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Reference Costs Guidance 2014-15

Section 1: Introduction

Purpose and context

1. This guidance forms chapter 3 of Monitor's Approved Costing Guidance 2014-15".

2.  Trusts should read all sections of the guidance, and complete all reporting lines in the
collection templates, that are relevant to the services they provide, regardless of their

trust type. Table 1 provides a guide.

Table 1: Intended users

Section | Contents vl s | > @
3| 3|5| 8
< < = E
S| 5| €
o @) <
=
1 Introduction_ Essential information to help trusts prepare for the v v v v
2014-15 collection.
2 Data quality, validation and assurance Required reading for syl vl s
all trusts
3 Admitted patient care vV VvV
4 Outpatient services VvV
5 Emergency medicine v vV
6 Unbundled services V| vV
7 Renal dialysis v
8 Direct access services Vv Y
9 Mental health services VvV
10 Community services vV IV |V
11 Ambulance services v
12 Cystic fibrosis v
13 Services excluded from reference costs Required reading syl vl s
for all trusts.
14 Reconciliation Essential information about reconciling reference vyl vl v
costs to the final signed accounts. Required reading for all trusts.

Essential resources

3. Trusts will also need the following resources when preparing and submitting their
reference costs:

Unify2? — the Department’s corporate data collection system

The collection templates, comprising the following Microsoft Excel Macro-Enabled

2007-2010 workbooks (for which trusts will require Excel 2007 or later to run)

. a main reference costs workbook for reporting unit costs and activity, and
reconciling these to the final accounts. We refer to this workbook as REFC

! https://www.gov.uk/government/publications/approved-costing-guidance
2 http://nww.unify2.dh.nhs.uk/Unify2/interface/homepage.aspx

6
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. a spells workbook for reporting spell unit costs and activity. We refer to this
workbook as SPELLS

Reference costs system and workbook user guide — a manual to help users
submit their data in Unify2, which we will make available in the Unify2 forum in April

Healthcare Resource Group 4+ (HRG4+) 2014-15 Reference Costs Grouper and
documentation® - The National Casemix Office (NCO)* at the Health and Social
Care Information Centre (HSCIC) publish the Grouper and supporting documentation
including user manual, the Code to Group, individual chapter summaries, and a high
level summary of changes from the previous costing Grouper release®

The NCO has also provided us with an early view of the key changes to the grouper
this year, it can be found in Annex E. Full details of the design changes will be
available alongside the grouper when it is released.

The Terminology Reference-data Update Distribution (TRUD) service® supply a
number of data sets (that are also available on the Unify2 forum) to support
consistent coding of activity, including:

o the chemotherapy regimens list, including adult and paediatric regimens, with
mapping to OPCS-4 codes that have one-to-one relationships with unbundled
chemotherapy HRGs

. the National Interim Clinical Imaging Procedure (NICIP) code set of clinical
imaging procedures’, with mapping to OPCS-4 codes that relate to unbundled
diagnostic imaging HRGs

. the high cost drugs list and map to OPCS-4 codes

. the National Laboratory Medicines Catalogue, a national catalogue of
pathology tests

Patient level information and costing systems and reference costs best
practice guide — We are no longer updating this guide. It is in Section 17 of the
Reference costs guidance for 2012-138 for PLICS users wishing to refer to it.

4.  For this collection, trusts should have due regard to the costing principles and
standards set out in Approved Costing Guidance. There are also a number of
principles specific to reference costs. These are that reference costs:

(&) Are calculated on a full absorption basis to identify the full cost of all services
listed in subsequent sections of this guidance.

® http://www.hscic.gov.uk/casemix/costing

* http://www.ic.nhs.uk/casemix

° Following surveys of Grouper documentation which found that, in the main, the NHS were not using the
HRG4+ Chapter Listings, the National Casemix Office decided to cease their production from the 2012-13
Reference Costs Grouper onwards. The information held within the Chapter Listings can be found in the
Code to Group.

® http://www.uktcregistration.nss.cfh.nhs.uk/trud3/user/quest/group/0/home

" The NICIP code set is released biannually on 1 April and 1 October each year. Trusts should use the
October release that matches the reference costs year, i.e. October 2014 for 2014-15 reference costs.

® https://www.gov.uk/government/publications/reference-costs-quidance-for-2012-13



http://www.hscic.gov.uk/casemix/costing
http://www.ic.nhs.uk/casemix
http://www.uktcregistration.nss.cfh.nhs.uk/trud3/user/guest/group/0/home
https://www.gov.uk/government/publications/reference-costs-guidance-for-2012-13

(b) Are retrospective, and the quantum of costs used in their production should be
reconciled to the audited accounts. Movements in provisions, e.g. for bad debts,
redundancy, or reorganisation, that are reflected in the income and expenditure
account should be included in the quantum of costs. The reconciliation
statement that forms part of the return is an integral element of the audit trail for
this reconciliation.

(c) Are average unit costs, irrespective of the underlying data supporting their
calculation.

(d) Include the costs of drugs or devices against the relevant HRGs, even if the
drugs or devices are excluded from the national tariff or separately reported as
a memorandum item in the reconciliation statement workbook (paragraph 497).
The relevant HRG will be an unbundled high cost drug HRG if the drug has a
high cost drug OPCS-4 code, otherwise it will be a core HRG or other
unbundled HRG.

(e) Emphasise the cost of delivering the service, and not the location of the service
or the funding streams that are used to recover these costs. The services
covered are those provided to NHS patients regardless of location under a
range of contractual arrangements (e.g. with local authorities for public health
services, NHS England for prescribed specialised services, or clinical
commissioning groups (CCGs) for other services) where the provider incurs a
cost.

5. This guidance sets out the requirements for capturing activity to derive unit costs
from total costs. As a starting point, we recommend working through the guidance to
determine which services the trust provides and how to count activity needed for
each service. Include all activity unless we state in Section 13 that it should be
excluded.

6. The changes we are making to the reference costs collection in 2014-15 are
designed to:

(@) support the development of price setting, and the development of the scope and
design of currencies;

(b) ensure high quality and relevant data are collected; and to

(c) minimise the administrative burden of national cost collections.

7. The general feedback has been that the guidance for 2013-14 was of a high
standard, this was re-enforced by the Capita data assurance programme®. With this
in mind we have made minimal changes for this year’s guidance. A consistent
approach to reference costs will help to support PLICS implementation in the future.

8.  Whilst it will be for Monitor and the NHS England to decide to what extent 2014-15
reference costs are used to set national prices, we are making a number of changes

9
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10.

11.

12.

13.

14.

15.

16.

to support the development of price setting, and currencies to which prices could be
applied in the future.

Work is currently ongoing with a small number of providers to test the methodology
for reporting reference costs net of education and training. It is expected that we will
invite a significantly increased and representative sample of trusts to resubmit their
2014-15 reference costs net of education and training costs in Autumn 2015

This exercise will inform the approach to submitting reference costs in 2015-16. We
would encourage trusts to get involved in this exercise to help address any potential
issues with the proposed methodology and also prepare for any future changes to
the collection exercise.

Please note this work has no impact on the approach and timescales associated with
2014-15 reference costs

The start of the collection window for education and training is once again expected
to be aligned with the start of reference costs and close two weeks later. Work is
ongoing to reflect feedback from NHS provider organisations around the deadlines
for initial submissions and start of the resubmission period, with the potential that
resubmissions will be restricted and controlled by the Department.

We have made a number of small changes to mental health services (Section 9).
This is following consultation with Monitor, NHS England and following meetings with
various mental health providers.

The changes to mental health services are primarily the introduction of some new
categories:

(@) Forinitial assessment charges — IA98 “patient assessed but not accepted into
services” (this is a collection currency only and not a new cluster as part of the
MHMDS).

(b) Under Specialist mental health services we have reintroduced the category
“other specialist mental health services” for inpatient services.

(c) We have introduced separate categories under specialist mental health teams
for liaison services. Providers will now be required to separate the costs and
activity for the different types of Liaison services.

(d) We have also included a separate category under specialist mental health
teams for “Psycho-sexual services”.

(e) Finally, we have also removed the requirement for providers to move the costs
of community teams visiting patients who are admitted into the inpatient cost
guantum. The costs of these contacts with inpatients will remain in the non-
admitted cost quantum for the cluster.

Monitor and NHS England are committed to developing currencies and payment
systems for community services. The community tariff working group is considering a
number of innovative approaches. We have also met with community trusts who
identified improvements that could be made to the reference costs guidance and
collection around definitions, currencies, and excluded services.

Further to this we have recently formed a community reference costs advisory group
in an attempt to ascertain the costing issues occurring in community services and



17.

18.

19.

20.

21.

22.

attempt to resolve them by amending the guidance following discussion with that
forum.

As a result, we have made some changes to Section 10, including the introduction of
an extra currency for wheelchair services, and the refinement of other costing
categories. These changes are designed to promote costing in community services
whilst longer term development work continues. Specifically, we are

(@) Adding an extra currency to wheelchair services, in addition to the new set of
currencies added last year we have introduced a currency for “specialist
modifications without supply of chair”.

(b) Introducing a “Special schools” category to nursing services as it has different
costs and is separately funded.

(c) Aligning the activity measure of a community group session to the mental health
services definition. This means that activity is now counted per patient
attending a session rather than the number as one group.

(d) Re-introducing the community rehabilitation teams for single condition
community rehabilitation as removal of this last year left these teams with no
obvious method of reporting their costs and activity.

We are going to re-start the collection of cost and activity sub-contracted by providers
to the independent sector (paragraph 32). The contracted out services will be
collected at HRG level.

The Department and its Arms’ Length Bodies (ALB'’s) are signatories to the
concordat for reducing the administrative burden arising from national requests for
information. The concordat commits signatories to core principles governing the
collection of data from NHS bodies, and to a collaborative approach and systematic
approach to data collections across the health and social care system.

In the 2013-14 reference costs survey trusts reported spending, on average, 93 days
collating and submitting the reference costs return. We are conscious of the
increasing demands on costing teams as the PLICS collection and the education and
training collection develop. We are therefore committed to taking steps to simplify the
reference costs collection; we aim to achieve this in 2014-15 by making minimal
changes to the previous year.

As indicated in paragraph 9, we are also working towards a position where trusts will
exclude from reference costs the cost of, rather than the income from, funding
streams such as education and training. This will help to remove the requirement for
separate collections and instead create an integrated collection exercise.

The PbR data assurance programme found that there were some areas of guidance
which could be improved, specifically around chemotherapy and radiotherapy. Capita
are going to supply us with the details of the providers who had specific issues and



23.

