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1. Welcome and introductions

Marion Bain (MB) welcomed members to the meeting, and noted apologies from Richard Copland, Cathie Cowan, Karen Facey, and Diane Skåtun, who was unwell. 
2. Minutes of previous meeting
The minutes of the previous meeting were accepted as an accurate reflection of the meeting. All action points were complete or covered by agenda items, with the exception of Action 5 – information on future censuses. Iain Pearce (IP) advised that no new data had been obtained on the possible form of the future census, although it was acknowledged that there had been discussions around whether the census would continue in its current form. It was agreed that this did not directly affect the work of the subgroup, which would operate within the constraints of data available at the time. MB suggested that the subgroup be kept up to date on any developments in this area.

3. Revised remit and terms of reference
IP presented this paper, which updated the terms of reference as requested at the previous meeting. This made some minor textual adjustments, clarifying the wording around the remit of the group, to make it clear that its work was not limited to considering only particular types of indicators. A reference to interactions with the work commissioned by NHS Greater Glasgow & Clyde was also included. IP noted that he and analysts from ISD would be meeting with the steering group for the NHS Greater Glasgow & Clyde work on Thursday 1st December.
The revised remit and terms of reference was accepted by the group.

4. Under 65s analysis
Sandra Quickert (SQ) presented this paper. She began by reminding the group of the structure of the NRAC formula, and the scope of the work. The aim of the work was to understand how the amount of healthcare required, after adjusting for age and sex, varied, and how this variation could be predicted by particular indicators. The analysis she presented had been conducted at the data zone level, smaller than that in the current formula, and this had been achieved by aggregating data over time, making use of three years’ activity data.
The discussion on this paper was wide ranging. It began with the topic of other potential indicators, and whether there was any value in investigating sources of prevalence data such as the Quality Outcomes Framework (QOF) or GP prescribing data. SQ noted that the disadvantages of this would be that it would increase the project length, and it may not be possible to show objectively whether one data source was superior to another. The subgroup agreed that this would be of little value. Helene Irvine (HI) expressed concern over the quality of QOF data, and IP noted that in his experience the data was not particularly stable over time. It was also more limiting, as it was only available at the GP practice level. For both the QOF and GP prescribing data, there was concern over whether either would properly reflect actual prevalence of conditions, both being activity based, and therefore subject to the same biases as hospital activity data, but less relevant to the work of the subgroup. It was agreed not to investigate these data sources further.

Discussion then moved on to the issue of hospital admissions related to alcohol and drugs. It was noted that this was not an ideal approach to the analysis, as hospital activity data was being used to predict hospital activity data, albeit two different types were being used. SQ noted that the performance of the indicator was also not particularly good, and worse than the reference model. IP explained that part of the interest in alcohol and drug data were that they were seen as particularly relevant to rural areas, as there was a perception that they had higher levels of alcohol and drug abuse than might be expected given their performance on traditional measures of deprivation. Despite this, the indicators performed very poorly in rural areas, and worse than the reference model.

The subgroup agreed with the concerns over the use of admissions data, and agreed not to pursue this data further. SQ noted that if there was a desire to consider alcohol and drug information, this perhaps could be best done through the SIMD, as the health index contained this information, although weighted, so it may not dominate the index.

The approach to SIMD was then discussed in more detail. Two alternative approaches were shown in the paper, one using the overall SIMD (index set 1), and the other using the individual SIMD domains separately and also including standardized mortality rates and job seekers allowance (index set 2). There was some discussion around the different performance of the indicators and functions, and it was confirmed that it would still be possible to retain the current set of indicators if no superior approach could be found.

IP noted that the model using the individual domains appeared to perform better, particularly in rural areas, than the overall SIMD. SQ acknowledged this was true from the statistical point of view, but felt that this could be due to the increased number of indicators being used. She also felt that the current set of indicators in index set 2 was too large to provide a practical formula, and that the difference between the two sets of indicators may be reduced in the future.

Action 1: SQ to investigate simplified index set 2

The subgroup also discussed potential functional forms. SQ noted that she was uncomfortable with the log transformation used in the previous NRAC study, which she felt led to too much manipulation of the data. Particularly as, due to the nature of the index being used, which meant many zones had values close to and slightly below 1, there was significant adjustment of the relative values. IP tended to disagree, feeling that the predictive power of any transformation needed to be considered. There was no consensus around the best functional form at the meeting. MB suggested that a meeting be arranged with Diane Skåtun to seek her opinion on the approaches.

Action 2: IP to arrange meeting with Diane Skåtun to discuss technical issues around functional form.
The treatment of rural areas was also discussed. HI queried why a rural indicator was included in the adjustment, noting that she had expected this was an issue that would be addressed in the unavoidable excess cost adjustment, rather than the morbidity and life circumstances adjustment. IP explained that it sought to capture differences in activity that may occur in different urban/rural areas; it made no judgement as to why these differences may occur, but they may reflect either need not captured through other indicators, or unavoidable differences in service design which show up in the activity ratios. The differences, if significant, are then carried into the cost calculations in the unavoidable excess cost index. IP confirmed that it was not a new approach, and that it had been considered at the time of NRAC.
Paddy Luo-Hopkins (PH) noted that NHS Highland had produced an adapted version of the Scottish Government Urban Rural Classification, which gave a new category of rural towns. He agreed to share this for analytical purposes.

Action 3: PH to share definitions of rurality used in NHS Highland
5. Over 65s analysis
IP presented the paper, which provided similar analysis as had been conducted on the under 65s. He highlighted ways in which the analysis was diverging from that of the under 65s. Firstly, to date there had been little success in creating a model at the data zone level. The paper therefore presented results at the intermediate geography level. Secondly, the analysis was diverging in terms of indicators. This was highlighted by the performance of SIMD, which was proving to be a powerful indicator for the under 65s, but did not perform so well for over 65s in rural areas.

Analysis has therefore focussed on considering alternative indicators, and specifically those which relate to over 65s: pension credit and attendance allowance. Standardized mortality rates for the under 75s had also been used, but it was planned to move to using rates for the over 65 population.

Another area of difference was the treatment of rurality. At the intermediate geography, more geographic information is available, so the proportion of businesses in primary industries had been used as an indicator. The subgroup discussed the types of indicators available, and felt that it would be preferable if both the under and over 65 adjustments could use the same rurality indicator.

There was some discussion over the relatively poor goodness of fit achieved by the model. It was noted that even the reference model, which for all ages at the intermediate geography had achieved a goodness of fit of 46.4%, had fallen to 21.5% for the over 65s. It was noted that most of the indicators were linked to deprivation, and the nature of the relationship and dementia, which was the primary activity in the over 65s age group, was discussed. The poorer explanatory power of the need indicators was also discussed. MB noted that other evidence suggested that the effects of deprivation declined as the population aged. The reasons for this were not understood, but it was sometimes attributed to a ‘survivor effect’, whereby those whose health was affected by deprivation died at a relatively young age, and so among the older population differences in health tended to be smaller.

It was noted that the issues relating to model form were relevant for the over 65 age group. Future work would continue to investigate indicators, whilst working to come to recommendations over functional form. 

6. Work plan

A revised work plan was presented to the subgroup. The intention was to complete the work by the end of the financial year. This would allow the findings of the group to feed into the formula run due to take place in 2012. It was agreed that at least two further meetings would be needed before this point. 
7. Any other business

The subgroup had a broader discussion around the scope of the work. It was agreed that there was a large number of unanswered questions and potential avenues for further analysis, and that it would be useful to obtain TAGRA’s views on the future work.
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