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ABOUT THE TRENT INSTITUTE FOR HEALTH SERVICES RESEARCH

The Trent Institute for Health Services Research is a collaborative venture between the

Universities of Leicester, Nottingham and Sheffield, with support from NHS Executive Trent.

The Institute:

provides advice and support to NHS staff on undertaking Health Services Research
(HSR);

e provides a consultancy service to NHS bodies on service problems;
e provides training in HSR for career researchers and for health service professionals;
e provides educational support to NHS staff in the application of the results of research;
e disseminates the results of research to influence the provision of health care.
The Directors of the Institute are:  Professor R L Akehurst (Sheffield);
Professor C E D Chilvers (Nottingham); and
Professor M Clarke (Leicester).
Professor Akehurst currently undertakes the role of Institute Co-ordinator.
A Core Unit, which provides central administrative and co-ordinating services, is located in

Regent Court within the University of Sheffield in conjunction with the School of Health and
Related Research (ScCHARR).



FOREWORD

Recent years have seen the emergence of evidence-based medicine, evidence-based
commissioning and, to an extent, evidence-based policy. All GP practices in Trent and their
Health Authorities face a range of similar issues. As decisions become more evidence-

based, then the scope for sharing that evidence increases.

Following the establishment in Trent of the Working Group on Acute Purchasing, a similar
group was set up to consider issues of importance to purchasers and providers of primary

and community health care services.

The Department of General Practice at the University of Nottingham and the Nottingham
Unit of the Trent Institute facilitate the Working Group on Primary and Community Care
Purchasing. The topics for consideration were suggested at an initial meeting in 1996 of
representatives from purchasing authorities, from primary and community care and from
academic departments. Small groups consider the topics and draft reports are circulated for
consultation and presented at subsequent Working Group meetings. Comments and
suggestions received at those meetings are incorporated into the final text. The topics are
approved by the Purchasing Authority Chief Executives (PACE) group and the final reports

are submitted to them prior to publication.
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EXECUTIVE SUMMARY

At the first meeting of the Working Group on Primary and Community Care Purchasing,
information issues were highlighted as crucial for the development of Primary Care. This
Sub-Group agreed to meet on six occasions over a six month period and produce a report.
After consultation with other interested organisations and individuals, aims and objectives

were agreed. These related to the development of information for:

¢ health needs assessment (HNA);
¢ the purchasing function of Primary Care;
¢ the management of Primary Care as providers;

e resource allocation within districts.

The background to HNA is covered in some detail and a number of examples of good
practice in the use of information in Trent are described. Estimates have been made of the
costs of these projects. Considerable variation was found between Health Authorities (HAs)
in the availability of information, the systems for handling information and in what
information was used for. Based on examples of best practice, the Sub-Group drew up a
model dataset which is presented in an Appendix. This dataset would enable detailed
profiles to be drawn up of practices and the populations they serve. These profiles are the
basis of HNA and they should guide practices in drawing up business and purchasing plans.
In addition, they should guide HAs in resource allocation to Primary Care and in monitoring

and strategically developing services.

Recommendations are made regarding the collection and dissemination of information and

regarding future research requirements in this field.



1. INTRODUCTION

The terms of reference for the Sub-Group on Information for Health Needs Assessment and

Resource Allocation were to examine:

o the sources and quality of data and availability of data on services provided in
Primary Care and accessed through Primary Care;

) the use of data for:

— health needs assessment (HNA);

- developing the purchasing function of Primary Care, and joint commissioning
between Primary Care and Health Authorities (HAs);

— the management of Primary Care as providers;

— resource allocation within districts. .

It is envisaged that the information gathered will be available to, and used by, GPs and by
HAs to inform the above processes. The availability of quality information underpins all the
Trent Institute’s Working Groups on Primary and Community Care Purchasing and is clearly

necessary for the development of a Primary Care led NHS.

The material prepared by the Sub-Group was presented to the Trent Purchasing Authorities
Chief Executives (PACE) group. This report also provides a comprehensive section on the

background to HNA written by Professor Mike Pringle.



