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Commissioning Improved Outcomes from Finite Resources: 
The Integrated Resource Framework 
Into the Spotlight 2nd December 2008

Introduction

The purpose of this note is to provide an overview of the resource challenges that the ageing demographic profile are likely to provide to Health and Social care Commissioners in Scotland and to outline the development of an Integrated Resource Framework that will allow them to more efficiently use their finite resources to improve Outcomes for patients and carers.
Background

The scale of the demographic challenge facing NHS Boards and their Local Authority partners in the medium to long term are well documented, with material increases in the number of elderly people, particularly in the >75 year age group, projected over the next twenty years1 
This will inevitably increase the demand for Health and social care services by this age group and a need to increase resource that Partners allocate to older peoples programmes. 

The chart below gives an indication of the scale of this additional investment. It shows the current and projected cost of elderly unplanned admissions, care home placements and home care services for one Scottish partnership over the next 15 years, assuming that existing service configurations remain unchanged.
Chart 1: Projected cost of unplanned admissions, care home places and home care services for >65yr age group in a Scottish Partnership.
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The challenge to partnerships is to co-ordinate the Commissioning of these services so as to contain additional investment to affordable levels and to maximise the Health and care gain obtained from the existing and additional investment. 

This raises the question of what might differently commissioned services be like for the patient.  To this end, the following section charts the decisions and experience of an individual patient journey (based on currently available cost information).

A Patient Experience Of Care Decisions And Their Costs 

The aim of describing a costed patient experience is to attempt to understand the cost of the different service paths that older people use, and to identify key decision making points, and possible costs, within the care system as it currently operates.  The This is to better understand the opportunity costs of following a path or direction in terms of service design or delivery, ie what opportunity (to use resource differently or more effectively) is lost by deciding to act in a given way .

The approach to this work has been to attempt to develop unit costs which reflect the long term marginal costs of current activity by:

· Building up a picture from “known/actual” tariffs  eg care home fees, (albeit that these do not currently fully reflect the costs across the whole system eg. assessment & review costs; GP time etc.);

· Developing a fully absorbed unit cost (ie one which adds together all the costs such as staff and buildings related to the provision of a unit of service) for a service such as home care.

· Developing a fully absorbed cost for activities/services which are harder to break down by hour (eg. “an assessment”)

· Bringing a number of services; activities and tariffs together to describe the cost of a broad care pathway, eg. the weekly cost of a “high level” community care package

The following sections follow the “care pathway” or history of a particular person’s use of Health and Social Care services:

Mr McG is 81years old.

He suffers from Heart Disease; Arthritis; and has poor sight.  He needs help with various daily living activities, as well as bathing, and getting out. 

He lives alone, but receives regular family visits.

Initially he receives a low level of service ( around £87 per week comprising principally home care and some community health inputs).

Three years later, at the age of 84, Mr McG’s sight has deteriorated as has his physical condition. He now needs greater assistance with daily living tasks, and receives a high level of service.  The weekly cost of this package, now comprising home, day and community health care totals £368 per week.
The costs above give an impression of the way in which a care package can build, and beg the question of what opportunities are being foregone by limited review or oversight when this case is in a “stable” period. 

· Would a more robust approach towards review provide better value for money?

· Would an investment of somewhere between £34 and £73 per week to provide more intensive case management be covered, given the incremental increase in this package from £86.80 to £368.40 per week over three years?

Aged 84, Mr McG becomes unwell, and the attending GP (already costed above) identifies that he has a Urinary Tract infection.  This could be treated at home with antibiotics, but the illness is causes some confusion and increased the likelihood of a fall.  To enable Mr McG to remain at home, he will require additional services for the next  72 hours.  

Decisions at this point lead to several scenarios with differing cost implications.  Two options are explored below:

Option 1

Mr McG is supported at home with a 72 hour care package for the crisis period; reducing to 20 hours per week for the next four weeks, before returning to the previous level. It aims to illustrate an expensive solution requiring an additional £1441 social care expenditure, plus some £144 of additional community health expenditure.

Option 2

Mr McG is admitted to the local District General Hospital where, due to his age and underlying conditions, his episode of care and treatment will cost an average of £2577 

Whilst the Acute episode alone would represent an additional cost to the system of £1136 (above the cost of the community package), the patient also spends seven Bed Days in a community hospital @ £276 costing £1932 for the total stay.  This calculation describes the cost to the system to £4509, representing an additional cost of £3068 above the community option, however, it is also worthy of note that this patient was then admitted to a Care Home, where he has since remained.  The cost of the increased home based care package would have required a six and a half week reduction in this length off stay to break even, raising the question as to whether it should have been attempted…..especially given that this was Mr McG’s preferred option.