24.

25.

26.

27.

28.

we will form a working group to try to overcome them.

We are aware that as the shift towards treatment in community settings increases we
need more robust methods of collecting that data for reference costs. We will, in
partnership with the sector, investigate the best way to ensure we capture the full
costs of services regardless of where they are carried out.

We will continue to develop currencies in community services and mental health
services to improve the quality of the data collected. We will examine the inclusion of
the collection of the number of patients treated as well as the number of contacts for
community teams.

We will look into the possibility of a pilot collection in community services using the
Community Healthcare Groups (CHG'’s), which are currently being developed by
HSCIC. The CHG's will be based on the Children and Young People’s Health
Services Data Set (CYPHS), further information can be found here'®. The potential
use of the CHG's for a pilot collection will be discussed at a future community RCAG
when we have more information.

We will introduce a new collection of cluster costs for IAPT services; this follows a
pilot exercise by the NHS England development team and the mandatory clustering
of IAPT services from April 2015, We will work closely with NHS England and the
pilot group throughout the year to ensure that we have robust guidance and
worksheets in place for the collection of this data in 2015-16.

We will introduce a new collection of forensic inpatient mental health services on a
cluster basis. We will work closely with NHS England and the pilot group throughout
the year to ensure that we have robust guidance and worksheets in place for the
collection of this data in 2015-16.

We are, along with NHS England, investigating the costing treatment of short shelf
life drugs. We will be speaking to providers to find out how these drugs are currently
treated and will include detailed guidance next year to ensure consistency.

19 hitp://www. hscic.gov.uk/maternityandchildren/CYPHS

" http://www.iapt.nhs.uk/pbr/
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29.

30.

31.

32.

33.

34.

The Review of Central Returns Committee (ROCR)*? has previously approved this
collection under reference number ROCR/OR/2132/FT6/002MAND. A new licence is
pending, and it is therefore mandatory for all*®* NHS trusts and NHS foundation trusts
in existence between 1 April 2013 and 31 March 2014 to comply with this guidance
and its timescales.

We based our evidence to ROCR on the administrative burden of collating and
submitting reference costs on findings from the 2013 reference costs survey. ROCR
are also keen to receive feedback on central data collections from colleagues who
submit returns, in particular information about the length of time data collections take
to complete and any issues, suggested improvements or duplication. Feedback
should be submitted to ROCR using an online form™*.

Trusts should submit unit costs for all services relating to their own provider function,
including services delivered under Any Qualified Provider (AQP), but excluding
services listed in Section 13. In line with guidance for provider-to-provider
agreements (paragraph 485), the receiving trust should include costs and activity for
services it sub-contracted to other trusts.

NHS providers sub-contract work to the independent sector in a number of
circumstances such as when they are unable to meet capacity requirements. NHS
providers who sub-contract work outside of the NHS, either to private or charitable
sector organisations, are required to include this information in their reference costs
return to the same level of detail as for the provision of their own services. This will
assist in understanding the cost differentials between the NHS and independent
sectors. There is, however, no requirement to separately identify work sub-contracted
to other NHS providers.

NHS trusts and NHS foundation trusts may therefore need to include two data types
in their return, depending on whether they receive health care activity from
independent sector providers, covering

(@) the costs of their own provider function (data type OWN in the workbook)

(b) the costs to them of sub-contracting services to the independent sector (data
type OUT in the workbook), with the exception of mental health care clusters
(paragraph 300).

In line with Treasury’s Financial Reporting Manual, combining two or more public
bodies or transferring functions from one part of the public sector is accounted for
using absorption rather than merger accounting. Thus:

(@) where trust A is dissolved in-year, e.g. on 30 June 2013, and is acquired in-year
by trust B, e.g. on 1 July 2013, it is the responsibility of trust B to ensure a
single 2013-14 reference costs return combining the costs and activity of both

12 hitp://www.hscic.gov.uk/baas

3 With the exceptions of Calderstones Partnership NHS Foundation Trust and NHS Direct, who are not
required to submit reference costs.
' http://www. hscic.gov.uk/3939
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35.

36.

37.

(b)

(€)

trust A and B is submitted by the mandatory deadline. When completing the
reconciliation statement, trust B will need to reconcile to the sum of two sets of
accounts: one covering trust A from 1 April 2013 to 30 June 2013, and one
covering trust B from 1 April 2013 to 30 June 2013 and trust A and B combined
from 1 July 2013 to 31 March 2014

where trust C is dissolved on 31 March 2014 and is acquired by trust D on 1
April 2014, a separate reference costs return will be required for trust C, which
will be completed by trust D in addition to trust D’s own return

where there is a transfer of function from trust E to trust F and neither trust
dissolves, each trust will account for the transferred function for the period they
provided the service. Reference costs will follow the financial accounts and no
adjustment will be required. A complication with absorption accounting is that
any assets transferred between the bodies could results in a gain or loss in the
Statement of Comprehensive Income. Any such gain or loss should not be
included when calculating reference costs and is not included in the
reconciliation statement.

It may be necessary to speak to financial accounts colleagues about any such
transfers within the organisation.

Successful applicants to NHS foundation trust status during the financial year must
submit one full year’s reference costs for the sum of the NHS trust and the NHS
foundation trust.

Where a spell begins in the preceding reference costs year and continues into the
current reference costs year, all associated finished consultant episodes (FCES)
should be included. Where a spell begins in the current reference costs year and
continues into the next reference costs year all associated FCEs should be excluded.

Timetable

38. Table 2 gives a high level timetable for 2014-15 reference costs.

Table 2: Reference costs timetable

Date Milestone

ey 2015 | e e ot

23 March 2015 Release of HRG4+ 2014-15 Reference Costs Grouper and documentation

April 2015 Release of Unify2 compliant REFC and SPELLS test workbooks

May 2015 Release of Unify2 compliant REFC and SPELLS final workbooks

22 June 2015 Reference costs collection window opens

31 July 2015 Reference costs collection window closes

ézgresrzger 2015 Analysis of data

September 2015 Release of draft Reference Cost Index (RCI) on Unify2

October 2015 Publication of national schedules of reference costs, final RCls and source data

39. Table 3 describes the six week reference costs collection window?® in more detail.

Table 3: Collection window

!*> Separate education and training costs guidance describes the window for that collection in more detail.
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Week Date Milestone Notes
22 June Finance Directors that are ready to sign off
1 Collection window opens REFC (and SPELLS if appropriate) may do
2015 . ;
so at any time from this date.
Experience from previous years suggests that
trusts that wait until the final week of the
24 Jul Deadline for initial REFC( and window before making an initial submission
5 y SPELLS if appropriate) face the biggest challenge in terms of
2015 o e
submissions timeliness and accuracy. Trusts must make
an initial submission of REFC (and SPELLS
if appropriate) by this deadline.
6 %]‘_]5‘"3/ Last possible date for Finance London. See Annex B.
Directors to sign off REFC (and
SPELLS if appropriate). Only
28 July Finance Directors will have Unify2
6 2015 accounts with sign off rights. South of England. See Annex B.
Finance Directors unable to sign
off on their designated date should
6 |293uly | contactus to agree an altenative | widlands and East of England. See Annex B.
2105 date within the window, or to agree
a named deputy who will be
30 Jul granted a temporary Unify2
6 y account with Sign off rights_ North of England. See Annex B.
2015
31 July . : There will be no opportunity to resubmit
6 2015 Collection window closes. after this date.

Resubmissions of data

40.

41.

42.

Once the collection has closed, trusts will not be allowed to resubmit data via Unify2.

During the analysis of submissions between August 2105 and September 2015, the
reference costs team will contact trusts if analysis suggests there may be an error in
their data. Trusts will be required to investigate their submission further and report
back on any errors found. An impact analysis will be performed by the reference
costs team between the original submitted data and the corrected data. Only where a
trust has errors in their data that would materially affect national average unit costs
will a resubmission via Unify2 be authorised.

Trusts with data errors which do not have a material impact on national average unit
cost but which impact on their Reference Costs Index (RCI) will have their RCI
annotated in the publication, so users of the data are aware, if for example they are
making comparisons between trusts.

14
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NHS Data Model and Dictionary

43. Where possible, we have aligned the requirements of the reference cost collection
with the definitions in the NHS Data Model and Dictionary® (the Data Dictionary) and
included links in this guidance.

Treatment function codes

44. Admitted patient care, outpatient, and some unbundled services should be reported
by treatment function’. The Information Standards Board (ISB) issued the latest
changes to treatment function codes (TFCs) in Amd 17/2012"8 in November 2012.
These changes have been incorporated into the list of TFCs™ in the Data Dictionary,
but are only available to flow in the latest version of the commissioning data sets
(CDS 6.2)%°. All these TFCs will be available in the reference costs workbook, except
those listed in Table 4.

Table 4: TFCs excluded from the reference costs workbook

TFC Description Rationale Para

Costs and activity should be reported against cystic fibrosis

264 | Paediatric cystic fibrosis ; 427
year of care currencies

343 Adult cystic fibrosis Costs and activity should be reported against cystic fibrosis 427
service year of care currencies

Costs should be reported under obstetrics (501) or midwife

424 | Well babies episodes (560), and activity excluded

700 | Learning disability Learning disability services are excluded from reference costs 453

Healthcare resource groups

45. HRGs underpin the national tariff from costing through to payment. They are refined
every year in line with changing clinical practice and policy requirements. Reference
costs for admitted patient care, outpatients, emergency medicine and unbundled
services are collected using the latest version, HRG4+.

46. Trusts must use outputs from the HRG4+ 2014-15 Reference Costs Grouper (the
Grouper), and the suite of supporting documentation, when compiling their reference
costs.

47. The Grouper will be supported by the underlying primary classification systems and
requires inputs from the CDS covering admitted patient care, critical care, outpatients
and emergency medicine. The renal dialysis core HRGs for chronic kidney disease
are generated by use of fields from the National Renal Dataset rather than from a
CDS (paragraph 242).

18 http://www.datadictionary.nhs.uk/
7 http://www.datadictionary.nhs.uk/data_dictionary/classes/t/treatment function de.asp?shownav=1
12 http://www.isb.nhs.uk/documents/isb-0028/amd-17-2012/index_html

http://www.datadictionary.nhs.uk/data_dictionary/attributes/t/tran/treatment_function code de.asp?shownav
=1

20

http://www.datadictionary.nhs.uk/web_site content/cds supporting information/commissioning_data set ve
rsion 6-2 type list.asp?shownav=1
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48. Unbundled HRGs (Section 6) are a key design feature in HRG4+. This guidance
explains where costs and activity should be reported against unbundled HRGs, and
where they should be reported against core HRGs.

