Paper TRR21

GP Out of Hours: an allocation instrument
Summary and questions:

1. Currently health boards provide funding for out of hours services from their general allocation.  The Remote and Rural group are exploring the possibility of explicitly recognising out of hours services in the NRAC formula.  Information on the details of out of hours services is very limited, however the NRAC approach abstracts from the particulars of service provision and seeks to identify the underlying demand for services and the unavoidable costs of service.
2. This note considers the potential for the Scottish Allocation Formula (which is used to allocate funds for primary medical services) to provide a basis for an out of hours allocation mechanism.  

3. The pattern of recorded expenditure per head on out of hours services by board shows considerable variation – much greater than the variation in the allocation for primary medical services.  It is not clear how much of the difference reflects differences in efficiency between boards or unavoidable variation in cost (due to economies of scale for example).  

4.  We can take account of the latter by increasing the weights on the population sparsity and density factors in the formula.  We present an example generated using weights previously estimated for the Scottish Allocation Formula Review Group.  This provides a distribution which more closely approximates the pattern of actual recorded expenditure: however, some differences remain. 

5. Members are asked for views and comments on all aspects of this work and specifically:  

· do members think this work is potentially fruitful and should be explored further;

· do members have views on how we might better distinguish between unavoidable variation in costs and variation in efficiency between boards;

· do members think that the review group weights are sufficiently relevant to ask Practitioner Services Division to generate board shares on that basis for discussion in the group;

· do members want additional research to explore the potential for estimating weights specifically for the purpose of allocation for out of hours services (noting that this could potentially be a resource intensive or time consuming exercise)?

1. Introduction:

6. Under the provisions of the General Medical Services contract GP practices may opt out of providing ‘out of hours’ (OOH) services to their practice population.  Practices which opt out have their Global Sum reduced by 6% and the relevant health board (HB) becomes responsible for providing a substitute OOH service.  The retained 6% of Global Sum is insufficient to meet the costs of providing the service and HBs have hitherto funded the shortfall out of their general allocation.  

7. The cost implications of the opt out vary by HB, as the proportion of practices choosing to opt out and the average cost of providing services to a practice population both vary by HB.  

8. The Remote and Rural sub-group are considering the feasibility of including specific recognition of OOH services in the formula, in a manner consistent with the NRAC principles.  This note considers the potential for an OOH adjustment based on the current method of allocating funding for GP services – the Scottish Allocation Formula (SAF).  The rationale for considering the SAF is that it was specifically designed to allocate funds for GP services and takes account of the populations age-sex composition, additional needs and rurality on the costs of service.  Section 2 provides some information on the current pattern of expenditure on OOH services.  Section 3 discusses the relevance of the SAF and illustrates the potential distribution which might be generated.  Note that these estimates are illustrative – Practitioner Service Division would be responsible for providing definitive estimates. 
2. Out of hours service provision:
9. Relatively limited information is available on the provision of OOH services.  Expenditure on OOH by boards has been separately recorded in the Costs Book since 2008/09 and a specific data collection on OOH was undertaken by ASD for 2008/09.  The information from those sources was reported to the sub-group in papers TRR02 and TRR16: key elements are presented below for ease of reference.  
10. The following table provides the most detailed available information on OOH activity by HB, for 2008/09.  This shows that a total of 823,381 consultations were provided by OOH services across Scotland.  The Practice Team Information (PTI) estimates published by ISD for 2008/09 estimate the number of GP and practice nurse consultations for Scotland at 22.7 million.  This suggests that the number of OOH consultation was around 4% of the number of consultations which took place within GP practices. 
Table 1: OOH activity by Health Board, 2008/09.  