Health and Social Care Commissioning in Scotland
If the above experience is to be considered at a population level, it becomes clear that two factors characterise the current arrangements for Commissioning Health and Social Care in Scotland.

Firstly, there is a degree of inter-dependence between Commissioners in local Health and Social care economies that is not reflected in financial integration between partners. For example, if a Local Authority decided to hold community care worker vacancies (to deliver a Social work budget) this could limit the ability of extended Primary care teams to manage individuals at home, and could potentially result in additional hospital admissions.  Equally, a drive to reduce hospital lengths of stay could lead to increased pressure on social work home care and care home budgets.  

Secondly, MAISOP have found variation in per capita Health and Social care investment across partnerships and little association between the variation in this investment and outcomes for patients and carers.

These points are illustrated in the chart below which shows the variation in the cost of Health and social care to the >75yrs population in four Localities in one Scottish partnership in 2006/07. The analysis includes unplanned admissions into community and general hospital (all specialties), community Health services, home care and care home places, for people aged >75 years in each Locality respectively. 

Chart 2: 2006/07 Health and Social Care Costs per person>75yrs in four localities in one Scottish partnership.
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Although there will be confounding differences in deprivation and sparsity across these Localities, there is clear variation in both the total cost/head and in the profile of inputs across the categories of care.
Given these characteristics, for Commissioners to be able to make efficient and equitable investment choices, they must, in the very least, have an understanding of both the relationship between the variation in level of inputs and outcomes;  and the interdependency between investment in community Health and Social care teams and bed days in hospital and care homes.

This point is echoed in two recent reports on Commissioning and Planning. The King’s fund found that: “There are serious doubts about the analytical power of Commissioners… It will require sophisticated economic, epidemiological, activity and cost modeling to determine what services will be needed over which periods of time and in which settings. Without this, services will change only incrementally – if at all and any imagined benefits for patients or costs will not be realised.” 2

The Commissioning toolkit for Long term conditions found that the starting point for Commissioning is “an analysis of current service provision including activity, resources and costs”. 3
It would seem then that two resource pre-conditions are required for Partnerships to be efficient and equitable Commissioners:

1) An Understanding of existing Health and Social care resource profiles for Partnership populations;

2) Agreed and transparent methods to allow this resource to flow between partners, thereby following the patient to the care setting that delivers the best outcomes.
The Integrated Resource Framework
In response to this, NHS Scotland (working with COSLA) has undertaken the development of an Integrated Resource Framework (IRF) for Health and Adult social care.

The Shifting the Balance of Care Delivery Group is responsible for the development of the IRF and the principles agreed by the Group on which the Framework will be established are that it should be:

· Outcomes Focused;

· Patient Centred;

· Evidence Based;

· Integrated; and 

· Sustainable.

The IRF has two components:
· An information system: establishing patient level cost, activity and quality information for Health and adult social care that can be applied across Partnerships;

· Protocols that describe the financial relationships between partners working within the Framework. 

The work-plan for the development of the Framework over the next two years falls into these categories as follows:

· Information system: Work with Partnerships to map Health and adult social care to local populations 

· Protocols –to develop, test and assess financial relationships in demonstrator pilots in a number of Partnerships (for example, Lead Commissioner arrangements; Pooled budget arrangements).
The work-streams will be run in parallel. The first will provide Partnerships with the information to be able to draw up effective and equitable Commissioning plans; the second with the financial and governance arrangements to be able to make the Commissioning plans a reality.
In this way, greater understanding of Partnership allocation and utilisation of resource will allow analysis of the existing profile of investment in Health and social care for populations (as shown in chart 3 & 4 below) and a means to effectively re-profile this to improve outcomes.
Chart 3: 2007/08 Total Health and Adult & Social care Budgets for a CHP population by type of care
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Chart 4: 2007/08 Balance of care for Total Health and Adult Social Care Resource for a CHP population.
Summary

Effective Commissioning requires greater understanding of current resource patterns across Partnerships and the ability to re-direct existing investment and target future investments to shape the services that improves outcomes for patients and carers.

The SBC sub-group is developing an Integrated Resource Framework to provide Boards and local partners with resource and activity information and the means to efficiently allocate that resource across Partnerships to Commission improvements in Health and social Care Outcomes.
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