2. AIMS AND OBJECTIVES

The aims of the Sub-Group were to produce an outline of information requirements to
enhance HNA in Primary Care, to provide an interactive audit tool and to enable more

equitable allocation of resources.
The objectives of the group were:
° to consider the background to HNA;

o to find evidence of best practice in the use of data for the purposes outlined in the

aims, so that it can be disseminated;

. to investigate sources of data and recommend a common dataset;
. to make recommendations and to identify requirements for future research-in Trent
in this field.



3. THE BACKGROUND TO HEALTH NEEDS ASSESSMENT
a. A Historical Perspective

Preventive care, in the sense of parenting advice, early detection and holistic care, has been
a long term feature of Primary Care through general practitioners, community nurses, and
most notably health visitors 1. Immunisation programmes, cervical cytology, hypertension
screening, lifestyle advice, well person clinics, disease control in chronic disease, and now

lipid screening have been adopted, often with contractual incentives and rewardsZ.

This preventive activity, the focus of which has moved from community nurses onto general
practitioners and practice nurses, was placed into a strategic framework by the Health of
The Nation3, the objectives of which can only be met through primary, secondary and

tertiary prevention co-ordinated in Primary Care.

The second pressure for HNA has come from an increasing awareness of the social and
political context of health care. From the Black Report4 through to the recent Depértment of
Health report on variations in health5'7, there has been an increasing appreciation of the
effect of sex, age8'10, social class and economic status11'25, ethnicity26'30 and
geography on health experience and outcomes, and recently that the gap between the
“haves” and the “have nots” is increasing31‘35. Providing health care to the “have nots” is

more expensive36 and health gain is more difficult to obtain12,37.,38

Alongside the burgeoning of preventive activity and social awareness, the third major trend
that has led to the requirement for HNA is the internal market and its accompanying
commissioning ethos39. Not only are HAs commissioning Primary Care from general
practices and Community Trusts, but practices are increasingly commissioning Secondary

Care.

These three trends have been aided by, and themselves have stimulated, the development
of high quality computer databases in general practices, HAs and nationally40'45. These
have enabled the data for HNA to be more readily accessible to individual practices, Trusts
and HAs.



b. The Importance of Health Needs Assessment in General Practice

General practices now live in a world in which they must justify the resources they receive
for Primary Care. This varies from examination of their staffing, which is commonly
calculated as a ratio of registered population to the number of partners and other staff, to
prescribing budgets adjusted for age, sex and temporary residents, to consideration of
premises, the quality of which largely depends on historic investment. Part of GPs’ income
depends on hitting targets and demonstrating chronic disease programmesz. A large
proportion of resources allocated to practice populations for Secondary Care services is also

based on historic activity in that practice.

Such arrangements are not equitable to practices which have a high patient demand and
low potential for meeting targets. Deprivation payments based on the social characteristics

of the registered list have helped, but these payments are not a full compensation for the |
considerable needs and demands of some practice populations.36 Despite the difficulties
encountered in attempting to derive an equitable capitation formula, there is increasing
likelihood that in the future such calculations will be developed and will be based on

assessment of the needs of practice populations46.

Practices themselves, especially fundholders, make decisions on priorities when re-shaping
or developing their services. A practice can decide whether to employ a counsellor or to
prescribe more psychotropics. It can choose a physiotherapist or an osteopath or more joint
replacements. It can train a team member in sigmoidoscopy or continue to use the hospital
service. In order to make these decisions a practice needs to understand the comparative

needs of groups within its population.

