West Herts PCT 

PBC locality fair shares
Impact of changes in list size

2007/08 PBC budgets and distance from target (“fair shares”) calculations were based on list sizes at 1st April 2006.

The “fair share” calculations have been updated to reflect list sizes at 1st Jan 2008. This has resulted in changes to locality and practice “fair shares”. The source of the data in both cases is the Exeter system, adjusted for needs (based on patient residence by ward) as supplied by the Dept of Health based on list profiles at April 2006.

The needs weightings for each practice from the original toolkit have been applied to its new list (including the new age profile) in order to produce a revised fair share weighted for age and need
. Ideally we would have received new needs weightings from the Dept of Health matching each new patient to a ward. It has emerged that the Dept of Health had no plans to update the needs variables, and consequently we have decided to incorporate known list size changes into the existing model, rather than leave the fair shares unchanged based on lists from 2006. 

A full list of the needs variables is attached at Appendix 1.

As the formula is based on that used for PCT allocations, practice level fair shares should be treated with caution.

List size growth

The increase in list size over the period for the PCT as a whole is 9,352.

Table 1 shows the unweighted list sizes of the PCT at 1st April 2006 and 1st January 2008, and the growth, analysed by locality. 
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West Hertfordshire PCT

Locality 1.4.2006

Share of 

total 

1.1.2008

Share of total 

Increase/ 

(Decrease)

Percentage 

increase/ 

(Decrease)

Daccom 150,795           26.58% 151,822           26.33%

          1,027  0.68%

Hertsmere 74,772             13.18% 77,458             13.43%

          2,686  3.59%

Hertsmere (Red House) 17,197             3.03% 18,527             3.21%

          1,330  7.73%

Stacom 140,746           24.81% 142,411           24.69%

          1,665  1.18%

Watcom 183,833           32.40% 186,477           32.34%

          2,644  1.44%

Total 567,343           100.00% 576,695           100.00%           9,352  1.65%

List size (unweighted)


This increase has not been evenly spread across the PCT. Table 2 shows which localities have borne most of the increase in list size. For example Hertsmere has borne 29% of the total increase, significantly higher than its share of the previous total. Watcom has borne 28%, but based on its previous total might have expected to bear 32%. Daccom has borne significantly less of the increase than we might have expected. 
if a locality has borne a disproportionate share of the increase, it will have increased its share of the total population and, other things being equal, we can expect its share of the weighted population also to increase.
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Locality

Change from 

1.4.2006 to 1.1.2008

% share of total 

change

Daccom

                          1,027  10.98%

Hertsmere

                          2,686  28.72%

Hertsmere (Red House)

                          1,330  14.22%

Stacom

                          1,665  17.80%

Watcom

                          2,644  28.27%

Total                           9,352  100.00%

List size (unweighted)


Table 3 shows which 5 practices gained most patients, and which 5 practices lost most patients in the PCT.
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Most patients gained/(lost), by practice

Practice Code Locality

Change 

from 

1.4.2006 to 

1.1.2008

% share of total 

change

E82117 Hertsmere 1,830 20%

E82085 Red House 1,330 14%

Y01165 Watcom 1,163 12%

E82657 Hertsmere 729 8%

E82054 Watcom 512 5%

Others 6,066 65%

E82059 Stahcom (224) (2%)

E82131 Daccom (288) (3%)

E82048 Hertsmere (367) (4%)

E82020 Watcom (666) (7%)

E82015 Watcom (733) (8%)

Total  9352 100%

List size (unweighted)


A full list of practice list size changes, grouped by locality, is given in appendix 2.

Weighted population shares (fair shares)

The toolkit combines the age profile of the actual lists with the needs profiles of the practices (based on ward data) to produce each practice’s and locality’s weighted capitation share of a PCT total (100%).
Other things being equal, where a locality has increased its share of the total population, we would expect its share of the weighted population also to increase.

Table 4 gives, for each locality, its weighted population share of the PCT total at 1st April 2006 (used in the 2007/08 PBC budgets), and at 1st January 2008 (to be used for 2008/09), the difference, and the full potential impact of the change when set against the total PCT budget to be shared among localities.
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Weighted 

capitation 

share

Weighted 

capitation 

share

Locality 1.4.06 1.1.08 change x £k 706138

Daccom 27.105% 26.889% (0.215%) (1,521)

Hertsmere 14.310% 14.565% 0.256% 1,805

Red House 

2.685% 2.844% 0.159% 1,120

Stahcom 22.859% 22.774% (0.085%) (601)

Watcom 33.041% 32.927% (0.114%) (803)

Total all localities 100.000% 100.000% 0.000% 0


A full list of practices’ weighted population shares of the PCT total at 1st April 2006 (used in the 2007/08 PBC budgets), and at 1st January 2008 (to be used for 2008/09), and the difference, is given at Appendix 2.

Some practices will have seen their list size go up but their weighted population share go down. This may be because of a number of reasons, e.g.

· Even if their list size has risen, it may not have risen as fast as the PCT average, so their crude share  of the total PCT list will have reduced

· Their list may have kept pace with the PCT average growth, but they may have a lower health need profile than other practices with list size growth
· Their crude list size may have increased at the same rate and have a high need profile, but, compared to the rest of the PCT their age profile may have changed towards ages that do not draw heavily on NHS resources (see Table 5 and worked example in Appendix 3).
Table 5: Cost weights of different age bands

	People
	People
	People
	People
	People
	People
	People

	in list
	in list
	in list
	in list
	in list
	in list
	in list

	aged
	aged
	aged
	aged
	aged
	aged
	aged

	0_4
	5_15
	16_44
	45_64
	65_74
	75_84
	85&over

	 
	 
	 
	 
	 
	 
	 

	542.04
	269.01
	525.78
	655.41
	1,245.37
	1,976.50
	2,799.22


These three reasons will explain most apparent anomalies.

Impact on total budget
The impact on the localities’ fair share of the total PCT resources shared out (covering both items in and out of the scope of budgets) is shown in Table 4 above.
Although there are some significant changes, localities which gain may not be able to spend all of their apparent gain, and localities which lose will not necessarily have to find savings to match their apparent loss. This is because:
· Some of the expenditure will be apportioned on the basis of capitation shares, for example mental health, and a number of items out of the scope of PBC budgets. A higher share of the allocation will mean a higher share of such expenditure.
· Where a locality’s improved position results in growth over the maximum thought necessary, it is likely that the locality will wish to lodge the surplus with the SHA. The source of the deposits (ie which localities will contribute) will change as a result of this change in fair shares.

· The assumptions around pace of change, maximum budget growth and contributions to the deposit may have to be revised if they lead to budgets that are unrealistic or unworkable, and these revisions will be discussed with localities.

� Practice based commissioning – budget setting refinements and clarification of health funding flexibilities, incentive schemes and governance” (gateway 9203) implied that updated needs variables would be available from DoH. This revision of the fair shares calculation was postponed in anticipation of their being revised. In the event, we have had to rely on the previous variables from 2007. This assumes that a practice’s revised list will broadly share the needs characteristics of its previous list. This cannot be guaranteed. Where a whole practice has been taken over by another during the period, the needs variables of the previous practice have been incorporated into those of the new practice (not though to apply in West Herts). Otherwise no attempt has been made to track patients from one practice to another as this would be impracticable.  Where patients have moved between practices this may distort the results. It is assumed that any such distortion is insignificant.  This method is considered better than the alternative of reverting wholly to locality needs profiles, as this would have meant the loss of practice-level fair shares, and there is no evidence that the needs profiles of localities have not changed.