49. Table 5 lists HRGs where zero costs should be allocated. We will exclude these
HRGs from the workbooks.

Table 5: Zero cost HRGs
HRG Description Rationale
DZ13A | Cystic Fibrosis with CC Score 1+
DZ13B | Cystic Fibrosis with CC Score 0
PD13A | Paediatric Cystic Fibrosis with CC Score 5+
PD13B | Paediatric Cystic Fibrosis with CC Score 2-4

Costs should be reported against
cystic fibrosis year of care

PD13C | Paediatric Cystic Fibrosis with CC Score 1 currencies
PD13D | Paediatric Cystic Fibrosis with CC Score 0
Same Day Dialysis Admission or Attendance, 19 years and
LA97A .
over Costs should be reported against
LAG7B Same Day Dialysis Admission or Attendance, 18 years and the LD HRGs

under

Costs should be reported as part
of the maternity delivery episode

PB03Z | Healthy Baby

50. The National Service Framework for children defines a child as up to and including
18 years of age and an adult as 19 years and over. These definitions of a child and
adult are generally applied within HRG4+ and to other services in reference costs,
except where specified, e.g. cystic fibrosis.

Primary classifications

51. HRG4+ relies on two underlying primary classification systems:

(@) the International Statistical Classification of Diseases and Related Health
Problems Tenth Revision (ICD-10)
(b) the OPCS Classification of Interventions and Procedures (OPCS-4).

52. The NHS should have implemented:

(@) ICD-10 4th Edition on 1 April 2012, as notified in ISB 00212}, The NHS
Classifications Service have provided updated data files and training materials
for the NHS and system suppliers

(b) OPCS-4.7, released to the service in April 2014%

22

53. These revisions underpin HRGs in the HRG4+ 2014-15 Reference Costs Grouper.

Queries

54. A number of national costing groups oversee the development of costing in areas
such as mental health and ambulance services. Local costing groups provide an
opportunity for providers to share best practice.

2L http://www.isb.nhs.uk/library/standard/119
2 http://systems.hscic.gov.uk/data/clinicalcoding/codingstandards/icd10/icd10updates/index_html
3 http://systems.hscic.gov.uk/data/clinicalcoding/codingstandards/opcs4
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55.

56.

S7.

The Unify2 forum is an informal forum for NHS costing colleagues. We also use it to
post other relevant materials in the lead up to the collection window.

Queries about HRGs and the HRG4+ 2014-15 Reference Costs Grouper should be
directed to enquiries@ic.nhs.uk, and queries about clinical coding and the Data
Dictionary to datastandards@nhs.net.

For queries requiring an official response:

(&) NHS trusts with queries that cannot be resolved using these resources should
contact the NHS Trust Development Authority (NHS TDA) at
tda.finplan@nhs.net in the first instance

(b) NHS foundation trusts should contact us directly at
ReferenceCosts@dh.gsi.gov.uk.
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Section 2: Data quality, validation and
assurance

Introduction

58. This section describes:

(@) the validations that will be performed on the cost data during the collection
window to help improve quality;

(b) the self-assessment quality checklist that must be completed alongside
reference cost returns; and

(c) the requirement for Boards to approve the costing process and Finance
Directors to sign off the cost data.

59. Accurate cost data is fundamentally important to support the joint responsibility of
Monitor and NHS England for pricing NHS services in England.

60. Itis also important to note that the accuracy is important for NHS providers and
commissioners as they use the data for reporting to executive teams, benchmarking,
contract negotiations and local pricing of non-tariff areas.

61. Reference costs also support the Department’s commitment to improving data
transparency and making information available to the public as set out in its business
plan for 2013 to 2015

Mandatory validations

62. Our mandatory validations are designed to assure the basic integrity of the data
submitted. All validations are embedded within the relevant workbooks. Trusts will
not be able to sign off their returns until their data passes each of the validations
found in Table 6.

Table 6: Mandatory validations

Validation Description Workbook = Worksheet
1 Activity = integer Activity must be an integer Both All
2 Activity > 0 Activity must be positive Both All
3 Activity and unit cost If activity is reporte_d, then a unit cost must Both All
be reported, and vice versa
4 Bed days > = FCEs Number of inlier bed days must be greater Both P
than or equal to FCEs
Each combination of department code,
5 Duplicate entry service code and currency code must be REFC All
unigue
Excess bed day costs If excess bed day costs are reported, then
6 without excess bed day excess bed day activity must be reported, | REFC IP
activity or vice versa
Excess bed days without | If excess bed day costs are reported,
7 e - -~ - Both IP
inlier activity inlier activity must be reported

2 https:/lwww.gov.uk/government/publications/department-of-health-business-plan-2013-t0-2015
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Validation Description Workbook  Worksheet
. _ Inlier bed days must be less than or equal
8 Inller b.Ed E'ays <=HRG to the HRG trim point multiplied by Both P
trim point * no. of FCEs
number of FCEs
Department code (e.g. DC), service code
9 Invalid code (e.g. 100) or HRG code (e.g. AA02C) is REFC Flexible®
invalid
The following memorandum information
must be supplied in addition to unit cost
and activity:
- number of adult critical care
periods
10 Memorandum - average number of home REEC CC, RENAL,
information haemodialysis sessions per week DAP, MHCC
- number of direct access
pathology tests
- average cluster review period and
number of completed cluster
review periods
11 Missing code Missing dgpartment, service or currency REEC Flexible
code within a row of data
12 Mi;s@ng costs and Codes havg been supplied, but no unit REEC Flexible
activity costs or activity
Average length of stay, ((number of inlier
_ bed days + excess bed days) / number of
13 NEL LoS >=2 FCEs), must be greater than or equal to 2 REFC P
for non-elective long stays
The sum of unit costs multiplied by activity
14 Quantum must be within +/- 1% of the reconciliation | REFC N/A
statement
Total spell costs must reconcile to within
+/- 0.1% of total FCE inlier and excess
15 SPELLS vs REFC bed day costs by each admission type Both N/A
(day case, ordinary elective, and ordinary
non-elective)
16 Unit cost = #.## Unit cost must be to two decimal places REFC All
All worksheets
. _ Unit cost must be positive and greater except those
17 Unit cost >=0.01 than or equal to £0.01 REFC listed in 16
and 17
OPATT,
. _ Unit cost must be positive and greater OPPROC, CR,
18 Unit cost >= 05 than or equal to £5.00 REFC IMAG, HCD,
REHAB, SPC
19 Unit cost >= 20 Unit cost must be positive and greater Both DC. IP, CMDT
than or equal to £20.00

Non-mandatory validations

63. Our non-mandatory validations are designed to improve the quality and accuracy of
the data. In addition to building these into the workbooks, we will post regular
feedback, in the form of an MS Excel spreadsheet showing the number of
outstanding non-mandatory validations by provider, on the Unify2 forum during the
collection window.

% Flexible worksheets have not been pre-populated with data. Flexible worksheets have been pre-populated
with applicable department, service and currency code combinations.
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64.

65.

A non-mandatory validation is not in itself an indication that the data are incorrect,
and there are many valid reasons why data may not pass a hon-mandatory
validation, for example a small number of high cost episodes may result in an
average unit cost greater than £50,000. Nevertheless, it is a requirement for trusts to
consider these validations and make any necessary revisions, confirming the extent
to which they have done so on the self-assessment quality checklist.

The feedback we have received has been that the non-mandatory validations in
2013-14 were a great improvement on previous years. With that in mind we have
kept the same validations for 2014-15. Table 7 gives full details.

Table 7: Non-mandatory validations that require investigation

Validation

Cost is less than an expected minimum

Work
IEES

Materiality
threshold

Exceptions

1 | cost for a high cost device that is always | Both OPPRO | None None
a component of an HRG's costs C
More than 10 day
Day case unit cost is more than double case FCEs and
2 | the ordinary elective unit cost for the Both DC, IP more than 10 None
same HRG and the same TFC ordinary elective
FCEs
. . More than 10 FCEs
3 | FCEtospellratio by HRGislessthan | qpe) 5 | pc ip | and more than 10 | None
1.00 or greater than 1.80 spells
Follow up unit cost is more than double More than 10 follow
4 | the first unit cost for the same outpatient | REFC OPATT | ups and more than | None
attendance in the same TFC 10 firsts
Non consultant led unit cost is more More than 10 non
5 than double the con_sultant led unit qosts REEC OPATT consultant led and None
for the same outpatient attendance in more than 10
the same TFC consultant led
Outliers: unit cost is less than one-tenth
or more than 10 times the national
mean unit cost. The workbooks will use
2013-14 means. During the collection More than 10
6 X Both All o None
window, we recommend that trusts refer activities
to the verification report in Unify2, which
is updated overnight and shows real
time means.
Paediatric critical care HRGs are being
reported by the expected organisations
7 in Tabl_e 12: Providers of ECMO, EC.LS REEC cc N/A None
or aortic balloon pump and Table 13:
Providers with paediatric intensive care
units only
Single professional unit cost is more
than double the multi professional unit More than 10 single
8 | cost for the same outpatient attendance | REFC OPATT | and more than 10 None
in the same TFC. multi
HRGs which
have a 2014-
15 national
9 | Unit cost over £50,000 Both All None average mean
unit cost
greater than
£50,000 are
excluded
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o Work Work Materialit .
Validation book sheets threshol dy Exceptions

The following

services are

excluded:

e Ambulance
service

. calls
10 | Unit cost under £5 REFC All None !

e Direct
access
pathology

e Mental
health care
clusters

Variance between 2013-14 and 2014-15
total costs or total activity is greater than
25%. The workbook analysis will be at
worksheet level. The Unify2 forum
11 feedback will be by department and REFC Al None None
HRG sub-chapter for acute services,
and department, service and currency
for non-acute services

66. The workbooks will include more detail about how these validations should be used.

Self-assessment quality checklist

67. The onus on the production of sound, accurate and timely data that is right first time

rests with each trust.