For all these reasons, practices have to undertake HNA. These imperatives apply equally to
Community Trusts and HAs, where the concepts of HNA are integrated into public health
medicine and epidemiology47. The thrust of this report is on HNA in Primary and
Community Care, and it will concentrate on general practice, which, while being only a part

of the Primary and Community Care sector, acts as a paradigm for the whole.



c. The Theoretical Framework for Health Needs Assessment

HNA does not just involve looking at “needs” (explicit or implicit, expressed or hidden, met,
unmet or overmet) and “wants"48. It also includes considering the capacity of services to
meet needs, the current, predicted and potential use of resources and the cost-effective use
of resources, and, most importantly, current and predicted outcomes from developments in
care1,6,7,49-51 There are four established methodologies for assessing the health needs
of a geographical areal:49-51 4| of which are suitable for use in a general practice. They

each overlap and offer different insights into health problems. They are shown in Table 1:

Table 1: The main methodologies and data sources used in Health Needs Appraisal

Use of Health Authority, census and other

“Census, General Hou ey,
population databases MSGP4, and other OPCS surveys; regional

and local lifestyle surveys

Use of practice derived information, The practice database; cohort and

including computer databases and clinical significant event audits

audit
Rapid appraisal A rapid appraisal
Patient surveys Patient satisfaction surveys; local opinion

polls; specific surveys of patient groups

While census data can be useful for HNA as the only source of some data and the most
cost-effective source in other instances1’49'53, it has been heavily criticised for being
untimely and often inaccurate®4-57. Social class data®® and ethnicity data®9 might be

better continuously recorded in Primary Care.

Practice databases are becoming more accurate40'43, and can be combined with data from
conventional and significant event auditin960'67. Rapid appraisal is an established
technique for looking at the views of a community concerning their health, special risks and
the health care offered to them1:49-51,68_ patients can be surveyed to establish their views

on health priorities, the quality of services offered and the options for development69'74.



These methods supply a range of data items which have relevance to Primary Care as

shown in Table 2.

Table 2: The main data categories and data items, with their rationale

Demographic and socio-economic data on the population

Age/sex of population The age/sex profile of a practice influences morbidity, and
resource usageS-10,60-67

Social class and deprivation Social class and economic status is linked to morbidity,
mortality, lifestyle, and resource use4:5,11-25,75

Ethnicity ~ Ethnicity is linked to morbidity, mortality, risk factors and

resource use4v5’26'30

Risk and illness in the practice population

Morbidity Morbidity has resource implications75‘78

“Long term iliness” Asked in the Census, it may be a reliable indicator of
population morbidity53

Mortality In normal size practices numbers are too small for mortality to
be a good index, but it can inform auditingso'67

Risk and lifestyle Smoking, alcohol, exercise and high risk behaviour all

influence morbidity, mortality and outcome

Use of resources by the practice population

Consultation rates Workload varies with social variables, age and ethnicity36’79
Prescribing e.g. PACT Prescribing costs are linked to age and deprivation80
Investigations Patterns of investigations vary and have resource

implication581'87
Referrals Referral rates vary by practice, but are influenced by social
factors and ethnicity88'93

Quality of care
Cohort audits Audits can reflect patient needs, demands, and the quality of
care, including outcomes’2,94-107

Significant event audits Offers valuable insight into process and outcome of careb0-67

Patient/community views
Surveys Give patient views on services®9-74

Rapid appraisal Offers insight into local priorities 1:49-51.68




The data iteMs that we recommend for collection in Trent as a model dataset for Primary
Care are given in Appendix A. These are based on work by the Sub-Group and by Muir'®® -
Relatively few of the data items listed have to be collected by practices themselves. Most
items are derived from the Exeter System, district Patient Information Systems, PACT data,
and Census data. In order to use Census data, based on enumeration districts, they have to
be mapped together with a HA’s patient register, based on postcodes'®. This enables social
and economic data to be presented on practice populations, rather than just on electoral
wards as has previously been possible. There are several national and local projects
underway developing methods for collecting and using morbidity data from practices. These

can be added to this dataset in the future.



