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Letter from Scottish Government 
 
 
I agreed to provide the committee with further information on the following 
areas: 
 
Integrated Resource Framework (IRF)  
 
Work began within the Scottish Government in 2008 on an Integrated 
Resource Framework (IRF) for health and community care, as part of our 
ongoing strategy to shift the balance of care from institutional to community 
settings. Briefly, the fundamental purpose of the IRF is to enable partners in 
NHS Scotland and Local Authorities to: 
 
1. Understand the costs associated with the activities they plan for, invest in 

and deliver across the entire resource and service spectrum; and  
2. Examine variation in practice and outcomes for patients and service users 

in different localities.  
 
We have developed the programme on a partnership basis across Scottish 
Government, NHS Scotland and COSLA. The IRF, and the evidence that has 
emerged from partnerships developing the approach locally, has provided an 
important foundation for development of the Change Fund for Older People’s 
Services and Ministers’ proposals for integration of adult health and social 
care, particularly in relation to proposals for integrated finance and joint 
strategic commissioning of services.  
 
Work on the IRF has been taken forward in two broad phases. Across 
Scotland, all Health Boards, some with their Local Authority partners, have 
been supported by the Scottish Government in mapping their resource use 
and activity across health and social care.  Additionally, as members of the 
Committee will recall, four test sites were established in 2009 to focus on 
developing and implementing mechanisms for shifting resources both within 
the NHS, and between the NHS and local authority partners,  to deliver 
improved outcomes for their populations. The test sites (4 Health Boards and 
12 Councils) are as follows: 
 
Highland NHS Highland 

Argyll & Bute Council 
Highland Council 

Tayside NHS Tayside 
Angus Council 
Dundee City Council 
Perth and Kinross Council 

Ayrshire NHS Ayrshire and Arran 
East Ayrshire Council 
North Ayrshire Council 
South Ayrshire Council 

Lothian NHS Lothian 
City of Edinburgh Council 
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East Lothian Council 
Midlothian Council 
West Lothian Council 

 
In some of the test site partnerships, health and social care expenditure has 
been mapped to individual patient and client level, and linked together, so that 
approximately three quarters of total health and social care expenditure can 
be considered at patient/client level. In these partnerships, the balance of 
expenditure not yet available at individual level relates to services where 
individual level data is not yet routinely available. The advantage of holding 
data at individual level in this way is that it can be aggregated to report 
expenditure according to whichever programmes of care are of particular local 
interest to clinicians and care professionals. For example, joint expenditure 
can be aggregated and reported by GP practice, geography, care group, age, 
gender, etc. Analysing the data in this way also provides the opportunity to 
consider expenditure in terms of its preventative/reactive impact, and to report 
on the balance of care locally across institutional and community based 
settings.  
 
In the other test site partnerships, where social care expenditure has not been 
mapped and linked to health expenditure at individual level, two thirds of total 
health spend is available at individual patient level, also enabling clearer local 
understanding of patterns of activity and investment. 
 
An evaluation of progress and lessons learned from the IRF test sites will be 
published at the end of June 2012. 
 
Looking forward, we are giving consideration to how we can build on this work 
to support partnerships effectively within the context of Ministers’ proposals 
for integration of adult health and social care. At a technical level we are, for 
example, looking at the scope to roll out individual level data-linking across 
health and social care to all partnerships, are considering how best to improve 
patient level costing of hospital activity, and are considering how best to 
include community activity and GP practice activity within the analysis of 
spend and activity available to partnerships. In terms of developing capacity 
for effective joint strategic commissioning, we are also working with 
partnerships on developing strategies for prioritising commissioning and 
decommissioning decisions in health and social care.   
 
At the same time, we are encouraging all partnerships to use their current IRF 
data to inform the development of their Joint Commissioning Strategies for 
use of the Change Fund for Older People’s Services.  
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Draft National Outcomes for Adult Health and Social Care 
 
Members of the Committee can refer to the draft national outcomes for adult health 
and social care at Annex A of the consultation on Ministers’ proposals for integration 
of adult health and social care:   
http://www.scotland.gov.uk/Resource/0039/00392579.pdf  
 
The relevant text is reproduced here for convenience: 

A.1. Over recent years, a significant amount of work has gone into establishing 
outcomes and related measures for health and community/social care. With the 
commitment to establish an integrated approach to planning and delivering health 
and social care, the Scottish Government, COSLA and other key stakeholders have 
agreed to develop a set of shared outcomes and related indicators/measures that 
will underpin the delivery of the national outcomes, which form the National 
Performance Framework. The National Performance Framework enables partners to 
jointly drive and track progress towards delivery of agreed outcomes through better 
integration, supported by the development of Single Outcome Agreements. 

Health and Social Care Quality Measurement Framework 

 

http://www.scotland.gov.uk/Resource/0039/00392579.pdf
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A.2. The diagram illustrates how various sets of outcomes and indicators/measures 
relate to each other. It does not represent a governance structure. The three levels 
of measurement are defined as follows: 

Level 1 - high- level outcomes used to drive health and social care quality nationally 
over time, where progress is reported nationally by a small set of selected national 
indicators; 

Level 2 - publicly accountable indicators and targets for Health Boards, Community 
Planning Partnerships and Health and Social Care Partnerships used to drive short 
to medium term improvement and agreed to impact significantly and positively on the 
level 1 outcomes; and 

Level 3 - extensive range of indicators/measures used for local improvement and 
performance management, including core sets of specific indicators for national 
programmes. 