68. The self-assessment quality checklist in Table 8 must be completed by all trusts.

Table 8: Self-assessment quality checklist
Check Response

have been reviewed and are justifiable

Total costs: The reference costs quantum has been | o  Fully reconciled to within +/- 1% of the signed
fully reconciled to the signed annual accounts annual accounts
through completion of the reconciliation statement o Fully reconciled to within +/- 1% of the draft
workbook in line with guidance annual accounts [state reason]
Total activity: The activity information used in the o Fully reconciled and documented
reference costs submission to report admitted patient | o  Partly reconciled
care, outpatient attendances and A&E attendances o0 n/a—reconciliation completed but to another
has been fully reconciled to provisional Hospital source [state reason]
Episode Statistics and documented 0 Not reconciled
Sense check: All relevant unit costs”® under £5 have | o All relevant unit costs under £5 reviewed and
been reviewed and are justifiable justified [state reason]

0 n/a-—no relevant unit costs under £5 within the

submission

Sense check: All relevant unit costs®” over £50,000 | o All relevant unit costs over £50,000 reviewed
have been reviewed and are justified and justified [state reason]

0 n/a—no relevant unit costs over £50,000 within

the submission

Sense check: All unit cost outliers (defined as unit o Allunit cost outliers reviewed and justified [state
costs less than one-tenth or more than ten times the reason]
previous year's national mean average unit cost) 0 n/a—no unit cost outliers within the submission

2 Exceptions are listed in Table 7.
2 Exceptions are listed in Table 7.
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Check Response

Benchmarking: Data has been benchmarked where
possible against national data for individual unit
costs and for activity volumes (the previous year’s
information is available in the National
Benchmarker®)

(o]

All cost and activity data within the submission
has been benchmarked using the National
Benchmarker prior to submission

All cost and activity data within the submission
has been benchmarked using another
benchmarking process [state]

Some but not all cost and activity data within the
submission has been benchmarked using the
National Benchmarker prior to submission
Some but not all cost an activity data within the
submission has been benchmarked using
another benchmarking process [state]

No benchmarking performed on the cost data
prior to submission

Data quality: Assurance is obtained over the quality
of data for 2014-15

An external audit has been performed on data
quality

An internal audit has been performed on data
quality

Internal management checks have provided
assurance over data quality

Assurance has been obtained over data quality
but not for 2014-15

No assurance has been obtained over data
quality

Data quality: Assurance is obtained over the
reliability of costing and information systems for
2014-15

An external audit has been performed on costing
and information system reliability

An internal audit has been performed on costing
and information system reliability

Internal management checks have provided
assurance over costing and information system
reliability

Assurance has been obtained over costing and
information system reliability but not for 2014-15
No assurance has been obtained over costing
and information system reliability

Data quality: Where issues have been identified in
the work performed on the 2014-15 data and
systems, these issues have been resolved to
mitigate the risk of inaccuracy in the 2014-15
reference costs submission

All exceptions have been resolved and the risk of
inaccuracy in the 2014-15 reference costs
submission fully mitigated

Some exceptions have been resolved but not all
Exceptions have yet to be resolved

n/a — no exceptions noted

Data quality: All other non-mandatory validations as
specified in the guidance and workbooks have been
considered and any necessary revisions made

Oo|0 OO

o

All non-mandatory validations have been
considered and necessary revisions made
All non-mandatory validations have been
considered and some but not all necessary
revisions have been made [specify and state
reason]

Some non-mandatory validations have been
considered and necessary revisions made
[specify and state reason]

No non-mandatory validations have been
investigated [state reason]

n/a — no non-mandatory validations have
occurred

2 hitp://www.chks.co.uk/national-benchmarker
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69.

70.

71.

72.

73.

The Board of each NHS trust and NHS foundation trust, or its Audit Committee or
other appropriate sub-committee, is required to confirm in advance of the reference
costs submission (for example at the April 2015 or May 2015 Board meeting) that it is
satisfied with the trust’s costing processes and systems, and that the trust will submit
its reference cost return in accordance with this guidance. In providing this
confirmation, Boards or their appropriate sub-committees may wish to satisfy
themselves that procedures are in place to ensure that the self-assessment quality
checklist can be completed at the time of the reference cost submission.

Trusts that are unable to provide this confirmation should provide details of non-
compliance. Specifically, Boards or their appropriate sub-committees are required to
confirm that:

(@) costs will be prepared with due regard to the principles and standards set out in
Monitor’'s Approved Costing Guidance;

(b) appropriate costing and information capture systems are in operation;

(c) costing teams are appropriately resourced to complete the reference costs
return accurately within the timescales set out in the reference costs guidance;
and

(d) procedures are in place such that the self-assessment quality checklist will be
completed at the time of the reference costs return.

The Finance Director is required to sign off the reference costs return in Unify2,
confirming that:

(@) the Board or its appropriate sub-committee has approved the costing process
ahead of the collection;

(b) the self-assessment quality checklist has been completed and used to improve
quality and to provide assurance to the Department about the accuracy of the
return; and

(c) finance teams have actively engaged clinicians and other relevant non-finance
stakeholders in the costing process.

A Trust’s reference costs submission should be subjected to the same scrutiny and
diligence as any other financial returns submitted by the Trust. As the designated
lead nominated to submit the reference costs submission, the Director of Finance is
the senior professional responsible for the data used to inform tariff, and as a result
ensuring that the National Tariff functions in a manner that benefits the service
overall. Material errors in reference costs submissions will not only impact on the
accuracy of any resultant tariff, but may also have an impact on the provider licence
for foundation trusts, and applications for FT-status at aspiring trusts.

In submitting a Trust’s reference costs return, the Director of Finance is stating that
they have discharged their responsibility to scrutinise and challenge the
organisations costing information, and has satisfied themselves that the submission
is correct.



74. Evidence from the PbR Data Assurance Framework Review of 2014*° reference
costs submissions has shown that organisations with good costing are usually found
to have the following characteristics:

(@) The production of reference costs at a Trust was treated as an ongoing process
with accuracy checkpoints throughout the year.

(b) The Trust had a high level of clinical engagement. Where clinicians feel
engaged with the costing process they are more likely to scrutinise their own
cost information and may be encouraged to review their own behaviour leading
to an improved experience for the patient.

(c) That an engaged and informed board always resulted in more accurate costing
at an organisation.

75. As with the 2013-14 reference costs submission we require sign off from the director
of finance or an appointed deputy, the data assurance framework re-emphasised that
the reference costs submission should be subjected to the same scrutiny as any
other financial returns submitted by the organisation.

76. Some trusts will be subject to external review as part of a wider external assurance
programme.

77. Under the Health and Social Care Act 2012, Monitor took over the responsibility for
the Payment and Tariff Assurance Framework (previously the PbR Data Assurance
Framework on 1 April 2014). On Monitor’s behalf Capita are auditing the
arrangements for submission of reference cost returns, and the quality and accuracy
of data. In 2014/15, unlike in previous years, all trusts selected will be subject to a
combined costing audit (analysing reference costs) and a coding audit. Monitor will
meet with the Chief Executive, Audit Chair and Finance Director at the start of an
audit to explain its scope, and Monitor’s responsibilities in relation to this.

2 hitps://www.gov.uk/government/publications/payment-by-results-costing-in-the-nhs
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Section 3: Admitted patient care

Introduction

78. This section covers the following types of admitted patient care:

(@) day case electives®,

(b) ordinary electives® ¥,

(c) ordinary non-electives®, and

(d) regular day or night admissions>*.

79. Trusts must submit their admitted patient care costs by Finished Consultant Episode
(FCE), Treatment Function Code (TFC) and Healthcare Resource Group (HRG).

80. Trusts must also submit, in a separate spells workbook, their admitted patient care
costs (excluding regular day or night admissions) by spell and HRG.

81. The HRG4+ 2014-15 Reference Costs Grouper will attach a core HRG to every FCE
or spell. Trusts will only report core HRGs here. Trusts will report the costs of
unbundled HRGs separately as described in Section 6, with the exception of
unbundled diagnostic imaging HRGs, the costs of which will be included with the core
HRGs reported here.

FCE costs

82. The following paragraphs cover issues that affect the collection of FCE costs and,
unless otherwise indicated, spell costs.

Ordinary non-elective short stays and long stays
83. National prices for non-electives include short stay emergency adjustments to ensure
that emergency stays of less than two days, where the average length of stay of the

HRG is longer, are appropriately reimbursed.

84. All ordinary non-elective activity in both the FCE and spell collections must therefore
be separately identified as long or short stay by:

(&) completing the input fields required by the Grouper for critical care,
rehabilitation and specialist palliative care length of stays;
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87.
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91.

92.

(b) processing the data through the Grouper, which deducts these stays from the
core stays; and
(c) classifying the data, after these length of stay adjustments, as follows,
(i) long stay — length of stay (number of inlier plus excess bed days divided
by number of FCES) equal to two or more days; or
(i)  short stay — length of stay equal to one day. The Grouper automatically
adds one day to admissions with a zero length of stay (where the patient
has been allowed home on the same day as the admission), so short
stays should always have a length of stay of one.

Excess bed day costs must be reported separately for ordinary elective and ordinary
non-elective FCEs but not for spells. Spell unit costs should be untrimmed.

The cost per day for excess bed days should generally include only the costs
associated with the ward cost pool group, and any other relevant costs such as blood
tests, drugs, dressings, or therapies. We would expect that care of patients is less
intensive than at the beginning of the FCE and that costs would be less per day than
for the truncated HRG, although we recognise that active treatment does sometimes
continue beyond the trim point especially for specialised services.

Trusts should use the trim points included in the HRG4+ 2014-15 Reference Costs
Grouper and supporting documentation to calculate HRG length of stay and
associated excess bed days.

Some HRGs have a trim point of 32,000 days. This is due to insufficient data
available to calculate valid trim points or where maximum length of stay logic is
included in the HRG4+ design.

Regular day or night admissions® are reported in the FCE collection but not the
spells collection. Admissions for specialist care such as cystic fibrosis, radiotherapy,
or renal dialysis should be reported against the relevant sections of the collection,
and not here.

Pathway costs for maternity are not being collected for 2014-15.

All obstetrics and maternity admitted patient episodes should be reported under
obstetrics (TFC 501) or midwife episodes (TFC 560) and, in line with Data Dictionary
guidance on admission method®®, as non-elective.

All activity relating to HRG PB03Z (healthy baby) or TFC 424 (well babies) should be
excluded. Associated costs should be reported as part of the total costs of the
maternity delivery episode against the relevant HRG. Note that the Data Dictionary
defines TFC 424 as “care given by the mother or substitute with medical and
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94.
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98.

99.

neonatal nursing advice if needed”. TFCs describe the carer, in this case the mother
or substitute. We would expect trusts to use the TFC of the appropriate care
professional (obstetrician, paediatrician or consultant midwife) rather than TFC 424
for babies with a minor or major diagnosis (HRGs PB01Z or PB02Z) or receiving a
procedure driven HRG. We are aware that some providers will have very small levels
of activity coded to HRG PB03Z (healthy baby) or TFC 424 (well babies) with no
maternity episode — In these cases the activity should be excluded and the costs
treated as an overhead to the relevant service.