4, EXAMPLES OF GOOD PRACTICE IN TRENT

The Sub-Group found examples of projects in Trent which are using data in innovative ways
for HNA, planning and developing Primary Care services, purchasing and resources
allocation to practices.

a. Sheffield’s Practice Based Needs Assessment Pack'"’

This is a comprehensive document the aim of which is to provide a useful tool for practices
to help them carry out more HNA. It covers all of the important aspects of needs
assessment in Primary Care and explains the reasons why this has become such an
important subject. Most data sources are discussed, including: practice demography and
Census data; routine hospital data available from districts at practice level; practice based
data; special surveys; and, participative research. Crucial to this work is the Sheffield Health
Information Project (SHIP) which collects data from various sources and the Locality and
Practice Information System (LAPIS) which presents information in a user friendly way.
Work has been done with selected practices using some of the available data and the whole

pack is about to be piloted.
b. Doncaster’s Acuity Comparative Database'"!

In Doncaster, data from numerous sources are assembled in this system which can then
generate practice profiles and enable comparisons between practices to be undertaken. It
has many similar features to the LAPIS system used in Sheffield and has been used to
examine various issues. These include a study of GP prescribing in which it was possible to
look at practice rates and correlate them with socio-economic data, referral patterns and
practice characteristics. This enabled the reasons for high prescribing in Doncaster to be
determined more accurately and addressed. A related project used a variety of data to look
at the distribution of coronary heart disease and the use of cardiac services by the total
purchasing project practices. This information has been used to influence the purchasing of

cardiology and cardiothoracic services.



C. Practice Gazettes in Leicester'?

Over the past 18 months practices in Leicester have received detailed information on their
practice populations, resources available to them and their performance on a range of
issues. It is possible for them to compare their practices with locality, Leicestershire and
sometimes national averages. The Gazettes have been produced quarterly and each one
covers different topics. Not only are important process measures, such as, the admission
rates for diabetics in the past year included, but also provided are outcome measures such
as the percentage of diabetic patients reviewed. This is thought to be an indicator of the
overall quality of care for diabetics and is prominent in the St Vincent's Declaration.
Discussions with practices about the information on diabetes led to a dramatic increase in
the number of practices taking part in an on-going Medical Audit Advisory Group (MAAG)
audit of the management of diabetes in the parts of Leicester with the highest prevalence of
diabetes. 70% of practices responded to a questionnaire evaluating the Gazettes and 88%

of these welcomed the publication. Further evaluation of the project is underway.
d.  Lincolnshire’s MAAG'"

Since 1993 audits of a variety of topics such as asthma, diabetes and hypertension, have
been carried out. It is clear from the results of these audits that progress is being made on
two fronts. Firstly, practices are becoming more aware of the benefits of keeping data in a
structured and organised way. Secondly, practices have demonstrated clear improvements
in intermediate outcomes for diabetes. For example, in an audit of 31 practices, blood
sugars, blood pressure and cholesterol levels were better controlled in the second audit in
1994 than in the first audit in 1993. Currently 45 practices are involved in this audit. Another
initiative is a pilot with two practices analysing their current use of their clinical computer
systems, assessing their training needs and implementing focused education. Lincolnshire
MAAG liaises with the HA on practice development training and continuing medical
education. On behalf of the NHS Training Division, it has developed a curriculum
specification for Primary Care information training for undergraduate and postgraduate

medical courses.
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e. EQUIP'™ (Evaluating Quality in Practice), Practice Data Comparison Project
and FACTS'"® (Framework for Appropriate Care Throughout Sheffield)

These projects have been initiated by GPs in Sheffield and have received funds from a
variety of sources including the HA and Department of Health. EQUIP has been running
since 1992 and it now involves 55% of Sheffield practices in data collection to assess the
quality of services received from Trusts by patients and GPs. Results are disseminated to
GPs, providers and the HA. The 27 practices in the Data Comparison Project share
information on activity, and 8 also share data on morbidity and practice finances. The
FACTS project is highly innovative using a variety of well researched techniques to
encourage Primary Care teams to change clinical behaviour and promote evidence-based
medicine. Motivating GPs to collect and use practice-based data and audit activity within the

practice is a crucial feature of the project. 64% of Sheffield practices are involved.
f. Moves towards equitable resource allocation in North Derbyshire"s