Health and Social Care Quality Outcomes 

A.3. Health and social care quality outcomes are high-level statements of what 
health and social care partners are attempting to achieve though integration and 
ultimately through the pursuit of quality improvement across health and social care. It 
is important to be explicit about these outcomes so that people can understand what 
they are working towards, maximise their contribution and have a clear 
understanding of the indicators that will be used to measure progress. 

A.4. It is intended that the proposed full set of health and social care quality 
outcomes will eventually replace the six Quality Outcomes, which have been 
developed through the implementation of the Healthcare Quality Strategy - i.e. they 
are not intended to form an additional set of outcomes. They are also intended to be 
integrated and aligned within the National Performance Framework and be included 
in all Single Outcome Agreements. 

A.5. Following a period of extensive engagement, seven proposed health and care 
integration outcomes have been developed to specifically reflect the outcomes, 
which are expected to be improved through the integration of health and social care. 
In order to reflect the wider priorities of health and social care, beyond those directly 
affected by the integration agenda, and before these outcomes can replace the 
current set developed through the healthcare quality strategy, further refinement will 
be required after consultation. 

A.6. A suite of indicators and measures for integration of adult health and social care 
is under development. These include measures from all three levels of the 
proposed Health and Social Care Quality Outcomes Framework. Development of 
outcomes and measures will continue over time as integration takes effect across 
health and social care. 
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Health and Care Integration Outcomes 

1. Healthier living 

Individuals and communities are able and motivated to look after and improve their 
health and wellbeing, resulting in more people living in good health for longer, with 
reduced health inequalities. 

2. Independent living 

People with disabilities, long term conditions or who become frail are able to live as 
safely and independently as possible in the community, and have control over their 
care and support. 

3. Positive experiences and outcomes 

People have positive experiences of health, social care and support services, which 
help to maintain or improve their quality of life. 

4. Carers are supported 

People who provide unpaid care to others are supported and able to maintain their 
own health and wellbeing. 

5. Services are safe 

People using health, social care and support services are safe- guarded from harm 
and have their dignity and human rights respected. 

6. Engaged workforce 

People who work in health and social care services are positive about their role and 
supported to improve the care and treatment they provide. 

7. Effective resource use 

The most effective use is made of resources across health and social care services, 
avoiding waste and unnecessary variation. 
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Technical Accounting Group for resource allocations (TAGRA) 

The method of allocating funds for Hospital and Community Health Services (HCHS) 
and GP prescribing (approximately 70% of the total NHS Scotland budget) to health 
boards is the formula developed by the NHS Scotland Resource Allocation 
Committee (NRAC).   NRAC’s remit was to ensure that funding was allocated on a 
fair and equitable basis according to the health needs of the population in all areas of 
Scotland.  
 
The NRAC formula, which was implemented in 2009/10, assesses each NHS 
Board’s relative need for funding, using information about its population size and 
characteristics that influence the need for healthcare in terms of hospital services, 
community services and GP prescribing; and the costs of delivering these services.  
The main drivers of the formula are:   

o share of the Scottish population living in the Board area; 
o age structure of the population and relative number of males and females; 
o morbidity and life circumstances (MLC); and 
o unavoidable excess costs of delivering healthcare in different geographical 

areas. 

An index is calculated for these elements in such a way that it compares each 
Board’s position with the national average.  For example, if the level of morbidity and 
mortality in a Board is higher than the national average its MLC index will be greater 
than 1 to reflect that its population will need relatively more healthcare resources.   

The NRAC formula led to improvements in key elements regarding population share, 
excess costs, the age-sex index and the MLC index. Some key improvements, as 
compared with the previous Arbuthnott formula, include: 

o Improved accuracy of predicting needs by constructing the formula at a lower 
geographical level.  

o Population projections are used that allow changes in NHS Board populations 
to be more quickly reflected in their share of resources.   

o The formula takes better account of the higher relative needs of the elderly 
and the very young, and the impact on resources of lengthening life 
expectancies. 

o More accurate reflection of the increased need for healthcare services in 
areas of deprivation and poor underlying health. 

o The formula takes better account of the unavoidable excess costs of 
delivering health services in different geographical environments, for example 
in rural areas. 

 
The NRAC formula seeks to take into account the effects of remoteness and rurality 
via the adjustment for unavoidable excess costs of supplying services.  NRAC also 
advised that there was a need for an ongoing review of the formula, to ensure that it 
is kept up to date.  This led to the establishment of the Technical Advisory Group on 
Resource Allocation (TAGRA), to oversee the maintenance and development of the 
formula. 
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TAGRA have looked at the impact of the NRAC formula on remote and rural areas.  
TAGRA concluded that although in general the current treatment of remote and rural 
areas in the NRAC formula is appropriate, there is at least one area where the 
formula could be improved (the treatment of GP out of hours services). A Remote 
and Rural working group has been established to take forward this recommendation.  
Further information on the work of the TAGRA Remote & Rural subgroup can be 
found here:  http://www.tagra.scot.nhs.uk/subgroups_RR.html. The subgroup has yet 
to make any final recommendations to TAGRA. 

In April 2011, a Morbidity & Life Circumstances subgroup was established to review 
this element of the NRAC formula. This subgroup is reviewing the care programmes 
starting with mental health and learning difficulties. Further information on the 
Morbidity & Life Circumstances subgroup can be found here:  
http://www.tagra.scot.nhs.uk/subgroups_MLC.html The subgroup has yet to make 
any final recommendations to TAGRA. 

I hope that the Committee finds this information helpful.  
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