	
	PCEC
	Home Visit
	Phone Advice
	Other Clinical Staff 
	Total

	Ayrshire & Arran
	27,856
	20,735
	5,792
	
	54,383

	Borders
	8,795
	4,138
	4,702
	
	17,635

	Dumfries & Galloway
	10,637
	7,512
	3,447
	1,849
	23,445

	Fife
	17,483
	11,915
	7,848
	15,614
	52,860

	Forth Valley
	
	
	
	
	44,205

	Grampian
	46,852
	23,723
	10,926
	
	81,501

	Greater Glasgow & Clyde
	137,500
	39,562
	34,290
	11,646
	222,998

	Highland 
	33,679
	9,867
	6,086
	1,134
	50,766

	Lanarkshire
	52,121
	15,457
	8,365
	2,890
	78,833

	Lothian
	68,079
	20,232
	23,873
	
	112,184

	Orkney
	941
	508
	303
	23
	1,775

	Shetland 
	495
	419
	322
	13
	1,249

	Tayside
	54,622
	9,141
	14,594
	
	78,357

	Western Isles
	1,234
	865
	1,019
	72
	3,190

	Scotland
	460,294
	164,074
	121,567
	33,241
	823,381


Source: HD ASD

11. The following table sets out expenditure on OOH as recorded in the Costs Book, expenditure per head, an estimate of the 6% contribution retained from the Global Sum and the implied net additional contribution by HB.  Note that this is an approximate comparison.
Table 2: Health Board expenditure on OOH services, the retained 6% of global sum, £ 000 and spend per OOH population
	Health Board
	GP Out of Hours Expenditure 2010-11*
	OOH spend per hd
	Retained 6% 2012**
	Implied additional spending

	Ayrshire & Arran
	4,498
	12
	1,624
	2,875

	Borders
	3,381
	29
	541
	2,839

	Dumfries & Galloway
	3,298
	21
	749
	2,549

	Fife
	4,816
	13
	1,463
	3,353

	Forth Valley
	3,952
	13
	1,264
	2,688

	Grampian
	7,775
	14
	2,357
	5,418

	Greater Glasgow & Clyde
	13,514
	10
	5,437
	8,077

	Highland
	9,852
	35
	1,518
	8,334

	Lanarkshire
	7,640
	13
	2,397
	5,243

	Lothian
	8,657
	10
	3,355
	5,302

	Orkney
	704
	39
	90
	613

	Shetland
	268
	16
	82
	186

	Tayside
	6,127
	15
	1,780
	4,348

	Western Isles
	962
	39
	160
	802

	Scotland
	75,445
	14
	22,817
	52,628


Source: * Costs Book 2011; ** HD ASD calculation. 
12. This data suggests that HB spend around £75 mn on OOH services across Scotland and that they retain a contribution from the Global Sum of around £23 mn.  The Global Sum is around £380 mn which suggests that the spend on OOH is equivalent to around 20% of the Global sum.  This implies that OOH expenditure is much higher than the share of activity would imply.  
13. However, the more relevant comparison may be with all primary medical expenditure (£678 mn) as the PTI includes consultations relating to other aspects of general practice and not just the activity funded under by the Global Sum.  In this case the proportion of expenditure on OOH falls to 11% - still disproportionately high in relation to the share of consultations. 
14.   According to the data in Table 2 there is wide variation in spend per capita on OOH services across Scotland.  Four HB (Borders, Highland, Orkney and Western Isles) are estimated to spend more than twice as much per capita as the Scotland average.  
15. Anecdotal evidence suggests that boards have adopted different approaches to the provision of OOH services. However, the specific approaches adopted by individual boards are not directly relevant.  From an NRAC perspective an allocation mechanism should be based on the needs of the population for the service and the unit costs of providing the service in different geographies.  It should not reflect the particular structures chosen for the provision of health care, and it should reflect only unavoidable variation in the unit costs of the service. 

16. This implies that what is required is an indicator of need for OOH services based on the characteristics of the local populations and which is adjusted for the costs of service provision across different geographies.  

17. The Scottish Allocation Formula (SAF) is the instrument used to allocate ‘Global Sum’ funds for general medical services to GP practices.  It is therefore an existing instrument, constructed to reflect the relative variation in the needs of practice populations for general medical services and the variation in cost of providing that service as a result of remoteness and rurality.  

3. Scottish Allocation Formula:

18. The SAF is specifically designed to capture the relative demand for, and costs of, GP services for local populations.  Like the NRAC formula it is constructed as a weighted capitation scheme with weights reflecting:

· Age and sex;

· Additional needs;

· Rurality and remoteness
· Market forces adjustment
19. The relevant section from the GMS contract is reproduced in Annex 1 below.  This sets out the detail of the weights used for the formula.  Note that the rurality and remoteness adjustment is already included in the NRAC resource allocation formula as the excess cost adjustment for clinic-based community services.  