Babies who are unwell (i.e. any babies that are not defined as well babies, e.g.
neonatal level of care 1, 2 or 3) will generate their own admission record. Costs
should be reported against the relevant HRG and, where applicable, the unbundled
neonatal critical care HRGs.

The Grouper includes HRGs that cover ante-natal and post-natal care, scans and
other procedures that occur outside the delivery episode. Providers should take care
to differentiate accurately and consistently between the costs of this activity.

HRGs NZ30* to NZ51* cover delivery episodes, and are designed to reflect the costs
associated with different types of delivery. When allocating Clinical Negligence
Scheme for Trusts (CNST) costs, it should be noted that maternity services often
incur a much higher payment than other services, to reflect the sizable claims that
arise from complex delivery episodes.

Maternity outpatients, scans, screens and tests are covered in paragraph 130.
Community midwifery is covered in paragraph 368.

Guidance on submitting costs against the adult renal transplantation HRG currencies
is in Annex C.

A hospital provider spell*” is defined as the period of admission to discharge or death

for the same patient at the same provider. Where a patient has multiple distinct
admissions on the same day (e.g. a planned day case in the morning, discharged, re-
admitted in the afternoon for a second day case and then discharged) then each of
these admissions should be counted separately. To be consistent with the FCE
collection, only spells ending in 2014-15 should be included (paragraph 37).

Spells data will be submitted in a separate workbook by all trusts that submit
equivalent FCE costs as follows:

(@) by admission method (day case, ordinary elective, ordinary non-elective). Unlike
FCEs, there is no distinction between non-elective short and long stays;

(b) number of spells by HRG. Spells should be assigned based on the
SpellReportFlag field in the Grouper. Unlike FCEs, there is no requirement to
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100.

differentiate spells by TFC;

(c) average unit cost per spell by HRG, untrimmed for any excess bed days;

(d) number of spell inlier bed days by HRG; and

(e) number of spell excess bed days by HRG (using the trim points differentiated by
admission method referred to in paragraph 87).

Except where stated above, the submission of spell costs and activity should be on
the same basis as the submission of FCE costs and activity. Each spell cost should
be the sum of the inlier and excess bed day costs of each of its constituent FCEs.
Ideally, spell costs should be built from patient level costs. Where this is not possible,
providers should use FCE average unit costs to construct spell costs.



101.
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103.
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105.

106.

This section covers:

(a) outpatient attendances, including ward attendances; and
(b) procedure driven HRGs in outpatients.

Outpatient attendances and procedures in outpatients should be reported by HRG
and TFC currencies. The Grouper may attach one or more unbundled HRGs to the
core HRG produced. Only core HRGs should be reported within this section.
Unbundled HRGs should be reported separately (Section 6).

Outpatient attendances*® in HRG4+ (WF01* and WF02*), generated from a number
of mandated fields in the outpatient CDS, are organised by

(a) first and follow up attendance,
(b) face to face and non-face to face attendance, and
(c) single and multi-professional attendance.

Where a patient sees a healthcare professional in an outpatient clinic setting and
receives healthcare treatment, this can be counted as valid outpatient activity. NHS
providers offer outpatient clinics in a variety of settings and these should be included
in reference costs where operated by the provider within a contract. This includes
clinics outside main hospital sites in premises not owned by the NHS provider, such
as GP practice premises.

Outpatient clinics held by a clinician or nurse whilst acting in a private capacity, and
which are not part of the trust’'s income stream, are excluded from reference costs.
The same rules apply to outpatient clinics held by a clinician or other primary care
practitioner as part of any primary medical services contract.

Reference costs do not distinguish between attendances that are pre-booked or not.
A different consultant other than the one a patient was admitted under seeing that
patient (e.g. for psychiatric assessment of a medical patient), should be reported
here as a consultant led outpatient attendance. A patient attending a ward for
examination or care will be counted as an outpatient attendance if seen by a doctor.
If seen by a nurse, they are a ward attendance®. No designated worksheet exists for
ward attendances, costs and activity for which should be reported here as non-
consultant led outpatient attendances under the appropriate TFC.
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107. First attendances® are defined in the Data Dictionary. Follow up attendances are
those that follow the first attendance irrespective of whether it happened in a
previous financial year. Single professionals seeing a patient sequentially as part of
the same clinic should be reported as two separate attendances (a first and a follow-
up if professionals are in the same team, or two firsts if they are in a different team).

108. Only non-face to face contacts* that directly support diagnosis and care planning
and replace a face to face contact should be included in the collection. Telephone
contacts solely for informing patient of results are excluded.

109. Both face to face and non-face to face activity is only valid if it directly entails contact
with the patient or with a proxy for the patient, such as the parent of a young child.
Contacts with proxies only count if the contact is in lieu of contact with the patient,
and the proxy is able to ensure more effectively than the patient that the specified
treatment is followed. This is most likely to be the case where the patient is unable to
communicate effectively, say for an infant, or for a person who has a learning
disability.

110. Contacts about the patient, either face to face or non-face to face, cannot be counted
as valid activity in any service reported in reference costs, with the single exception
of cancer multi-disciplinary teams as discussed in paragraph 139. Where trusts are
unable to distinguish between face to face and non-face to face activity, all costs for
a particular TFC should be reported as face to face activity only.

111. As a general principle, the same patient can access a service as a face to face and
non-face to face contact in the same financial year. A single patient can therefore
appear in both categories accessing the same service in two different ways. There is
no requirement that stipulates that only those patients that have had a face to face
contact can be counted as having subsequent non-face to face contacts.

112. There are no plans to allow the reporting of triage services as activity rather than an
overhead in reference costs.

113. Multi-professional attendances are defined as multiple care professionals (including
consultants) seeing a patient together, in the same attendance, at the same time.

114. Multi-disciplinary attendances are defined as multiple care professionals (including
consultants) seeing a patient together, in the same attendance, at the same time
when two or more of the care professionals are consultants from different national
main specialties.
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These definitions apply when a patient benefits in terms of care and convenience
from accessing the expertise of two or more healthcare professionals at the same
time. The clinical input of multi-professional or multi-disciplinary attendances must be
evidenced in the relevant clinical notes or other relevant documentation.

They do not apply if one professional is simply supporting another, clinically or
otherwise, e.g. in the taking of notes, acting as a chaperone, training, professional
update purposes, operating equipment and passing instruments. They also do not
apply where a patient sees single professionals sequentially as part of the same
clinic. Such sequential appointments count as two separate attendances, and should
be reported in line with existing Data Dictionary guidance on joint consultant clinics*2.

The multi-disciplinary attendance definition does not apply to multi-disciplinary
meetings, where care professionals meet in the absence of the patient. Multi-
disciplinary meetings should not be recorded as multi-disciplinary attendances.

The collection requires consultant led and non-consultant led outpatient attendances
to be reported separately.

Consultant led*® activity occurs when a consultant retains overall clinical
responsibility for the service, team or treatment. The consultant will not necessarily
be physically present for each patient’s appointment, but takes overall clinical
responsibility for patient care. The activity will take place in a consultant clinic,
defined as per the mandatory outpatient attendance CDS type 020**, using the
consultant code field*®, main specialty code and TFC.

Clinics run by general practitioners with a special interest, or specialist therapists, are
normally taking patients from what would have been a consultant list, and are
classed as consultant led activity.

Non-consultant led activity takes place in a clinic where the consultant is not in
overall charge (i.e. any activity not covered in paragraph 119). Again, these clinics
are identified in the CDS by default codes for non-consultants in the consultant code
field, together with the main specialty code and TFC.

Audiology assessments should be recorded as procedures in outpatients, using the
HRG currencies described in paragraph 342.

Nationally specified currencies HIV adult outpatient services were introduced for
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contracting in 2013-14, the full mandated guidance for treatment of these currencies
can be found here*®. The currencies are a clinically designed year of care pathway
for three groupings of HIV adult patients (19 years and over). To support the
currencies, the HIV and AIDS reporting system (HARS)*’ has been introduced by
Public Health England. All trusts providing the HIV outpatient pathways must submit
data to HARS. The dataset will support commissioning and epidemiology of HIV adult
outpatient activity.

124. We are not collecting pathway costs for the HIV adult outpatient services in 2014-15.
However, we are collecting the unit cost of attendances for patients with HIV or AIDS
against the three categories.

125. Category 1 (new patients) are newly diagnosed or have newly started on
antiretroviral therapy (ARV drugs). These patients require more intensive clinical
input than stable patients in the first year of diagnosis. This includes a greater
number of more complex diagnostic tests and more frequent clinic visits with a
greater input from multi-disciplinary teams.

126. Category 2 (stable patients) covers patients that do not have one of the listed
category 3 complexities and are either not on ARV drugs or started ARV drugs more
than one year ago. This category covers the majority of patients and therefore should
be used as the default category unless category 1 or 3 criteria can be demonstrated
and validated.

127. Category 3 (complex patients) covers patients who have a complexity needing high
levels of maintenance. Complexities are:

(@) current TB co-infection on anti-tuberculosis treatment

(b) on treatment for chronic viral liver disease

(c) receiving oncological treatment

(d) active AIDS diagnosis requiring active management in addition to ARV drugs
(not inpatient care)

(e) HIV-related advanced end-organ disease

(f)  persistent viraemia on treatment (more than six months on ARV drugs)

() mental illness under active consultant psychiatric care, and

(h)  HIV during current pregnancy.

128. The currencies do not include the provision of any ARV drugs. The drugs costs
should be included in the unbundled high cost drug HRGs (paragraph 211), and only
the associated costs should be included here.

129. The costs of HIV testing and partner notification are part of sexual health and should
be reported under sexual health services (paragraph 136).

“% https://www.gov.uk/government/publications/hiv-outpatient-pathway-updated-guidance-available
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Maternity outpatients include midwifery antenatal care undertaken by the NHS
provider in GP and community based surgeries, which should be included as part of
antenatal outpatients where the provider is able to code and electronically flow data.
The setting of the outpatient clinic is irrelevant, as long as it fits with Data Dictionary
definitions.

A number of routine scans, screens and tests are offered to mothers as an integral
part of the maternity pathway. Such tests (sexual health, glucose tolerance,
ultrasound etc.) are often carried out in obstetrics outpatients or antenatal clinics, but
also in admitted patient episodes (particularly amniocentesis, chorionic villus
sampling etc.).

Where a woman attends the hospital for an ultrasound, scan or screen as part of a
non-admitted attendance, this activity should be reported as an outpatient attendance
with the appropriate OPCS-4 code for any procedures or interventions carried out,
which may result in a procedure driven HRG.

