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TAGRA MLC SUBGROUP
Minutes of 1st meeting – 16 June 2011 – St Andrews House, Edinburgh
	Present:
	Apologies:

	Marion Bain (MB) Chair
	Angela Campbell

	Richard Copland (RC)
	Cathie Cowan

	Karen Facey (KF)
	Penelope Curtis

	Nicola Fleming (NF)
	Moira Pringle

	Helene Irvine (HI)
	

	Paddy Luo-Hopkins (PH)
	

	Iain Pearce (IP)
	

	Diane Skåtun (DS)
	

	Sandra Quickert (SQ)
	


1. Welcome and introductions

Marion Bain (MB) welcomed members to the first meeting of the subgroup, and noted apologies from Angela Campbell, who was on leave, Cathie Cowan, Penelope Curtis, and Moira Pringle, who had been called to Jury Duty. After introductions, she gave some background on the reason for the subgroup being set up, and then handed over to Iain Pearce (IP) for the first item.

2. Overview of the formula

IP gave a brief presentation, providing some information to the subgroup on TAGRA and on the NRAC formula. He began with a general overview of the formula before moving on to look at the Mental Health and Learning Difficulties (MH&LD) morbidities and life circumstances (MLC). He also discussed TAGRA’s Core Criteria. Paddy Luo-Hopkins (PH) queried the role of these criteria, and it was explained that they were primarily for making relative comparisons between different options and for changes to the formula, rather than making an absolute judgement on the performance of the formula as a whole.
3. The current MH&LD adjustment

Sandra Quickert (SQ) presented this paper which followed on from the previous presentation. She presented the technical detail of the current MH&LD adjustment, reporting on the performance of the indices, and suggesting areas where potential future work may result in improvement.
Karen Facey (KF) queried why the current adjustment was calculated on aggregated care programmes, as she believed that the recommendations of NRAC had been to calculate the adjustment on diagnostic groups as there were differences in gradients between these. IP and SQ agreed to provide further information on when the decision to aggregate across care programmes was made.

Action 1: IP/SQ to provide detail on aggregation across care programmes

KF also noted that Chapter 7 of the NRAC report provided a good explanation of how the formula operates in practice, looking at the contrasting data zones of Castlemilk and Newlands. IP agreed to circulate a link to this to the group.

Action 2: IP to circulate link to the NRAC report

4. Remit and objectives for the subgroup

IP presented this paper. There was general agreement over the content of the terms of reference set out in the paper, with a few minor textual changes to be made. IP agreed to update the paper to ensure that the text was clearly setting guidance for the areas TAGRA would like to see investigated, rather than a strict list. Consideration should also be given to any impact that changes to the MH&LD care programme would have on the rest of the formula, e.g., the impact on the community MLC index which was a weighted average of the hospital care programmes such as MH&LD. An objective to consider the work being done in other areas, such as the remote and rural subgroup and the community cost and activity data working group, would also be added. Similarly, reference would also be made to the work being undertaken by the Robertson Centre for Biostatistics on behalf of NHS Greater Glasgow & Clyde, reviewing the NRAC formula and trying to understand their allocation.

Action 3: IP to update the terms of reference as above
KF noted that it would be important to have clinical input to the subgroup, and noted her disappointment that Scottish Government representatives from these areas had not been able to attend. IP agreed that this would be important, and explained that he had met separately with colleagues from the Mental Health division to discuss the work. A new member of staff with a clinical background would be starting next week and would hopefully be able to support the work over the longer term.

