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TAGRA MLC SUBGROUP
Minutes of 4th meeting – 14 March 2012 – St Andrews House, Edinburgh
	Present:
	Apologies:

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

	Angela Campbell (AC)
	Cathie Cowan

	Karen Facey (KF) (via phone)
	Richard Copland

	Moira Connolly (MC)
	Mag McFadden

	Moira Pringle (MP)
	Diane Skåtun

	Helene Irvine (HI)
	

	Sandra Quickert (SQ) (minutes)
	

	Iain Pearce (IP)
	

	Paudric Osborne (PO)
	

	Ellen Lynch (EL)
	


1. Welcome and apologies
Marion Bain (MB) welcomed members to the 4th meeting of the fourth subgroup, and noted apologies from Paddy Luo-Hopkins, Cathie Cowan, Richard Copland, Mag McFadden and Diane Skåtun. 

Marion Bain (MB) stated that the purpose of this meeting was to discuss paper “TMLC11 ‑ over 65s” only and the minutes of the 3rd meeting would be checked at the next meeting.  

2. Analysis on the over 65s – Paper TMLC 11
Iain Pearce (IP) presented this paper covering the following topics:
(i) Indicators
IP reported that a number of changes were proposed to the indicator set presented in the previous paper (TMLC09). Firstly, the standardized mortality ratio for the under 75s had been replaced with the standardized mortality ratio for the ages 65+ (SMR). This led to an improvement in performance. Helene Irvine (HI) queried whether the cost data the paper refers to was also restricted to the ages 65+, which was affirmed by IP. The subgroup agreed that using the over 65 SMR data to match the over 65 activity data made sense, and this change was approved.

IP then discussed the additional work that had been undertaken looking at indicators more widely.  Previous analysis had focussed more heavily on possible need indicators related to deprivation, and so in line with the subgroup’s wishes from the previous meeting analysis had been conducted attempting to broaden the indicator set.  This had included testing a range of indicators which could be seen as relating more to the wider physical and social environment of the area.  These were: crime rate, proximity to derelict sites (possible measures of the local physical and environmental amenity), proportion of properties receiving a single adult discount for council tax (taken as an indirect measure of social connectedness), and proportion of properties in council tax band A to C (taken as an indirect measure of building quality).  The median number of rooms in a property had also been considered as a possible indirect measure of social connectedness or crowding, but could not be used as data was not available for Shetland.

A stepwise regression had been carried out on this expanded data set, for linear, log-linear, and log-log models.  For both the linear and log-linear models, the stepwise regression suggested no change to the existing indicators, with attendance allowance and the SMR again the recommended indicators. For the log-log model, these two indicators were again recommended, but  in addition proximity to derelict sites was found to be marginally significant. The model fit - as measured with the adjusted R2 – was better for the log-linear and log-log models, although issues were noted around the suitability of this indicator with transformed data which would be discussed in more detail later.  On the other hand, the explanatory power of the indices was roughly the same in all three models with the linear model showing the highest value.

Karen Facey (KF) pointed out that the MLC adjustment is an adjustment for both morbidity and life circumstances, but at this age the morbidity component might be stronger. She queried whether there are any other morbidity data available. IP explained that data was not widely available at the small area level. Both standardized mortality ratio and the rate of self‑reported limiting long term illness from the census.  The latter had been found not to be significant in the presence of the mortality ratio (see TMLC09). Moira Connolly (MC) added that whilst health inequalities for the over 65s were not as well understood as for younger populations, she would have expected the prevalence of limiting long term conditions to be important, although she also expressed some caution around the use of self-reported prevalence data.  Angela Campbell (AC) reported that currently there is a project looking into polypharmacy and suggested to look into prescribing data. Marion Bain (MB) agreed that there is a potential for prescribing data to be useful, however not yet at this stage as the data is not readily available.
HI queried the difference between explanatory power and predictive power. IP explained that the explanatory power is derived from looking at the model fit as measured with the adjusted R2. The explanatory power of an index is the improvement in model fit when the index is added to the model.  For models involving transformation of data, the adjusted R2 is typically measured in the transformed scale rather than the raw scale. In contrast, the predictive power of a model refers to its ability to reproduce the original data, and is particularly relevant  when assessing the performance of models which involve transformation of data.  HI suggested adding definitions of all technical terms to the final report, which was agreed by the whole subgroup.
Action 1: Subgroup to note terms which should be added to a glossary for the final report.

AC also noted that the indicators for benefits will most certainly change in the near future with the introduction of Universal Credit and offered to provide more information on this.
Action 2: AC to provide more information on planned benefits changes whenever this information becomes available.

