TAGRA Acute MLC Sub-group

Note of the 1st meeting – 4 February 2014 – St Andrew’s House, Edinburgh

	Present
	Apologies

	Karen Facey (Chair)
	Ahmed Mahmoud (National Services Scotland)

	Angela Campbell (Scottish Government)
	Paul James (NHS Greater Glasgow &Clyde)

	Judith Stark (National Services Scotland)
	

	Paudric Osborne (Scottish Government)
	

	Suzy Whoriskey(National Services Scotland)
	

	Diane Skåtun (University of Aberdeen)
	

	Ellen Lynch (Scottish Government)
	

	Donna Mikolajczak(National Services Scotland)
Roger Black(National Services Scotland)

Fiona Ramsay (NHS Forth Valley)
David Garden (NHS Highland)
Frances Elliot (Scottish Government)
Sarah Barry (University of Glasgow)
Andrew Daly (NHS Greater Glasgow &Clyde)
	


By phone

Matt Sutton (University of Manchester)

1. Welcome & introductions
Karen Facey (KF) welcomed everyone to the 1st meeting of the subgroup and noted apologies from Ahmed Mahmoud (AM) and Paul James (PJ). After introductions, KF informed the group of the sad news of Harry Purser’s death and suggested that she, as Chair of the group, send a letter of condolence and sympathies to NHS Lothian. KF also indicated that she would seek a replacement from NHS Lothian on the subgroup. 
Action 1: KF to send letter of condolence to NHS Lothian and seek a replacement on the subgroup.

KF gave some background on the reason for the subgroup being set up and then handed over to Paudric Osborne (PO) for the first item.
2. Overview of Resource Allocation

PO gave a presentation on resource allocation which consisted of an overview of the following:

· Role of the Resource Allocation Formula

· Issues

· Structure, Data and Methods

· Formula Outputs

KF reminded the group that the Acute care programme is the largest care programme and accounts for around £4 billion of the total budget allocated via the NRAC formula. KF went on to say that therefore approximately half of the budget allocated will be affected by any change made to the formula.

KF also stressed that the aim of the subgroup is not only to recommend to TAGRA changes to the Acute MLC part of the formula but also to ensure that the group communicates clearly to NHS Boards about the work of the group. Fiona Ramsay (FR) agreed that there needs to be more awareness and understanding of the impact of any formula change on the target shares.

3. Overview of MLC adjustment (paper TAMLC 01)
Donna Mikolajczak (DM) introduced paper TAMLC01 which followed on from the previous presentation. DM reminded the group of the data currently used for the Acute hospital programme, the indictors within the current needs index for this care programme, the measures of supply (including dummy NHS Board variables) and the basis of the current MLC adjustment (Geography, Age, Cost Ratios, Aggregation – 7 diagnostic groups and Time span). 
DM highlighted to the group that they will be asked to consider the appropriate geography, time, structure and form, indicators and costing method as detailed in the Remit and Terms of Reference (TAMLC 02). David Garden queried what the dummy NHS Board variables were. DM explained that NHS Board dummy variables and supply variables are created and incorporated into the regression model in order to be able to filter out differences in health service use due to different service structure and access rather than due to morbidity and life circumstances. Sarah Barry (SB) also gave an excellent explanation in statistical terms.
KF raised the question whether the 7 diagnostic groups were still appropriate given the changes to the model of care. . FR highlighted that the nature of service provision doesn’t fit the current care programmes and welcomed that this is looked at. Frances Elliot (FE) also stressed that the way services are delivered is changing. For example, there are new models of care at home combining primary and secondary care. FE told the group about the Scottish School of Primary Care work looking at multiple morbidity. FE raised the issue that the NRAC formula didn’t previously take multiple morbidity into account and suggested that the subgroup explore this. KF agreed with FE that multiple morbidly is important but questioned whether there is any data to support this piece of work. Angela Campbell (AC) suggested that we look at what data sources are available and proposed we gather all the data sources now available. AC also added that the Integrated Resource Framework (IRF) data might be an additional source of intelligence. FE advised that IRF data might help inform the group on the way NHS Boards deliver their services. 
Action 2 – AST to gather all data sources and intelligence for sharing with the subgroup at the 2nd meeting in March. 

Matt Sutton (MS) confirmed the importance of multi-morbidity and noted that in the English allocation formula, several recent past diagnoses are used for each patient.  However, in Scotland it may make very little difference to the formula to aggregate the costs across all diagnostic groups rather than split activity by diagnostic group. 