Where a woman is admitted to hospital and part of her care includes an ultrasound,
scan or screen, this activity should be recorded as part of that admitted patient
episode.

The costs of carrying out the tests should be treated as an indirect cost to the
relevant maternity HRG or attendance. Pathology costs from analysing routine tests
should also be treated as an indirect cost to the relevant maternity HRG or
attendance. The costs of analysing samples that are undertaken under a separate
commissioner contract (such as genetics, DNA, RNA, biochemistry analysis for
downs syndrome, specialist diagnostic laboratories etc.) should not be included in the
obstetrics or maternity reference costs.

Providers should allocate costs and activity to paediatric TFCs in line with their Data
Dictionary definition as “dedicated services to children with appropriate facilities and
support staff”. A small number of patients aged over 18 years also receive care in
specialist children’s services, including patients with learning disabilities or congenital
heart disease. Such activity is assumed to have a similar resource usage to children
rather than adults and should also be reported under the relevant paediatric TFC.

Activity that takes place in a sexual and reproductive health clinic*® is defined by
code FPC, and should be reported as non-consultant led activity, regardless of the
location of the clinic. It includes the costs of HIV testing and partner notification
(paragraph 123).
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Physiotherapy, occupational therapy, and speech and language therapy (TFCs 650,
651 and 652) should be used where referral for treatment carried out has been made
by a clinical or other professional, including when accessed directly by a GP or self-
referral, and where the patient attends a discrete therapy clinic solely for the purpose
of receiving therapy treatment. Where these services form part of an admitted patient
care episode or outpatient attendance in a different specialty, the costs will form part
of the composite costs of that episode or attendance.

Trusts should report procedures carried out in outpatients by HRG and TFC. The
Grouper generates a core HRG relevant to procedures carried out in an outpatient
setting, instead of a core attendance WF*** HRG.

There is only one exception to the non-face to face rule in paragraph 108 and this is
for specific cancer multi-disciplinary team (MDT) meetings to discuss a patient.
Cancer MDTs have been defined by the National Institute for Health and Clinical
Excellence (NICE) as essential to the delivery of high quality cancer care.

Trusts should submit data against six categories of cancer MDT:

(@) Dbreast

(b) colorectal

(c) local gynaecological - local teams diagnose most cancers, provide treatment for
some types of cancer, and refer people on to the specialist teams if necessary.

(d) specialist gynaecological - specialist teams provide specialist care and
treatment for people whose cancer is less common or who require specialist
treatment for other reasons

(e) specialist upper gastrointestinal

() other.

Cancer MDTs take place in addition to and not instead of outpatient activity. Cancer
outpatient clinics are often multi-disciplinary in nature and similarly MDTs can deal
specifically with one type of cancer or a group of cancers.

The MDT meetings bring together representatives from different healthcare
disciplines on a formal timetabled basis to discuss new cancer patients and agree
individual treatment plans for initial treatment and on each occasion where the
treatment plan needs to be varied or updated e.g. on relapse. The core role of the
MDT is to resolve difficulties in diagnosis and staging and to agree a management
plan. Further definitions of MDTs can be found in NICE improving outcomes
guidance.

The unit cost is per individual patient treatment plan discussed. MDTs will always
have a defined consultant lead, who is responsible for chairing the meeting and
ensuring treatment decisions are recorded. Therefore, MDT costs should be reported
as consultant led, multi-professional, non-face to face, first attendances (HRG
WF02D) by MDT type.



144. Include consultant costs based on job plans, preparation for peer review, support
staff costs, and administration costs such as arranging MDT initiated investigations
and follow-up clinics. Exclude costs such as communicating the MDT outcome by
phone to the patient.

145. Although an MDT may draw on membership from several NHS providers, only the
host organisation responsible for its running must report the costs, including the costs
of its own team and overhead costs arising from the caseloads of other
organisations.
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This section covers all emergency medicine attendances at each of four A&E
department types, defined by the sub-chapter VB HRGs, supported by the A&E
minimum dataset*®, and split between

(&) patients who are admitted for further investigation or treatment rather than
discharged from A&E; and
(b) patients who are not admitted but are discharged or die whilst in A&E.

Emergency departments (national code 01) and consultant led mono-specialty
accident and emergency services (nhational code 02) may be 24 hour or non-24 hour.

Other types of A&E or minor injury (national code 03) include minor injury units and
urgent care centres.

Costs and activity for minor injuries units (MIU) should only be reported separately if:

(@) the MIU ward is discrete, and the attendance is instead of, and has not already
been counted as, an emergency medicine attendance; or

(b) the MIU is not discrete but patients are seen independently of the main A&E
department.

NHS walk in centres (national code 04) are defined as predominantly nurse-led
primary care facilities dealing with illnesses and injuries - including infections and
rashes, fractures and lacerations, emergency contraception and advice, stomach
upsets, cuts and bruises, or minor burns and strains - without the need to register or
make an appointment. They are not designed for treating long-term conditions or
immediately life-threatening problems.

A&E mental health liaison services should be reported as set out in paragraph 322
and not here.

The costs of activity typically unbundled should therefore be included within the core
emergency medicine HRGs. The Grouper will determine a single HRG only for each
A&E attendance record, irrespective of the presence of care elements that are
unbundled from the core HRG when occurring in admitted patient or outpatient
settings.

Patients brought in dead (A&E patient group code 70)*° should be coded and costed
against HRG VB99Z - Patient Dead on Arrival.
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157.

158.

159.

160.

161.

This section covers unbundled HRGs for

(@) chemotherapy,

(b) critical care,

(c) diagnostic imaging,

(d) high cost drugs,

(e) radiotherapy,

() rehabilitation, and

(g) specialist palliative care.

Unbundled HRGs for renal dialysis for acute kidney injury are covered separately in
Section 7.

Unbundled HRGs were developed to identify specialist services, ensure recognition
of priority areas, support service redesign and patient choice, and improve the
performance of HRGs so they better represent activity and costs.

Where there is a zero or minimal cost to be allocated against a core HRG (e.g.
because a patient is admitted immediately to critical care or specialist palliative care
and dies there), trusts may exclude the core HRG from their return and include all
costs against the unbundled HRG.

Patients receive a core HRG and one or more additional unbundled chemotherapy
HRGs split into two categories:

(@) HRGs for procurement of chemotherapy regimens according to cost band, or
(b) HRGs for the delivery of chemotherapy regimens.

The activity measure for the chemotherapy procurement HRGs is the number of
cycles® of treatment and the unit cost is per average cycle.

Chemotherapy procurement HRGs are designed to cover the cost of the entire
procurement service and therefore, in contrast to unbundled high cost drugs
(paragraph 211), the cost of each HRG should include pharmacy oncosts (including
indirect costs and overheads) as well as all other costs associated with procuring
each drug cycle. The cost of supportive drugs on the single, national list of drugs
funded through the Cancer Drugs Fund®? should also be included within these HRGs.

The definitions in Table 9 may assist with costing of the chemotherapy delivery
HRGs.

Table 9: Chemotherapy delivery

*1 http://www.datadictionary.nhs.uk/data dictionary/nhs business definitions/a/anti-

cancer _drug cycle de.asp?shownav=1

*2 http://www.england.nhs.uk/ourwork/pe/cdf/
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Deliver simple parenteral Overall time of 30 minutes nurse time and 30 to 60 minutes chair time

chemotherapy for the delivery of a complete cycle.

Deliver more complex parenteral | Overall time of 60 minutes nurse time and up to 120 minutes chair time
chemotherapy for the delivery of a complete cycle.

Deliver complex chemotherapy, Overall time of 60 minutes nurse time and over two hours chair time for
including prolonged infusional the delivery of a complete cycle.

treatment

Deliver subsequent elements of
a chemotherapy cycle

Delivery of any pattern of outpatient chemotherapy regimen, other than
the first attendance, i.e. day 8 of a day 1 and 8 regimen or days 8 and 15
of aday 1, 8 and 15 regimen.

162.

163.

164.

165.

166.

In addition to these unbundled chemotherapy HRGs, there is a core HRG (SB972)
for a same day chemotherapy admission or attendance that is generated by the
Grouper if;

(@) Chemotherapy has taken place.

(b) The activity has length of stay less than one day.

(c) No major procedures have taken place and the core HRG which would
otherwise be generated is diagnosis driven.

SB97Z attracts a zero national price to ensure appropriate overall reimbursement
where a patient is admitted or attends solely for delivery of chemotherapy and no
additional activity has taken place. SB97Z will be supplied with a mandatory zero
cost in the collection workbook, and therefore trusts should include any notional costs
against the unbundled chemotherapy delivery HRGs.

Supportive care costs for cancer patients receiving chemotherapy should be
allocated according to the matching principle. Therefore,

(&) The costs of services directly related to the treatment of cancer, before and
after surgery, should be allocated to the appropriate surgical HRG.

(b) Supportive care costs not associated with the surgical procedure should be
allocated to the appropriate non-surgical cancer HRG which, if this is SB97Z,
would be the unbundled chemotherapy delivery HRG.

Chemotherapy should be reported in the following categories to reflect differences in
clinical coding guidance between these settings:

(a) ordinary elective or non-elective admissions,
(b) day case and regular day or night attendances,
(c) outpatients, or

(d) other.

The reporting of ordinary elective or non-elective admissions should include the core
HRG and the relevant chemotherapy procurement HRGs where generated.
Chemotherapy delivery HRGs will not be generated because OPCS chemotherapy
delivery codes are not recorded for ordinary admissions (Figure 1). The ability to
deliver chemotherapy is expected to be part of the routine care delivered on a ward,
and therefore costs should be reported as an overhead to the core HRG.

Figure 1: Reporting chemotherapy ordinary admissions




Chemotherapy mother.
procurement deliv RG
HRG

Core HRG

Report in elective
or non elective
sheet

No delivery HRG
reported as not
OPCS coded

Report separately
when generated

167. The reporting of day cases and regular day or night admissions solely for the delivery
of chemotherapy should include an unbundled chemotherapy delivery HRG, and may
include an unbundled chemotherapy procurement HRG where the procurement of a
cycle is recorded. The core HRG SB97Z will be generated for patients admitted for
same day chemotherapy treatment if no other significant procedure has taken place

(Figure 2).
Figure 2: Reporting chemotherapy day cases and regular day or night attenders
Chemotherapy
Core HRG procurement %Z‘E\Teortharsgy
HRG y
SB97Z Report separately
Zero cost if recorded Report separately

168. Outpatients attending solely for the delivery of chemotherapy should be reported as
an unbundled chemotherapy delivery HRG, and may be reported as an unbundled
chemotherapy procurement HRG where the procurement of a cycle is recorded. The
core HRG SB97Z will also be generated for patients attending for same day
chemotherapy treatment (Figure 3).