HI observed that deprivation is not well correlated to the cost ratios as seen by the paper. She queried whether this might lead to a flat funding. IP replied that a flat funding would only apply after an age/sex adjustment.  The case for flat funding is to some degree subjective, as it was difficult to devise an objective criteria as to when a model with significant indicators in it should be rejected. As here the additional power of the index is around 10% it is not a clear case whether this should be perceived as being too low. KF added that the issue of flat funding had been considered by NRAC, and models with lower adjusted R2 than seen here were currently used in the formula, such as for the maternity hospital care programme. 
(ii) Urban/rural markers

IP explained that he used the definition of rural with the Scottish Government Urban Rural Categories (SGURC) in order to distinguish urban from rural areas. Analysis had then been carried out comparing the different models and indicators in urban and rural areas.  SMR was found to be significant for both urban and rural areas, whilst attendance allowance (AA) was only significant in urban areas. Furthermore, the exclusion of AA had a limited impact on the adjusted R2 and on the slope of the SMR within the model.  It was therefore proposed to drop AA from the model.

Further analysis on geography had been undertaken using the rural markers developed by NHS Highland.  When these markers were included directly within the models, they were found to be insignificant. When the model results (excluding the markers) were analyzed for these areas, the SMR remained significant for remote rural areas and urban areas, but not for remote small towns and accessible rural areas. However, it was noted that the non‑significance results here may be due to smaller sample size.  It was proposed not to include adjustments for geography within the model.

Those present agreed to the proposed approaches. However, as Paddy Luo-Hopkins (PL) from NHS Highland could not participate in the meeting, it was agreed to seek his views before making a final decision.  
Action 3: Check with PL that he agrees to adopt the SMR as needs index and to drop urban/rural markers.
(iii) Time span

IP reported that a pattern similar to that seen in the under 65s emerged when the analysis was conducted on individual years, with need coefficients increasing as the data became more recent. However, the 3 year average value showed a higher value for the need indicator than in any single year seen, making a judgement difficult and suggesting that the variability in the data in any single year was introducing excessive noise into the model. Against this, the model fit improved along the years and was highest for the 3 year average.

The subgroup discussed the results, again noting that there was a trade-off between the responsiveness to the changes in services delivery and the stability of the formula.  It was difficult to tell how much of the change in the data by year was reflecting differences in services delivery and how much was simply due to natural variability in the data.  HI noted that instinctively she felt that there would be less change in MH&LD services for the over 65s than the under 65s. It was also noted that the difference between the one and three year results varied by functional form.  It was agreed to postpone a decision on time span until agreement had been reached over the preferred model form.
(iv) Model form
IP explained that he had looked at five model forms: linear, linear with a squared need term,  generalized linear model (GLM), log-linear, and log-log.  The results obtained by linear regression with squared term looked very close to the GLM.
The ability of each model to predict the mean of the actual data, 1,  was compared  The log‑linear and log-log models produced mean values noticeably different from 1 in the raw scale, even after smear factors were applied. It was therefore recommended not to pursue these models. The subgroup agreed with this decision.
IP explained that he had further compared the linear and GLM by looking at the residual sum of squares (RSS).  This was the difference between the actual data and values predicted by the models, but squared to eliminate negative values.  In general, a lower RSS was preferable. 
IP stated that the linear model has a lower RSS when one takes out the extreme outliers in the data, while the GLM has a lower RSS when the high outliers are included. IP noted that the RSS as a measure was very sensitive to whether these values were included, with around 60% of the RSS in both models due to the outliers, even though they accounted for only 1% of the data.  In response to a query from KF, IP noted that he was not recommending to exclude any outliers from the final model, but merely felt that it was important to understand how the model results and measure of relative performance of the different models could be affected by these data.

IP gave some information on the distribution of the outliers, which were not evenly distributed between the NHS Boards. He did not have information on the exact location of each outlier to hand, but noted that the outlier in NHS Highland was in Lochgilphead. KF remarked that there is a large mental hospital there. The subgroup asked for further information on outliers to be provided.
Action 4: IP to provide further details on the outliers.
There was also discussion around the criteria for choosing any functional form, should there be a lack of a strong analytical reason to chose one form over another.  IP suggested that preference should be given to the simpler and more transparent model form.  HI queried how the analysis in the paper compared with that produced by the Robertson Centre for Biostatistics (RCB) in their review of the NRAC formula undertaken on behalf of NHS Greater Glasgow & Clyde.  IP noted that there were differences between the two sets of work, as the RCB did not have data split into the under and over 65 age groups, and were looking at data from a different time period.  However, it was agreed that it would be useful to share the analysis with the RCB for their opinion.

Action 5: ASD to share papers with RCB

3. Any other business
AC remarked that Matt Sutton will be a member of TAGRA from April on and could be asked to comment on the work of the subgroup.
HI noted that it was important that work of the subgroup passed the ‘face validity’ test, and drew attention to the views of mental health colleagues in NHS GG&C that the current NRAC formula performed poorly in terms of assessing NHS GG&C’s need compared to other tools such as the Mental Illness Need Index (MINI).  It was noted that in part the difference could be explained by the coverage of the two indices, with the MINI not covering old age or learning difficulties.  HI and IP agreed to circulate further information on the MINI and how it compared with other indicators assessed to date.  
Action 6: HI and ASD to share papers on the MINI 
The current results will be presented to the Directors of Finance in early April. It was agreed to circulate the presentation slides within the subgroup prior to the meeting for comment.

Action 7: ASD to circulate presentation for DoFs
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