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1. Welcome and apologies

Karen Facey (KF) welcomed everyone to the 6th meeting of the subgroup and noted apologies from those listed above. KF informed the group that the minutes from the previous meeting and any matters arising would be covered later on in the agenda to allow for the discussion on unmet need and the presentation on multimorbidity from Professor Bruce Guthrie, who would be joining the meeting shortly. 

2. Update on Unmet Need (TAMLC 15) 
Paudric Osborne (PO) introduced the agenda item on unmet need by presenting some slides (supported by paper TAMLC 15), to illustrate the concept of unmet need, the use of spline functions to adjust for unmet need; and possible alternative approaches to adjusting for unmet need using the Scottish Health Survey (SHeS) data.  PO described other alternative methods based on utilisation data such as examination of residuals, the variation method and the simple shortfall method. PO also explained the current NRAC adjustment for unmet need for the circulatory grouping which is based on the simple shortfall method. PO ended his presentation with a number of questions for the group, in particular, what other research is relevant/available to inform the work on unmet need; and what priority should be given to these alternative approaches to assessing the extent of unmet need.
There were a number of questions from the subgroup on the English research and PO described some of the techniques used in the context of health resource allocation in England included in paper TAMLC 15. PO highlighted to the group that a number of methods had been researched but not actually used in the formula itself in England. PO clarified that in England there is a specific objective relating to health inequalities and that this objective has been pursued through the allocation of a proportion of health funding on the basis of relative health-related outcomes.  The current - interim - approach relies on disability free life expectancy as the measure of health inequalities.  The measure is applied by comparing individual PCT performance to the best performing PCT (i.e. the one with the highest disability free life expectancy).  PO pointed out that further research into unmet need is being undertaken for England, but it is not clear if that will report in time to be considered by the subgroup.  
The discussion then moved on to the SHeS data. KF highlighted that the NRAC review used SHeS data to look at prevalence. Judith Stark (JS) asked about the quality of the SHeS data. PO explained that it is of fairly good quality and confirmed that it is coded using ICD-10 (WHO recognised). 
KF highlighted that the NRAC review looked beyond unmet need due to deprivation, at ethnicity, rurality etc and questioned whether we should only look at deprivation. PO confirmed that these other dimensions should also be investigated.   

The discussion moved on to focus on the cut off points for the spline functions and it was suggested by Diane Skatun (DS) and Andrew Daly (AD) to explore the lower 75%. There was additional discussion on high resource patients i.e. those who are admitted most often to hospital and who use up significant resources and it was suggested by the group to look at any available data within the NHS Boards. AD and David Garden (DG) agreed to investigate such sources from within their Board. Frances Elliot (FE) also suggested that PO talk to the SPARRA team in ISD about their predictive model for hospital admissions and how this can be refined based on a multi morbidity based population. 

Bruce Guthrie (BG) highlighted the primary care prescribing data is patient level and that 96.5% of prescriptions issued have a CHI number, which could be used for linkage.  

KF summarised the points made with an action to have a paper for the next meeting based on the discussions above. It was also agreed that KF would contact Matt Sutton (MS) to organise a meeting to discuss the unmet need work, given his previous work as part of the NRAC review. In addition to this, it was agreed that they would discuss what work on unmet need is feasible in the remaining 11 months of the review.
Action 1 - KF to contact MS to join conference call with PO and Donna Mikolajczak (DM) to discuss the unmet need work. 
Action 2 – PO to continue to develop the analysis on unmet need based on the discussions of the group and talk to the SPARRA team.

Action 3 – AD and DG to investigate any available data within their Board on high resource patients.
3. Presentation on Multimorbidity – Professor Bruce Guthrie, Professor of Primary Care Medicine, University of Dundee
KF welcomed Professor Guthrie to the meeting who had been invited to present research on multimorbidity in Scotland
. The research looked at the distribution of multimorbidity, and of comorbidity of physical and mental health disorders, in relation to age and socioeconomic deprivation1. The data used in the study consisted of clinical primary care data held by the University of Aberdeen on around 1.8 million people registered with 314 medical practices in Scotland as of March, 2007. Multimorbidity was defined as the presence of two or more disorders.
Professor Guthrie began by presenting the key findings from the research. He began by showing the prevalence of multimorbidity increases substantially with age (most present in people aged 65 years and older). Professor Guthrie highlighted that although prevalence is much higher in the older populations, over half of people with multimorbidity and almost two-thirds with physical–mental health comorbidity were less than 65 years old.  He then went on to show that, using the Scottish Index of Multiple Deprivation (SIMD), you are likely to develop two or more conditions 10-15 years earlier in people living in the most deprived areas compared with the most affluent.  Professor Guthrie went on to summarise that the research results showed that presence of a mental health disorder increased as the number of physical morbidities increased and was much greater in more deprived people.
Professor Guthrie then went on to highlight the correlation between certain conditions. For example, 52% of patients with Coronary Heart Disease also have hypertension. Professor Guthrie moved on to talk about some additional research around the predicted probability of unplanned hospital admissions in relation to the number of physical conditions and whether a patient had a mental health condition. He also talked about the corresponding predicted probability of potentially preventable unplanned admissions. The results showed that the predicted probabilities were higher for those patients with a mental health condition and increased in relation to the number of physical conditions. 
Professor Guthrie highlighted that there is no standard method of measuring multimorbidity and talked about the quality of the coding on primary care databases. Professor Guthrie concluded his presentation by highlighting the strength of patient level prescribing data and its potential use as an indicator of need.
KF thanked Professor Guthrie and highlighted the importance and usefulness of this research.  This was followed by an extensive discussion about the prescribing data. It was highlighted by Professor Guthrie that drug counts could potentially be a good predictor of cost and tells you how sick someone is. Roger Black (RB) agreed that prescribing data could be used to estimate prevalence but added that this may not be straightforward. There was also some further discussion on the data that showed that those with multiple conditions are more likely to present as an emergency hospital admission and the relevance of the research to secondary spend. Professor Guthrie highlighted that he would be surprised if some of the findings were not partly relevant to the secondary sector spend/need.