5. Discussion papers


i. Age stratification

IP presented this paper, which set out the case for considering whether to disaggregate the adjustment into two separate age groups: 0-64 years and 65 years and over. This would be useful if the need relationship were different for these two groups, would fit better with a future policy focus on reshaping care for the elderly, and would ensure that any final adjustment performed as well as possible for age groups, rather than just at the aggregate level.
The subgroup supported the approach to investigate the two age groups separately at this stage, although it was noted that there were many links to wider choices on data. Diane Skåtun (DS) cautioned against excessive stratification by age, as it would reduce the transparency of the formula without necessarily providing improved performance. She queried the comparability of the regression results reported in papers TMLC01 and TMLC03, and IP noted that the results were not directly comparable as different years’ cost data had been used.

ii. Choices on data

SQ presented this paper, which discussed the level of aggregation that would be used in the initial analysis. Options for aggregation of data were: over time; over space/geography; and over specialty. Different types of aggregation would result in differences in the number of areas being analyzed with zero activity. These were not a complete problem in themselves, but for analytical purposes it was preferable for zeros to represent a very low level of need rather than random chance.

The subgroup agreed to begin the analysis by aggregating costs over three years. This would allow a less aggregated approach to the analysis to be undertaken by geography, so that relationships could be investigated at data zone level. KF noted some concerns over the use of three year aggregated data, as MH&LD was the area where perhaps the fastest changes in service delivery were occurring, and she expressed concern that three year aggregate data would not reflect this. This was acknowledged as a problematic area, as data on community activity or care homes was not available. It was agreed that beginning with the three year data would not rule out the use of the most recent annual data in the future.
The subgroup did not express any consensus on the geography to be used for the analysis. It was noted that there were advantages and disadvantages to each level. E.g., a benefit of data zone level analysis was that extremely small pockets of deprivation could be better isolated, but it was noted that for some services repeat users of services may relocate to be closer to clinics, and so having very fine geographical break down may lose the link between need indicator and utilization. The initial analysis would look at both data zone and intermediate geography.
The subgroup requested more information before coming to a final decision on aggregation by care programme. HI noted that she was not concerned by the level of aggregation, as she believed that the same driver, deprivation, was important across all types of service. KF asked for more information on diagnostic groups. SQ noted that the split by age should not jeopardize a further split into diagnostic groups, as different ages have different usage of diagnostic groups, although HI suggested that it was likely that many of the diagnostic groups would fall within General Psychiatry. Nicola Fleming (NF) noted that another issue was that activity coding was related to the type of consultant, and so there may be systematic differences in how activity was being coded that would relate to, e.g. hospital size or rurality. It was agreed that more information on diagnostic groups would be provided.
Action 4: SQ to provide more information on diagnostic groups

KF raised the issue of the island boards, noting that lack of activity tended to be problematic for these boards. She suggested that the subgroup should consider removing the island boards from the formula, and it was agreed that this could form part of the subgroup’s work.


iii. Indicators

IP presented the paper which provided a list of potential indicators for the analysis. Several suggestions were also made for additional indicators. These included: the supplementary variables considered in the TRIBAL Secta report, and the indicator variables used in the acute, care of the elderly, and GP prescribing care programmes. Deaths from external cause and deaths where alcohol or drugs were noted were also suggested.
There was some discussion of the differing availability of indicators at data zone and intermediate geography level, and the potential to address this through the use of a mixed geography. It was agreed not to proceed with this in the initial investigation.

There was some discussion of urban and rural indicators, and KF noted that use of an urbanity indicator could be used to address issues of concern such as the presence of multiple needs in urban areas.

RC noted that he had had discussions with Duncan McNiven in which the latter had indicated that the type of data collected may change significantly in the future. The group agreed that it would be useful to be aware of this.

Action 5: IP to provide more information on possible change to future census


iv. Discussion

IP presented this paper, which asked members to provide their priorities for the initial work. There was agreement within the subgroup that the choice of indicators and consideration of supply issues should be the priority for initial research. Issues such as ethnicity tended to be linked either to access to services or to deprivation. HI noted that ethnicity per se was not a significant concern, but rather the issues were of illegal or under counted populations which required treatment. Appropriate choices of need and supply indicators should also address concerns over rurality and urbanity.

6. Work plan

The draft work plan was presented to the subgroup. It was noted that it was an ambitious timetable. It was agreed that the second meeting should not be held in late July, as it would be more useful to allow significant progress to be made on the analysis before having another meeting. Smaller decisions could be made by email in the interim.
The date of the next meeting was provisionally scheduled for late August.

7. Any other business

None.
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