20. It should also be noted that the SAF has been in place for a number of years without major update.  At present there is work in progress for the updating of aspects of the formula.  Future revision of the formula would have implications for the precise distribution of funds – however, the purpose of allocating funds for general practice would remain relevant. 
21. The following table sets out an estimate of the per capita Global Sum allocation from the SAF alongside the estimated per capita spend on OOH services (from Table 1).  It also shows the ratio of expenditure per head on OOH to the Global Sum allocation per head.  
22. The treatment of 6% Global Sum retentions for patients registered with GP practices outside the board of their residence operate.  The analysis below does not explicitly consider cross board flows for primary care. 

Table 3: Estimated per capita Global Sum allocation and OOH expenditure, by HB, £ and %.
	Health Board
	Global Sum per capita
	OOH expenditure per OOH population
	Ratio of spend/hd OOH to GS

	Ayrshire & Arran
	71
	12
	17%

	Borders
	78
	29
	37%

	Dumfries & Galloway
	81
	21
	26%

	Fife
	65
	13
	20%

	Forth Valley
	68
	13
	19%

	Grampian
	69
	14
	20%

	Greater Glasgow & Clyde
	69
	10
	15%

	Highland
	94
	35
	37%

	Lanarkshire
	67
	13
	19%

	Lothian
	63
	10
	16%

	Orkney
	84
	39
	47%

	Shetland
	87
	16
	18%

	Tayside
	71
	15
	21%

	Western Isles
	113
	39
	35%

	Scotland
	70
	14
	20%


23. The average Global Sum (GS) allocation per person in Scotland is £70 but the allocation for HBs ranges from a low of £63 in Lothian to a high of £113 for Western Isles.  The estimated spend on OOH services (per person covered by OOH) ranges from 15% of the GS allocation in Glasgow to 47% in Orkney. The pattern in OOH expenditure per head broadly follows the pattern in Global Sum allocation per head, however, the four HB noted earlier with a relatively high spend per head (Borders, Highland, Orkney and Western Isles) also spend a relatively high proportion of the GS allocation per head.  
24. Some of the differences between boards looks surprising, at first glance.  For example it is not obvious why Shetland appear to be spending an equivalent of around 20% of the Global Sum per capita on OOH services whereas Highland and Orkney are spending around 2 and 2.5 times that share respectively
25. There are a number of potential explanations for the variation in OOH expenditure including:

· differences between boards in the recording of expenditure for the Costs Book e.g. in the apportionment of overheads;

· differences in the relative efficiency, between boards, of the model used for providing OOH services;

· differences in the unavoidable costs of providing the OOH service. 

26. It would be useful to know members views on the reasons for the variation, and of any data or analysis which would help to illuminate the determinants of the pattern of expenditure.  
27.  A priori we would expect that OOH services would be less likely than standard GS services to benefit from economies of scale in areas with low population density.  The data in Table 1 suggests that the average level of activity per person is very much lower for OOH than all GMS activity.  This implies that the minimum efficient scale
 for an OOH service in terms of the number of population per GP will be very much greater than is the case for standard GMS activity.  
28. However, whilst it may be practical to have larger ‘OOH practices’ in areas of sufficient population density, the need to be able to provide a home visit within a reasonable period of time may limit the population size of an OOH practice in areas of low population density because of the geographical size of the practice which would be required.  Effectively the need to be able to provide home visits to patients may constrain the OOH practice size to a sub-optimal level in areas of relatively low population density.  Indeed the data in Table 1 implies that home visits constitute around 21% of OOH consultations, which is a much higher rate than the 8% incorporated in the SAF.  
29. Assessing the appropriate weighting to reflect the potential diseconomies of scale of OOH relative to the standard GP practice would require further analysis.  Some illustrative estimates of the potential effects on the allocation may be obtained by adjusting the remote and rural weights in current formula.  
30. For the purpose of illustration we could arbitrarily increase the population sparsity and density weights.  However, we actually have separate estimates of these weights from the report of the review of the SAF in 2005/06: ‘Scottish Allocation Formula Review – Report from the Review Group’.  Whilst these do not explicitly seek to take account of the economies of scale effect discussed above the estimated weights are larger than those in the SAF – which would effectively reflect that effect.  