Figure 3: Reporting chemotherapy outpatients

Chemotherapy Chemotherapy
Core HRG procurement delivery HRG
HRG y
SB97Z Report separately
Zero cost if recorded Report separately

169. This other category (which we have also provided for diagnostic imaging, high cost
drugs, radiotherapy, rehabilitation and specialist care) recognises that unbundled
HRGs are setting independent. It should be used where the service is delivered
outside hospital. It must not be used to misreport admitted patient care or outpatient
care due to miscoding or software issues.

170. Here it should be used to report community chemotherapy, which describes services
where patients receive their chemotherapy treatment outside of cancer centres or
cancer units in facilities nearer to home such as a GP surgery or in their own homes.



171.

172.

173.

174.

175.

176.

177.

Although rare, some patients may have two regimens delivered at one attendance
which results in two delivery HRGs. An example is a patient receiving an intrathecal
component of a regimen where this component will generate a separate procurement
and delivery alongside any other regimen they may be receiving.

Further guidance relating to the treatment of regimens not on the national list can be
found in the OPCS-4 clinical coding instruction manual®?,

Patients receiving both an infusion plus oral treatment as part of a single regimen on
the same day will be counted as one delivery and coded to an intravenous delivery
code. Patients may also receive other intravenous and oral drugs for their cancers on
the same day as their chemotherapy regimen, e.g. administration of
bisphosphonates. The costs of these should be attributed to the relevant core HRG
and not included with the chemotherapy delivery HRG.

To maintain consistency with national coding guidance, the OPCS procurement and
delivery codes for chemotherapy should only be used where the treatment is for
systemic anti-cancer therapy, i.e. malignancy and not for the treatment of non-
malignant conditions. Certain drugs appear in both the chemotherapy regimens list
and high cost drugs list as they can be used to treat neoplasms as well as a range of
other non-neoplastic conditions for example rheumatology. These should be coded
using the OPCS high cost drugs codes and not the OPCS procurement and delivery
codes.

Current clinical coding guidance stipulates when to code delivery of oral
chemotherapy (SB112). If a regimen includes oral and parenteral administration, the
parenteral administration determines the delivery code. SB11Z will be assigned to
regimens made up of only drugs administered orally and the costs should reflect
current practice in light of recommendations within the National Patient Safety
Agency (NPSA) report on oral chemotherapy>*.

We are aware that some supportive drugs may have a disproportionately high cost
compared to the other expected costs of care within the unbundled chemotherapy
procurement HRG, and that some hormonal drugs may similarly have a
disproportionately high cost within the core HRG.

However, the cost of supportive drugs — which are any drugs given to prevent,
control, or relieve complications and side effects and to improve the patient's comfort
and quality of life - should also be included within these HRGs as per Table 10.
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> http://www.nrls.npsa.nhs.uk/resources/?entryid45=59880
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Table 10: Supportive and hormonal drug treatment

Method of delivery

As an intrinsic part of a regimen

Hormone treatments

If included within a regimen
then ignore, because the costs
are already included within the
chemotherapy procurement
HRGs.

Supportive drugs

If included within a regimen
then ignore, because the costs
are already included within the
chemotherapy procurement
HRGs.

Code to the relevant admitted
patient or outpatient core HRG

Apportion over procurement

By itself generated (not chemotherapy bar)ds, pqtentlally extra
o delivery time and costs
specific)
As part of supportive drug :jnclude costs within supportive N/A
rug costs

Critical care
178. Critical care reference costs are collected separately for

(@) adult critical care,
(b) paediatric critical care, and
(c) neonatal critical care.

Adult critical care

179. The adult critical care minimum dataset (CCMDS) is a sub-set of the admitted patient
care dataset. A patient that is admitted to a critical care unit will have an admitted
patient care dataset record for their hospital admission, which will produce a core
HRG and other unbundled HRGs, and a CCMDS record producing their unbundled
critical care HRG.

180. Adult critical care HRGs are based on the total number of organs supported in a
critical care period. The CCMDS (ISB 0153/Amd 81/2010°° refers) collects a wider
range of organ support information. Reference costs use these organ support
categories to classify cost and activity data. The costs and activity for stays in critical
care should therefore be excluded from the composite cost and length of stay for the
admitted patient care and a separate cost per bed day produced.

181. The Grouper will only output one HRG per critical care period. This HRG signifies the
total number of organs supported, from zero to six, in that critical care period. Only if
there is more than one critical care period will there be more than one critical care
HRG in the episode.

182. Reference costs for adult critical care are differentiated by all critical care unit
functions™® in the CCMDS:

(@) 01 Non-specific, general adult critical care patients predominate
(b) 02 Surgical adult patients (unspecified specialty)
(c) 03 Medical adult patients (unspecified specialty)

gz http://www.isb.nhs.uk/library/standard/112

http://www.datadictionary.nhs.uk/data_dictionary/attributes/c/cou/critical _care unit function de.asp?showna
v=1
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(d) 05 Neurosciences adult patients predominate

(e) 06 Cardiac surgical adult patients predominate

(f) 07 Thoracic surgical adult patients predominate

(g) 08 Burns and plastic surgery adult patients predominate

(h) 09 Spinal adult patients predominate

() 10 Renal adult patients predominate

() 11 Liver adult patients predominate

(k) 12 Obstetric and gynaecology critical care patients predominate
() 90 Non-standard location using a ward area

(m) 91 Non-standard location using the operating department.

183. Trusts that cannot differentiate their costs should use national code 01.

184. For each of these critical care unit functions, the unit cost per bed day, total number
of critical care bed days, and number of critical care periods should be reported.

185. Data for children treated in adult critical care units should be reported as part of its
costs.

Critical care periods

186. Record the number of critical care periods®’ that have occurred within each hospital
spell. A critical care period is a continuous period of care or assessment (i.e. a period
of time) within a hospital provider spell during which a patient receives critical care in
any one single unit function type of the critical care unit. A new critical care period
commences with each new CCMDS record.

187. Discrepancies can arise when counting critical care bed days for all types of critical
care services activity. For reference costs, counting of adult, neonatal or paediatric
critical care should follow the example in Table 11.

Table 11: Critical care bed day count
Critical care admission | Critical care discharge

date and time date and time
Adult with different dates of critical 5 November 7 November 3 critical care bed
care admission and discharge 13:00 10.30 days
Adult with same date of critical care 5 November 5 November 1 critical care bed
admission and discharge 13:00 22:00 day

188. Given this counting convention, a critical care bed vacated and subsequently
occupied by a second patient over the course of 24 hours should be counted as two
critical care bed days.

Costing critical care

189. We would expect the following costs to be included in the cost per critical care bed
day:

(@) Medical staff.

(b) Nursing and other clinical staff.
(c) Therapies.

(d) Ward consumables.

> http://www.datadictionary.nhs.uk/data_dictionary/classes/c/critical care period de.asp?shownav=1
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(e) Drugs.

() Blood and blood products.

(g) Diagnostics undertaken whilst the patient is in critical care.
(h) Medical and surgical equipment.

190. The costs of any theatre time must be reported against the core HRG and not the
unbundled critical care HRG. If a patient’s TFC changes on admission to a critical
care unit, a new FCE will begin, and theatre costs will not form part of the total cost
for the critical care service. But even if a new FCE does not start on admission to
critical care or an FCE is wholly within critical care under a critical care consultant
from admission to discharge theatre costs should still be excluded from critical care,
and reported against the core HRG.

191. Where there is no theatre time, this may result in a relatively small or even zero cost
against the core HRG. In these circumstances, trusts have the discretion to exclude
these zero cost HRGs on the same principle that other zero cost HRG are excluded
(paragraph 49). The key principle here is that critical care represents the highest
level of complexity and only the daily costs of providing critical care should be
recorded against the unbundled critical care HRG. Meanwhile, costs relating to
treating the patient's condition, including any surgery or theatre irrespective of
setting, should be reported against the core HRG.

192. The costs of relevant high cost drugs or high cost blood products should be included
in the unbundled high cost drugs HRGs (paragraph 208) and not here.

193. Many trusts have adult critical care outreach teams that operate outside the
parameters of the discrete adult critical care unit. Outreach teams support general
ward staff in caring for higher acuity patients, facilitate admission to and discharge
from critical care, help avoid unnecessary critical care admissions, share clinical
skills, and follow up patients to monitor outcomes and services. Trusts should include
outreach teams as an overhead to admitted patient care, and not report them as a
separate total cost.

194. Costs should be reported against the following unbundled HRGs, which are
supported by the paediatric critical care minimum dataset (PCCMDS)*® and further
qualified in terms of scope on page 2 of DSCN 01/2007 version 3°°:

XB01Z - solely for use for extra corporeal membrane oxygenation (ECMO) or extra

corporeal life support (ECLS) within a designated provider and nationally
commissioned. The providers in Table 12 are expected to report the majority of costs.

Table 12: Providers of ECMO, ECLS or aortic balloon pump

RBS Alder Hey Children's NHS Foundation Trust
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RQ3 Birmingham Children's Hospital NHS Foundation Trust

RP4 Great Ormond Street Hospital For Children NHS Trust

RJ1 Guy's and St Thomas' NHS Foundation Trust

RR8 Leeds Teaching Hospitals NHS Trust

RT3 Royal Brompton and Harefield NHS Foundation Trust

RHM Southampton University Hospitals NHS Trust

RTD The Newcastle Upon Tyne Hospitals NHS Foundation Trust

RA7 University Hospitals Bristol NHS Foundation Trust

RWE | University Hospitals of Leicester NHS Trust

XB02Z to XB05Z - relate to intensive care. Only the providers in Table 13 with
paediatric intensive care units (PICU) are expected to report costs. Children in an
adult ICU with a CCMDS rather than a PCCMDS record have been incorrectly coded.
Trusts should report these costs against UZ01Z, not sub-chapter XB, and arrange to
correct their coding in future years.