KF went on to talk about unmet need. As it is recognised that those in more deprived communities do not access health services as frequently, there is a particular need to consider unmet need when resource utilisation is used as a proxy for need. This was investigated for the NRAC formula and the cardiology group of the acute care programme was the only part that showed any obvious unmet need.  SB highlighted that the Greater Glasgow & Clyde report looked at this (to be presented at the 2nd Acute MLC Subgroup meeting in March). AC added that there is now an updated Scottish Health Survey which was used to look at unmet need as part of the NRAC review. 
4. Mental Health and Learning Difficulties Report

KF introduced the Mental Health and Learning Difficulties (MH&LD) report and highlighted to the group that it took over two years to produce this report which included recommendations to TAGRA on changes to the formula. KF highlighted that this report gives the subgroup a structure to work within and stressed that the group take into account any learning from the MH&LD analysis.
The subgroup members agreed that the report gives the group a good basis to work from.
5. Update on recent developments in England
MS updated the group on recent developments in England. MS told the group that the NHS England formula developed in the last 3-4 years is modelled on costs data at an individual person level and not area level. The formula at patient level allows patients to be tracked as they move from one GP practice to another. As well as indicators such as age, sex, deprivation etc – the new methodology for acute and mental health services looks at an individual’s diagnosis in the previous 2-3 years and a whole set of diagnostic markers are then used to predict expenditure in the next year.  MS mentioned that the prescribing part of the formula remains relatively unchanged and is similar to the prescribing part of the NRAC formula. MS asked whether the Scottish formula should be using individual person level data rather than area level.

MS also added that the English formula takes into account unmet need by adjusting 10% of the budget allocated on the basis of premature mortality. AC queried whether an impact assessment was carried out comparing the old methodology with the new patient level methodology; MS confirmed that an impact assessment was carried out by the Department of Health analysts and that the actual changes were fairly small. 
DM informed the group that the IRF team within ISD has developed a patient level costed file which will be considered as part of the review of the acute programme MLC adjustment. Andrew Daly (AD) expressed his concern over the patient level costed file. It was agreed by the subgroup that the group needs to know more about the patient level costed file and methodology and it was suggested that a member of the National Costing Group present at the next meeting.
Roger Black (RB) questioned using historical data to predict health need in Scotland. RB highlighted that using historical data such as the number of prior hospital admissions to predict need has the potential to perpetuate inefficiencies if a board is not very good at keeping patients out of acute settings. RB said that there is however the potential to predict the risk of being diagnosed with certain conditions e.g. diabetes using prescribing data. RB mentioned that ISD has done some work on using prescribing data to predict the risk of hospital admission in the context of SPARRA, and this might be worth investigating in the Acute Services review.
Action 3 – Arrange a presentation on the IRF patient level costed file (PLICS) and methodology for the next meeting. 

6. Remit and Terms of reference (Paper TAMLC 02)
KF drew the group’s attention to paper TAMLC 02 – Remit and Terms of Reference agreed by TAGRA in December 2013. KF asked the subgroup to finalise the Remit and Terms of Reference. Based on MS’s update on developments in England – it was suggested that the wording in bullet point one in section two be changed from ‘Geography’ to ‘Granularity’.  Following discussions around service areas - KF proposed that ‘service scope’ be added to the 3rd bullet point in section 2 so that it reads ‘Structure – the form, the age grouping and  the clinical and service scope, specified for the adjustment factors’. Based on the discussion on unmet need earlier in the meeting – it was suggested that the subgroup also consider adjustments to the formula for unmet need. The subgroup agreed to all the suggested changes to the Remit and Terms of Reference.
Action 4 – Update terms of reference as agreed above.
KF talked through the membership of the subgroup and asked the members to consider if there is fair representation from all areas. FE mentioned that she could use her clinical networks to invite people to relevant meetings to share their expertise. FE suggested that other members could also use their networks to similar effect. Picking up on communication - KF highlighted to the group that a new area on the TAGRA website will be set up to share meeting papers. KF also raised the question around how to keep Directors of Finance, NHS Board Chief Executives and Chairpersons informed about the work of the subgroup. FE suggested that the group use their monthly meetings with the Scottish Government to alert them to the workings of the group. FR stressed that the subgroup should communicate with NHS Boards as early as possible.
Action 5 – Request slot on DOFs, CEOs and Chairs monthly meetings to keep them informed about the work of the subgroup
7. Date of next meeting and frequency of future meetings

KF discussed the frequency of future meetings and informed the group that the first two meetings have been arranged close together (February and March) to allow the group to consider the future areas of work. Going forward, she suggested that the subgroup meets less frequently to allow the analysts to carry out the various work tasks and analysis/outputs for sharing with the group. The members of the group agreed to this proposal. KF asked the group about the most appropriate meeting location and it was agreed that meetings in either Glasgow or Edinburgh starting after 10.30am would be suitable.

Judith Stark (JS) asked how it would be best to communicate in-between meetings and suggested using Webex if appropriate. KF agreed that this was a good idea and proposed that the analysts and members of the group contact her in-between meetings and she would then decide the most appropriate form of communication with the subgroup– webex, email discussion etc. 

DG asked whether it was okay to send deputies in the event of members not being able to attend meetings. KF confirmed that this was appropriate. 

KF raised the question whether the group should seek representation from the GAE formula analysts. Ellen Lynch (EL) suggested that copies of the papers are sent to the GAE contact rather than seeking formal representation on the group.

Action 6 – Send meeting papers to GAE contact (EL to provide contact information)

8. A.O.B.
KF and AC highlighted to the group that papers will be shared with members prior to the next meeting on the 12th of March and will include a paper on current data sources and intelligence. KF also added that there will be a presentation from Health Scotland on the Health Inequalities Impact Assessment, in addition to Sarah Barry’s presentation on the Glasgow project. 
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