31. The following chart sets out the current pattern of spend per OOH patient by board recorded in the Costs Book.  Along side that we show the pattern of funds per head if that total Cost Book spend were allocated between boards using the standard SAF
.  Finally, we show the pattern of funds per head using alternative estimates of the remote and rural weighs obtained from the report of the Scottish Allocation Formula review group.  Note that these are illustrative and that calculation of equivalent board shares would reflect the relevant populations requiring OOH services. 
Chart 1: GP OOH – Actual spend and alternative allocation, £ per hd* 
[image: image1.emf]GP OOH allocation
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Note: * These are illustrative estimates – definitive calculations would be done by Practitioner Services Division.  
32.   This suggests that using the standard GS SAF would generate an allocation per head which would roughly approximate the current spend for around half of the boards.  However, for Borders, Highland, Orkney, Western Isles and Dumfries and Galloway the allocation would be substantially lower.  In contrast Glasgow and Lothian would receive substantially more.  
33. However using the alternative weights which were estimated by the review group would generate an allocation per head which appears closer to the actual spend.  Glasgow and Lothian are relatively close to actual spend; Ayrshire and Arran, Shetland and Grampian are somewhat above; Boarders Highland and Orkney are still below, though closer to, actual spend. 
34. It can be seen that these weights, which were estimated for a previous review exercise look quite useful.  In principle we could undertake research to explore the feasibility of re-estimating weights which would more closely approximate the pattern of actual spend.  However, that would be a time consuming process and it would be difficult to distinguish between unavoidable and unwarranted variation in the OOH spend.

35. Members are asked for their views on this work and specifically:

· do members think this work is potentially fruitful and should be explored further;

· do members have views on how we might better distinguish between unavoidable variation in costs and variation in efficiency between boards;

· do members think that the review group weights are sufficiently relevant to ask Practitioner Services Division to generate board shares on that basis for discussion in the group;

· do members want additional research to explore the potential for estimating weights specifically for the purpose of allocation for out of hours services (noting that this could potentially be a resource intensive or time consuming exercise)?

NRAC Analytical Support Team

July 2012

Annex A: GMS Statement of Financial Entitlement - extract (pp 126): 
“The Scottish Allocation Formula
B.3.
The Scottish Allocation Formula (SAF) determines how the global sum in Scotland is distributed between GP practices; it does not inform the total size of the Scottish budget for the global sum. The SAF is a population-based formula at GP practice level with a series of ‘weightings’ to reflect the relative needs of GMS patients and the additional costs of providing an adequate service in remote and rural areas of Scotland. The components of the SAF are:

· The GP practice population (total practice list size).

Adjusted for ‘weightings’ to reflect:

· The age and sex structure of the practice population (demography).

· The additional need of the practice population (morbidity and deprivation).

· The rurality and remoteness of the practice population.

There are other weights - set at a UK level - to take account of the larger workload in regard to care home patients and new registrations.  A further adjustment allows for differences in staff costs between health board areas. 

GP Practice Population

B.4.
The SAF uses the registered list of each practice as the basis for the GP practice population. 

Demography
B.5.
The relative need for GMS will to a significant extent depend on the age and sex structure of the GP practice population. The population groups that are relatively intensive users of GP services are children, young women and older patients. The SAF includes a series of age and sex ‘weightings’ to allocate a greater share of resources to practices with greater proportions of high-user patient groups than the Scottish average. These ‘weightings’ are summarised in the following table: 

	
	0-4
	5-14
	15-24
	25-44
	45-64
	65-74
	75-84
	85+

	Male
	2.86
	1.00
	1.28
	1.52
	2.17
	3.42
	4.45
	4.91

	Female
	2.51
	1.21
	2.71
	2.89
	3.17
	3.81
	4.66
	5.09


Note that the SAF age-sex ‘weightings’ are based on 2004/05 year data from the Practice Team Information (PTI) practices
 and are expressed relative to a male patient aged 5-14.

