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

	Marion Bain (MB) Chair
	Paddy Luo-Hopkins (PH)

	Angela Campbell (AC)
	Cathie Cowan

	Karen Facey (KF)
	Richard Copland

	Moira Connolly (MC)
	

	Moira Pringle (MP)
	

	Helene Irvine (HI)
	

	Roger Black (RB)
	

	Mag McFadden (MF)
	

	Diane Skåtun (DS)
	

	Sandra Quickert (SQ)
	

	Iain Pearce (IP)
	

	Paudric Osborne (PO)
	


1. Welcome and apologies
Marion Bain (MB) welcomed members to the 3rd meeting of the subgroup, and noted apologies from Paddy Luo-Hopkins, Cathie Cowan and Richard Copland. 

Angela Campbell (AC) gave an update from the TAGRA meeting.  

2. Minutes of previous meeting
The minutes were accepted as an accurate account of the previous meeting.  

There was some discussion of the work of the Robertson Centre for Biomedics (RCB) and it was noted that the last update on their work was the paper circulated at the end of December.  Helene Irvine (HI) stated that all six models produced by RCB had given a larger share to Glasgow.  Karen Facey (KF) suggested that there should be wider consultation on some of the technical issues. 
Regarding the action points: 
Iain Pearce (IP) reported that, as Diane Skåtun (DS) was unavailable, they had discussed functional form with her colleague, Ada Ma;

Paddy Luo-Hopkins had shared definitions of rurality.

3. Analysis on the under 65s - Paper TMLC 10
Sandra Quickert (SQ) presented this paper which covered a number of aspects of the adjustment as follows:  

(i) Transformations: SQ explained that at high levels of need the log transformed model was overestimating the need by a large margin and she recommended dropping this model based on the TAGRA criteria of equity and transparency.  Several members asked for the figures to be presented on the same scale as part of the apparent difference between the figures was due to the scale used in the chart.  There was some discussion about the number of outliers, and the drivers of these. SQ explained that the reason for the outliers was not understood. There were various possible explanations, for example, it had been suggested that in some areas people moved closer to places with mental health facilities, and this could lead to greater utilization than might be expected simply based on an age-sex adjusted profile. Similarly, outliers could also be driven by data quality issues, with case length miscoded, or different recording practices for active patients at the time of data submission.

DS suggested that more analysis was needed to justify dropping the log transformation.  There were alternative means of transforming back which could be explored as well as testing the predictive power of the models, not just the explanatory power.  Moira Connolly (MC) explained that there were particular reasons for outliers in Glasgow; HI argued that if the outliers were identified it may be possible to find epidemiological reasons for them, and that this approach would be preferable to a purely statistical asessment. Marion Bain (MB) agreed that the outliers should be identified and that the suggested further analysis should be undertaken.

Action 1: SQ to provide information on the extreme outliers, show the figures on a consistent scale and provide evidence to support not transforming the data, including undertaking comparisons of the out of sample predictive power of alternative models. 

(ii) Urban/rural Markers:
SQ discussed the analysis of the urban/rural markers provided by Paddy Luo Hopkins (PH) which were thought to be related to the possibility that rural mental health patients move to access treatment. The analysis suggests that urban/rural markets do not improve the model. KF noted the importance of community services in rural areas and that this analysis is looking only at hospital services.  Those present agreed with the recommendation not to include urban rural markers, but MB suggested that we need a clear non-technical explanation of the rationale behind the decision, and that we should check that PH is content with this approach.
Action 2: Check PH content with findings on urban/rural markers
(iii) Time span of model:

SQ explained that previous analysis had been produced using a combination of 3 years data which reduced the number of zero observations.  Undertaking the analysis using single years of data shows a trend in the relationship – reflecting the shift in the location of service delivery.  She recommended using single years. 