Current resource allocation for services accessed through general practice and to general
practice itself have been found to be haphazard and inequitable. North Derbyshire has
attempted to find a rational and fairer method of resource allocation that is as rigorous and
scientifically based as possible but is also practical and politically acceptable to GPs and the
HA. The York Relative Needs Index (RNI),W'118 which uses a combination of health and
social variables, has been chosen as a measure of need for health services. Details of the
method used to apply the RNI to practices are available"®. Broad agreement has been

reached between the HA and GPs on the principles involved.

11



5. COST IMPLICATIONS OF THESE PROJECTS

Leaders of the projects described above were asked to try and quantify their expenditure in
terms of capital costs and running costs. This was difficult as some of them are part of
bigger projects, others have outside funding and many have used varying amounts of HA
staff time. There was a feeling that increasingly this type of work should become an integral

part of the activity of Information and Public Health Departments.

The Sheffield LAPIS project is now run by HA staff. The shell of the interface is available
free of charge to other districts with installation and user guides (but no training or support).
The cost of the Acuity system for installation, consultancy support and training was
approximately £30,000. In Leicester it was estimated to take six months to put together the
necessary database to produce the Gazette. It now costs between £5,000 and £10,000 per
annum to produce it quarterly. The overall budget of the Lincolnshire MAAG is £110,000 per
annum for 108 practices. The FACTS project in Sheffield have estimated that it would need

approximately £45,000 to set up similar projects in other districts.

12



6. CONCLUSIONS

Considerable variation was found between HAs in the availability of information, the systems
for handling information and in what information was used for. Based on examples of best
practice, the Sub-Group drew up what can be regarded as a model dataset, see Appendix
A. The information from such datasets enables practice profiles to be developed. These
profiles are the basis of HNA and they should guide practices in drawing up business and
purchasing plans. In addition, they should guide HAs in resource allocation to Primary Care

and in monitoring and strategically developing services.
The Sub-Group found that most HAs are beginning to bring together data on the use of

secondary and tertiary care services by general practice. Work is just beginning to try and

understand more fully the meaning of some of the wide variations in data between practices.

13



7. RECONMMENDATIONS

The Sub-Group made the following recommendations:

. Districts should have comprehensive computer information systems that can provide
practice-based information along the lines of the LAPIS, Acuity and Leicester

systems for the data items outlined in Appendix A.

. Each district should have a well resourced task group to assist anyone wishing to
undertake HNA and to promote the use of such data for commissioning, the
management of Primary Care teams as providers and for resource allocation to

practices.

14



RECOMMENDATIONS FOR FUTURE RESEARCH

Key questions that need researching are:

° what are the best ways to motivate Primary Care teams to use information to do
HNA;

. what are the most effective and efficient ways of doing HNA;

. what resources are needed in Primary Care teams and in HAs to promote
HNA?.

Several of the projects mentioned above are being evaluated. Questions regarding the
ability of the projects to effect change in practice should be an important aspect of

those evaluations.

Evaluation of the use of resource allocation formulae at a sub-district level. Specific

questions that need researching are:
. how to determine the choice of formulae in each district;

. what are the best methods of implementation of formulae;

. what are the outcomes of the exercise?

15
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APPENDIX A

SUGGESTED MODEL DATASET FOR GENERAL PRACTICES
INFORMATION AREA DATA ITEMS SOURCE
[1.INDICATORSOFNEED____ |~~~ | ]
Agel/sex profile Defined by sex/age bands HA (Exeter
0-5years System)
6-14 years
15-44 years
45-64 years
65-74 years
> 75 years
 Socio-economic indicators | % unemployed | HA (enumeration |

Data items can be aggregated to
provide indices such as the York
Relative Needs Index, Townsend
or Jarman Scores

