework (IRF) which uses information from the NRAC formula.  

42. The IRF aims to provide Boards and Local Authority partners with information on current resource patterns, cost drivers and local drivers of need to support service planning.  There are two phases to the project:

· Map NHS/Social care to patients/practices (at as low a level as possible)

· Develop protocols to allow money to follow patients

43. In order to help CHPs assess existing spend relative to needs NRAC information is to be provided to them at sub-Health Board level (the IRF supplies the spend information). 

44. For the Hospital and Community (HCHS) element of the formula the adjustment/needs indices are calculated at datazone level and aggregated to CHP level in the results published by ISD.  However local service planning is done at GP practice level:  CHPs therefore have asked for NRAC adjusted populations/target resource shares at GP practice and CHP level.
45. This involved assigning NRAC Age-sex, MLC and Excess costs indices to individual GP practices based on the weighted average characteristics of its component datazones.  An Excel model was then developed to present results at practice and CHP level. 
46. There are however methodological issues with applying NRAC results at the practice level because of differences in population and boundary definitions e.g. GP practice lists are higher than the GROS datazone populations, datazone populations are based on postcode of residence whilst GP lists can contain residents from other CHPs/Boards.  

47. When the NRAC indices are applied to these practice populations and then aggregated up the resulting CHP target resource shares/indices may be different to those reported by ISD, resulting in confusion.  

48. The Excel results model contains practice details, populations, indices and the resulting target shares for both practices and CHPs.  It has been designed in such a way as to limit confusion e.g. showing CHP target allocations as percentage shares of the Board total. 
49. Maintaining the model requires ongoing resource commitment at ISD. 
50. TAGRA welcomed the use of NRAC for planning at a sub-Board level however there were concerns about how applicable it was at practice level. 
51. Paul Leak acknowledged that it was important to highlight caveats and be clear on limitations when presenting the model results.  These results would be used in combination with IRF resources information to allow Boards/CHPs to assess spend versus need and highlight variations.
Action: Paul Leak to keep TAGRA informed of progress of project
AGENDA ITEM 8 – Health Board Workshops - TAGRA Paper 2009(13)

52. AC introduced the paper which sets out initial proposals on the format of Health Board workshops to encourage use of the formula.  TAGRA was asked for feedback to enable a formal proposal to be developed.
53. KF welcomed the proposal but suggested that Kirsten’s presentation from NRAC should go first, as this was key to understanding the formula.  She also suggested that the proposed timetable (November/December 2009) may be ambitious given that the annual formula run is due for completion September/October.
54. Angela Scott (AS) and Mandy Robertson (MR) noted that the needs of non executives and other staff would be different to Board executives.  AS stated that non-executives at Boards were not as technical and would use the information for different purposes e.g. to assess performance; MR stated that service re-design implications were important for the staff-side.  In particular AS found comparisons between Boards and Scotland very useful.  Margaret MacLeod (MM) advised that benchmarking information was also available out with TAGRA e.g. via the national benchmarking project.

55. The group discussed having specific contexts for different groups e.g. finance, planning and it was proposed that there could be a separate, less technical national workshop for non-executives.

56. JM acknowledged that a lot of resource was involved in setting up workshops and suggested using the regular Directors of Finance meetings to cut down the resource needed.
57. DG and KF stressed that it was important to know what Health Boards needed so that the workshops would be of practical use: they should include examples that Health Boards themselves have already used.
Action: AC to reconsider timescales and format and re-draft proposal
AGENDA ITEM 9 – Out of hours update - TAGRA Paper 2009(14)

58. JP gave an update on queries from the previous Out of Hours (OOH) analysis. NHS Highland had provided updated figures and NHS Orkney had confirmed their Costs book data was accurate. NHS Lanarkshire had previously reported the net rather than gross costs and no update was available from NHS Shetland as their Costs book contact has left. The updated results were broadly comparable to the Audit Scotland figures.

59. These OOH costs will be separately identifiable in the Costs Book in future (in a separate line in Community section). 

60. Variability between Boards costs per head is greater than shown, for example,  by the formula community excess costs adjustments. The OOH costs recorded in the Costs book will feed into the Community age-sex component of the formula; however, for the Community excess costs adjustments the SAF remoteness adjustment is used for Community-Clinic and a simulation model is used for Community-Travel.
61. AC advised that it was preferable that OOH should not be treated out with the formula; it would be better to examine how to improve the existing formula.   Various options had been considered as part of a previous Scottish Allocation Formula (SAF) review.

62. KF suggested treating OOH as a separate care programme within community but acknowledged that this was difficult as it covers both the clinic and travel elements.
63. MI stated that in Highland the Board must pay for access rather than activity.

Action: Primary care OOH should not be removed from the formula and further developments should consider findings from the SAF review
AGENDA ITEM 10 – Analytical work plan - TAGRA Paper2009(15)

64. AC described the first version of the joint ISD/ASD analytical work plan outlining resource commitments over the coming year. 
Action: Work plan to be added as standing item to TAGRA agenda
AGENDA ITEM 11 – Any Other Business

65. The next meeting will be Thursday 27th August.  Apologies received from Douglas Griffin.
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