HI thought the table opaque, and asked for the adjusted R2 statistic to be added. SQ advised that this could be done, but that the adjusted R2 moved in the same way as the other statistics, and so would not affect the conclusions of the analysis.  DS asked about revisions to the data series.  IP explained that the analysis was based on activity data from SMR and cost data from the Costs Book. Neither was revised on an annual basis, and the Costs Book did not change once published. The activity data was not updated, but may become more complete over time. However, given the delay in data being used in the analysis, data completeness was very near to 100%, so there was not expected to be any significant change over time. MB queried whether the changes to service delivery may mean that using a single year’s data may lead to underfunding of community services. KF thought that that would be an issue which should be explored in the Community programme. 
It was agreed to accept the recommendation, but to add adjusted R2 to the table.

Action: SQ to add R2.

(iv) Geographical unit:

SQ explained that the results were consistent across geographical levels regarding the other issues discussed.  There are approximately 5 times as many Data Zones (DZ) as Intermediate Geographies (IG) and this means that the latter are less homogeneous.  

KF noted that the DZ may pick up pockets of deprivation but asked if the model worked as well overall, noting that the R2 were much better with IG.  HI agreed, and felt that there was an issue of inconsistency in decision making, as in other areas models with higher adjusted R2 were preferred. DS suggested that considering predictive tests as well as explanatory ones could be useful, for example, out of sample prediction 

It was agreed that more work was required to make the case for the unit of geography.

Action: SQ to undertake further work in relation to geography. 

(v) Needs indices:

SQ talked through the alternative indices of need with a choice required from amongst the feasible set of: the reference model (social rented housing, single adult discount, incapacity benefit, employment support); overall SIMD; or, SIMD employment.  

The role of employment as a possible indicator was discussed. MC noted that over 90% of people with severe mental health problems are not in employment.  KF raised the Island’s concern about the use of employment benefit due to variation in claiming, as it was felt that in small communities there was a greater stigma attached to claiming benefit.  She supported SIMD as the reference model would be expected to deteriorate over time.  HI thought that more work was required, and noted that she has suggested hospital admission for alcohol and drugs for the RCB needs analysis, for which IP referred her to the analysis undertaken previously in paper TMLC08

The subgroup agreed that, of the available options, the overall SIMD index was the best performing, avoiding the problems associated with employment variables, more updatable than the reference model, and providing a simple and parsimonious specification.  It was agreed to proposed to TAGRA that SIMD be used on the basis of the research to date, but to note that different data sources could be explored if TAGRA wished to extend the analysis. 
There was further discussion around the supply indicators in the model. The current model used NHS Board dummy variables and inpatient and outpatient supply indicators. This was consistent with the current treatment across all care programmes. However, in the analysis conducted for Mental Health and Learning Difficulties, the inpatient and outpatient supply indicators, and some dummy variables were not statistically significant. It was proposed that the inpatient and outpatient supply variables be dropped. KF suggested that it would be useful to retain them for consistency with the other care programmes, although SQ pointed out that selecting them for Mental Health and Learning Difficulties on these grounds may mean that supply variables were never changed, even if better performing alternatives were found, as it seemed that the formula would be updated care programme by care programme in the future, rather than considering supply variables across all care programmes at once. IP queried what the rationale would be for removing insignificant inpatient and outpatient supply variables, but retaining insignificant NHS Board dummy variables. DS noted that a priori, supply was felt to be an important determinant of utilization of health care, and so it made sense to retain adjustments for it within the model.

It was agreed to keep the supply variables in the model.  

6. Next steps
A further meeting was scheduled for 14th March to consider the paper fro the over 65s.  
The importance of developing a paper which comprehensively supported the recommendations was stressed and it was therefore decided that an update would be provided to TAGRA on 17th April.  KF suggested that the paper setting out the recommendations should be circulated around the group for their input to ensure that it addresses all the likely questions.  

HI noted that TAGRA members from NHS Greater Glasgow & Clyde were likely to raise the issue of the role of alcohol and drugs at the next TAGRA meeting.  

The date of the next meeting was scheduled for 14th March.

7. Any other business

None.
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