Additional Need
B.6.
The relative need for GMS will also depend on the socio-economic status of the GP practice population. People from deprived backgrounds typically have poorer health outcomes, higher morbidity and greater health needs. The SAF includes an index of deprivation and mortality to ‘weight’ the GP practice population on the basis of the following indicators:

· The unemployment rate.

· The proportion of elderly people claiming income support.

· The standardised mortality rate amongst people under the age of 65.

· Households with two or more indicators of deprivation.

A GP practice population with a higher proportion of high user patient groups - as defined by the above set of indicators - will receive a greater additional need ‘weighting’ under the SAF. The exact nature of the formula that ‘weights’ a practice list for deprivation and mortality is:


Practice List * [(0.92* (109.04 + 3.09 * Index) + (0.08* (82.46 + 4.89 * Index))]

Where, Index denotes the index of deprivation and mortality. Note that this adjustment is also split between 92 per cent surgery contacts and 8 per cent home contacts.

Remote and Rural Areas

B.7.
The costs of providing GMS in remote and rural locations are generally greater (per patient) than in urban population centres. The SAF therefore attempts to reflect this by ‘weighting’ practices for their remoteness and rurality. The three indicators that are used to reflect remoteness and rurality in the SAF are:

· The population density (hectares per resident) of the GP practice population.

· The population sparsity (the percentage of the population living in settlements of less than 500 residents) of the GP practice population.

· The percentage of patients in the GP practice population attracting road mileage payments. 

The exact nature of the formula that ‘weights’ a practice list for remoteness and rurality is:


Practice List * [54.54 + 1.88 * Population Density + 0.14 * Population Scarcity + 




0.11 * Road Mileage Payments]

This adjustment recognises the extra costs incurred in providing GMS services in remote and rural areas. 

The Weighted Practice Population
B.8.
The ‘weighted’ practice population or list is the registered GP practice population adjusted to reflect the Scottish ‘weights’ for age-sex, additional need and remoteness and rurality. The following illustrative example shows how the adjustments for age-sex, additional need and remoteness and rurality impact on the GP practices’ final allocation.

B.9.
 Suppose we have two practices A and B: 

· Practice A is a small practice with 2,000 registered patients. 

· Practice B is larger with 8,000 registered patients. 

Practice A is in a poorer rural area, which is serving an ageing population. Practice B is located in an affluent urban area, serving a relatively young population. If a budget of £10,000 was divided between practices A and B on the basis of their registered lists, then practice A would receive £2,000 and practice B £8,000. 

B.10.
However, the basis for the allocation is not the registered but the ‘weighted’ lists of the two practices, A and B. Possible adjustments for practices A and B are shown in the following table:

Illustrated example:

	
	Practice A
	Practice B
	Total

	
	
	
	

	Registered List
	2,000
	8,000
	10,000

	
	
	
	

	Age-Sex Adjustment
	1.10
	0.98
	-

	Deprivation Adjustment
	1.15
	0.95
	-

	Remote/Rural Adjustment
	1.15
	0.95
	-

	
	
	
	

	Weighted List
	2,910
	7,090
	10,000


The ‘weighted’ list for practice A is equal to (2,000 x 1.10 x 1.15 x 1.15 = 2,910 ‘weighted’ patients) and for practice B the relevant calculation is (8,000 x 0.98 x 0.95 x 0.95 = 7,090 ‘weighted’ patients). Practice A with 2,910 ‘weighted’ patients receives an increase in its allocation of £910. Practice B’s final allocation falls to £7,090.  

B.11.
The effect on the allocations for practices A and B is that £910 has been redistributed from practice B to practice A compared with what they would have received on the basis of their registered lists. Therefore, it is on the basis of the ‘weighted’ list that a practice’s indicative allocation for its share of the Scotland-wide global sum has been calculated.”

� The provision of a GP is a fixed cost and, as the number of patients covered by that GP increases the average cost of provision per patient declines.  Minimum efficient scale is the number of patients at which the average cost per patient reaches the lowest feasible level.  Where minimum efficient scale is not reached the service will operate at higher cost per patient that would otherwise be the case. 


� Note that this differs from the OOH data as it is spend per total practice population – not spend per OOH population. 


� Approximately 45 practices in Scotland provide monthly consultation returns to the PTI database.