Mortality Rates”

head of households born in
New Commonwealth and
Pakistan

elderly living alone

single parent household
limiting long term illness
overcrowded household
permanent sick

unskilled

moved in last year

no car

children <5 years

%
%
%
%
%
%
%
%
%
All causes SMR

All causes SMR <75 years
Mortality rates by cause:-

CHD (ICD9 410-414)

Stroke (ICD9 430-438)

Resp Dis (ICD9 460-519)

All cancers (ICD9 140-208)
Accidents and poisoning-(ICD9
800-999)

Birth rate (per 1,000 population)
Fertility rate (births per 1,000
women 15-44 years)

Stillbirth rate (per 1,000 total
births)

Low birthweight (% births < 2,500
kg)

Abortion rate (per 1,000 women
>11 years)

district based
Census data
extrapolated to
practices)

Calculated for
practices from
ONS data - These
need to be based
on 5 years data

Calculated for
practices from
ONS data or from
practice register -
These need to be
based on 5 years
data. Abortion rate
only available at
practice level from
practice register

* Note: Public Health Mortality File data from the Office of National Statistics (ONS) currently [1997] uses
ICD9. In the future ICD10 will be used. Conversion files are available to map from one to the other.
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INFORMATION AREA

DATA ITEMS

SOURCE

2. INDICATORS OF

| DEMAND/NEED __
a) Primary Care (all per 1,000

list population)

GP Consultation Rates

Community Services

b) Secondary Care (all per
1,000 list population)

Hospital activity

Out-patient attendances

Total consultation rate
Daytime rate

Home visits (daytime and
evening)

Night visits rate

District nurse contacts

Health visitor contacts
Chiropody contacts

Clinical psychology contacts
Physiotherapy and OT contacts
Speech therapy contacts
Mental health nursing contacts
Pathology requests

X-ray requests

Elective, non-elective and day
case admissions, by specialty and
provider. Standardised admission
rates all causes and by disease
categories:-

CHD (ICD 9 410-414)

Stroke (ICD 9 430-438)

Resp dis (ICD 9 460-519)

All cancers (ICD 9 140-208)
Injury and poisoning (ICD 9 800-
999)

Mental lliness (ICD9 290-319)

By major specialty and broken
down by new and follow-up cases

Practice data

Practice
register/local
trust(s)
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equivalent per 1,000 list
population)

Budget/expenditure
(all per 1,000 list population)

Prescribing

Practice nurse and other direct
patient care staff
Administration staff
Community nurses, health
visitors, community psychiatric
nurses, midwives

GMS cash limit expenditure
GMS non cash limit
expenditure

GMS total expenditure
HCHS expenditure

Total expenditure

Total items, cost per 1,000 list
population, per ASTRO-PU and
% generic prescribing.

As above by condition:-
CHD (BNF Ch2)

Stroke (BNF Ch 2.9)
Resp. disease (BNF Ch
3.1/3.2/3.3)

Cancers (BNF Ch 8)
Mental illness (BNF Ch
4.1/4.2/4.3)

INFORMATION AREA DATA ITEMS SOURCE
| 3. RESOURCE INDICATORS __ | ______ |
Staffing (all whole time GPs HA, local trust(s)

and practice
records

PACT data from
HA

Any other variables
of interest e.g.
inhaled cortico-
steroids, can be
produced from
PACT database.
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INFORMATION AREA

DATA ITEMS

SOURCE

4. QUALITY OF CARE

Screening/immunisation

% achieved

Immunisation - up to 2 years
Immunisation - up to 5 years
Cervical cytology

Breast screening

Practice records
and HA returns

Screening
programme data

Chronic disease
management

Special data

Diabetes

Number of patients with

- insulin-dependent diabetes

- non-insulin dependent diabetes

- hospital or shared care
programme

- programme conducted by the
practice alone

Asthma

Number of patients who

- received regular prophylactic
medication for their asthma

- had a measurement of their
peak flow rate within the past
year

Locally collected data from audits,

surveys, focus groups, rapid

appraisal, complaints etc.

Practice disease
register and HA
returns

Practice or locality
projects