The discussion then moved on to comorbidity where the Charlson score and the variation in Boards completeness of secondary conditions; and HSMR (Hospital Standardised Mortality Ratio) were discussed by the group. It was agreed that more work is required, in terms of potential indicators of need and unmet need, to look at drug classes/counts within the patient level prescribing data. KF suggested that it might be useful for AST to look at the modelling approach adopted by the HSMR analytical team within ISD to see if any learning can be adopted for the Acute MLC review.
It was also noted by KF that the research discussed may be relevant to the Scottish Allocation Formula (SAF) review. 
Action 4 – AST to consider drug classes/counts data when looking at potential indicators of need and unmet need. 

Action 5 – AST to investigate the modelling carried out by the ISD HSMR team.
4. Minutes from previous meeting

Members of the subgroup were content that the minutes from the previous meeting were an accurate reflection of the discussion. The minutes were therefore approved.
5. Matters arising (TAMLC 16)       
KF highlighted that the only outstanding matters not covered by the agenda relate to a presentation to the Directors of Finance (DoFs) and Chairpersons. KF informed the group that the DOFs presentation is scheduled for December and the group are waiting on confirmation from Gary Coutts as to whether the Chairpersons would welcome a presentation on the work of the subgroup. 
6. Update on review of case-mix adjustment within the current NRAC costing method (TAMLC 17)
DM introduced the next item on the case-mix adjustment by reminding the subgroup of why we are looking at this aspect of the costing method, and then summarised the current case-mix adjustment method and its limitations. DM then moved on to explain the alternative case-mix adjustment approaches: the PLICS (Patient Level Information & Costing System) components and PLICS regression methods.  

Before introducing paper TAMLC17, DM handed over to Ahmed Mahmoud (AM) to present information on the calculation of cost of admission/per day. AM used a “case study” example of two socio-economically contrasting data zones to explain how resource is allocated for each speciality into fixed (cost of admission) and variable (cost per day) costs, and then applied through the NRAC formula. AM then explained the cost ratio calculation and showed the group the cost ratios without the application of any case-mix adjustment. KF commented on the incredible accuracy of NRAC considering how crude this method is.  
DM then introduced paper TAMLC17 and summarised the discussion from the previous meeting around the analyses of the two methods based on the PLICS data and the concerns raised about the considerable differences in the Cost of admission and Cost per day percentage splits. DM highlighted that AST were asked to investigate these differences and report back to the subgroup. DM went on to explain that after further examination of the methodology, it transpired that the methodology used in the PLICS regression analysis reported to the subgroup in August was not consistent with the current NRAC regression approach. This was the basis of many of the large differences between the two PLICS regression methods.  

DM confirmed that paper TAMLC 17 summarises the results of the existing NRAC case-mix adjustment approach, the PLICS components approach and revised results from the PLICS regression approach and the key issues relevant to the choices between the case-mix approaches. She pointed out that all three methods were evaluated against the TAGRA core criteria according to the views of AST. 
After talking through some of the analysis contained in the paper, DM referred to the table summarizing the three approaches in relation to the core criteria and highlighted to the group that AST recommended that the group adopt the PLICS components case-mix adjustment approach on the grounds that it doesn’t require regression analysis, there is absolute clarity on how it is calculated and there are no zero cost admission results. DM also pointed out that in addition to this method fairing well analytically, the PLICS components method fairs well against TAGRA’s core criteria of face validity, transparency and accuracy. 

KF opened up the discussion to the group. All agreed that the PLIC components method is the preferred option for the case-mix adjustment.  KF confirmed that a verbal update on this decision would be given to TAGRA at their next meeting in December.

Action 6 – KF to provide verbal update to TAGRA on the case-mix adjustment recommendation. 
7. Redraw of datazones
DM mentioned to the group that AM and Ciaran McCloskey (CM) recently attended a meeting on the datazone redraw. They confirmed that the number of datazones was increasing from 6505 to 6940 (+435). CM noted that the mapping of these Datazones is scheduled to be finished by end of October. It was agreed that AST would liaise with colleagues on the timescales for completion of the new datazones and analyse the impact of of the new datazones on the Acute MLC analysis and wider work plan before reporting back to the subgroup at the next meeting in January. 

Action 7 – AST to liaise with colleagues on concrete timescales for completion of the new datazones and assess the impact on the Acute MLC work plan. 
8.  Date of next meeting – Wednesday 14th January 2015 to discuss initial set of results on 
· Outliers, age split, geography, diagnostic groups, time
· Indicator analysis

· Unmet need

KF confirmed that future subgroup meetings will now alternate between Glasgow and Edinburgh using ISD premises and that the next meeting would mainly cover the points above.
9. A.O.B.
There was some discussion on the age split for the acute sector and it was mentioned that when modelling the data, the age split may be different for the various diagnostic groups. It was highlighted that clinical input would be extremely helpful for this exercise so it was therefore agreed that AST would seek clinical input on the age splits and diagnostic groups when modelling the acute data. 

Action 8 – AST to consult with appropriate clinicians on the age split when modelling the acute data.
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