Table 13: Providers with paediatric intensive care units
Code  Name

RBS Alder Hey Children's NHS Foundation Trust

R1H Barts Health NHS Trust

RQ3 Birmingham Children's Hospital NHS Foundation Trust

RGT Cambridge University Hospitals NHS Foundation Trust

RW3 Central Manchester University Hospitals NHS Foundation Trust

RP4 Great Ormond Street Hospital for Children NHS Trust

RJ1 Guy's and St Thomas' NHS Foundation Trust

RWA | Hull and East Yorkshire Hospitals NHS Trust

RYJ Imperial College Healthcare NHS Trust

RJZ King's College Hospital NHS Foundation Trust

RR8 Leeds Teaching Hospitals NHS Trust

RVJ North Bristol NHS Trust

RX1 Nottingham University Hospitals NHS Trust

RTH Oxford Radcliffe Hospitals NHS Trust

RT3 Royal Brompton and Harefield NHS Foundation Trust

RCU Sheffield Children's NHS Foundation Trust

RTR South Tees Hospitals NHS Foundation Trust

RHM Southampton University Hospitals NHS Trust

RJ7 St George's Healthcare NHS Trust

RTD The Newcastle Upon Tyne Hospitals NHS Foundation Trust

RJE University Hospital of North Staffordshire NHS Trust

RA7 University Hospitals Bristol NHS Foundation Trust

RWE | University Hospitals of Leicester NHS Trust

XB06Z to XB0O7Z - relate to high dependency care. This care can be delivered on
children’s wards in many hospitals, as well as in designated high dependency and
intensive care units. Any provider may submit these costs.

XB08Z - relates to paediatric critical care transport.

XB09Z - Paediatric Critical Care, Enhanced Care. Represents the resources involved
in providing critical care to children where the critical care activity codes recorded do
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not necessarily indicate high resource. Any provider may submit these costs.

195. The HRGs can be derived in a variety of settings. Therefore costs for delivery of
critical care on children's wards, also known as non-discrete high dependency care,
should be included and underpinned by the completion of a PCCMDS record. Care
should be taken to ensure these costs are not double counted against the admitted
patient care core HRG.

196. Unit costs for XB01Z to XB0O7Z and XB09Z are per occupied bed day (applying the
counting convention in paragraphs 187 and 188), with each occupied bed day
producing an HRG (i.e. one HRG per day).

197. Unit costs for XBO8Z are per patient journey.

198. In 2006, the Casemix Service analysed the results of an observational costing study
of staff resource costs in 10 PICU. The work is discussed in the National report of the
Paediatric Intensive Care Audit Network (PICANET), January 2004 — December
2006%°. The relative staff resource costs across HRGs arising from this work, and a
worked example of how trusts might use these to benchmark their own reference
costs returns before submission, are shown in Table 14, where we assume a
hypothetical paediatric intensive care unit is delivering 5,000 bed days of activity a
year at a cost of £10 million. The staff resource costs are expressed as a cost ratio
with XB05Z as the reference HRG with a value of 1.00.

Table 14: Using benchmark cost ratios to inform paediatric critical care reference costs
D=C/

C=A*B SumC* E=D/B
£10 million
Total cost = Average
RSB (?:35 \k:\cle?jl%rgsg \c/)\feig hted gglrt k():gs t
bed days £ day£
XB01Z | Paediatric Critical Care, Advanced Critical Care 5 3.06 100 306 546,233 5,462
XB02Z | Paediatric Critical Care, Advanced Critical Care 4 2.12 150 318 567,654 3,784
XB03Z | Paediatric Critical Care, Advanced Critical Care 3 1.40 500 700 | 1,249,554 2,499
XB04Z | Paediatric Critical Care, Advanced Critical Care 2 1.22 | 1,000 1,220 | 2,177,794 2,178
XBO05Z | Paediatric Critical Care, Advanced Critical Care 1 1.00 | 2,000 2,000 | 3,570,154 1,785
XB06Z | Paediatric Critical Care, Intermediate Critical Care 0.91 750 683 | 1,219,207 1,626
XB07Z | Paediatric Critical Care, Basic Critical Care 0.75 500 375 669,404 1,339
5,000 5,602 | 10,000,000

199. Trusts may wish to use the cost ratios to assist with the compilation of their reference
costs. However, they are indicative and if trusts can provide robust cost
apportionments of their own, they should use these instead. They were obtained from
a study undertaken within PICUs, with a higher nursing input to a patient requiring a
high dependency level of care than might be delivered to the same patient in a high
dependency unit or ward setting. As a consequence, reference costs for delivering
high dependency levels of care outside of PICUs would be expected to be lower.

€0 http://www.picanet.org.uk/Audit/Annual-Reporting/Annual-Report-
Archive/PICANet National Report 2007.pdf
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200.

201.

202.

203.

204.

205.

206.

207.

208.

2009.

Unit costs for XA01Z to XA05Z should be reported on per occupied bed day basis,
with each occupied bed day (applying the counting convention in paragraphs 187
and 188) producing an HRG (i.e. one HRG per day).

XAO06Z relates to neonatal critical care transport. The unit cost is per patient journey.

Diagnostic imaging should be reported separately when occurring in the following
settings:

(&) outpatients,
(b) direct access, or
(c) other.

Diagnostic imaging should not be reported separately when occurring in admitted
patient care. Its costs should be included within the core HRG, and any unbundled
diagnostic imaging HRGs produced by the Grouper should be ignored. Similarly, the
costs of diagnostic imaging in critical care, rehabilitation or specialist palliative care
should be included in the unbundled critical care, rehabilitation or specialist palliative
care HRG.

Some diagnostic imaging is not coded in a way that generates an unbundled
diagnostic imaging HRG. For example, a correctly coded obstetric ultrasound in
outpatients is likely to group to one of the obstetric medicine core HRGs (paragraph
132). Costs and activity for these scans should not be unbundled, but reported within
the generated core HRG.

Plain film x-rays do not have an unbundled HRG. When occurring in admitted patient
or outpatient settings, their costs should be included in the core HRG. When directly
accessed, they should be reported separately as set out in paragraph 262.

Diagnostic imaging should also be reported by the TFC of the outpatient clinic in
which the imaging was requested. Trusts should use code 999 if they are unable to
assign a TFC accurately.

The unit cost is per examination.

Not all drugs that are high cost have an OPCS code, and therefore an unbundled
high cost drug HRG. We discuss these in paragraph 498.

Drugs that do have an OPCS code will generate a separate unbundled high cost
drug HRG in addition to the core HRG for the care episode. Where multiple high cost
drugs are recorded, multiple high cost drug HRGs will be generated. For reference
costs, high cost drugs should be reported separately as follows:



(@) Admitted patient care - unit cost per spell. The OPCS-4 clinical coding
instruction manual® states that high cost drugs are coded per hospital provider
spell and not FCE, and usually assigned in the first episode where the drug is
administered.

(b) Outpatients - unit cost per attendance.

(c) Other settings — unit cost per attendance. For other activity outside admitted,
outpatient or direct access settings, the stand alone pharmacy data system
should be used in the absence of clinical coding to derive the appropriate
OPCS-4 code and thus generate the HRG.

210. The current HRG4+ design does not consider dosage. Taking this, and the coding
guidance above into consideration, and to ensure that costs and activity are recorded
consistently, the average cost of a high cost drug should be identified across the
admitted patient spell or outpatient attendance.

211. The costs of each unbundled HRG should include only the actual costs of the drug.
All other pharmacy oncosts, and the costs of drugs administered with high cost
drugs, should remain in the core HRG.

212. The unbundled radiotherapy HRGs are similar to the design of the unbundled
chemotherapy HRGs, in that an attendance may result in an additional two HRGs:
one HRG for pre-treatment planning and one HRG for radiotherapy treatment. The
radiotherapy dataset should be used as a source of data for submitting reference
costs. This will result in the vast majority of activity reported as outpatient
attendances, although the collection offers the following settings for consistency:

(@) Ordinary elective or non-elective admissions.
(b) Day case and regular day or night attendances.
(c) Outpatients.

(d) Other.

213. In addition to these HRGs, a core HRG (SC97Z) for a same day external beam
radiotherapy admission or attendance is generated by the Grouper if:

(@) external beam radiotherapy has taken place,

(b) the activity has length of stay less than one day, or

(c) no major procedures have taken place and the core HRG which would
otherwise be generated is diagnosis driven.

214. The same principles described in paragraph 163 for SB97Z also apply to SC97Z.

215. Activity should be allocated for each fraction of radiotherapy delivered and only one
fraction per attendance should be coded. The intention in HRG4+ is that each
fraction would be separately counted, rather than the number of courses of
treatments. However, clinical coding guidance states that only one delivery fraction
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should be recorded per stay.

216.

Therefore, the unit of activity for ordinary admissions is per admission, unless the

patient has treatment to more than one body site when it would be permissible to
record a delivery fraction for each area treated if a change in resources was identified
from delivery on a single site. This will not be an issue for activity recorded in the
radiotherapy dataset as outpatient. Table 15 clarifies the Grouper output for different
patient settings (providing trusts have followed coding guidance) and the treatment of
the data for reference costs.

Table 15: Radiotherapy outputs

Setting

Ordinary elective
or non-elective
admission

HRG output from the Grouper

Core HRG +

Planning HRG (one coded per admission) +

Delivery HRG (one coded per admission)

Treatment of HRG in reference
costs

Report core HRG costs separately
from radiotherapy costs

Report planning costs using
planning HRGs

Report all delivery costs for the
admission using delivery HRG

Day case, regular
day or night
attendance, and
outpatients

SC97Z sameday external beam radiotherapy +

Planning HRG (one coded per course of

treatment) +

Delivery HRG (one coded per fraction delivered
every appointment)

Report SC97Z at zero cost (all
radiotherapy costs are reported in
planning or delivery activity)

Report unit cost of planning HRG
per course of treatment

Report average cost per fraction and
number of attendances

Other (for any
activity not
included above)

Report planning per course and
delivery per fraction

217. A first outpatient attendance may result in the two HRGs described, (one planning
HRG and one delivery HRG), with the follow up attendances only resulting in the
delivery HRGs and SC97Z being assigned.

218. An average unit cost per treatment course should not be reported for delivery costs in
day case, regular day or night attendance, or outpatient settings. Instead, cost per
fraction should be reported by HRG.

2109.

Supportive care costs for cancer patients receiving radiotherapy in an ordinary

elective or non-elective setting should be allocated as set out in paragraph 164.

220. Advice from the National Cancer Action Team (NCAT)®? highlights the need to
allocate costs according to the type of radiotherapy being delivered. There are
predominantly two types of radiotherapy:

(a)
(b)

external beam radiotherapy, and
brachytherapy and liquid radionuclide administration.

221. Work to develop the brachytherapy classification is ongoing. Until this work is

%2 http://webarchive.nationalarchives.gov.uk/20130513211237/http:/www.ncat.nhs.uk/
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223.

224,

complete, it is important that brachytherapy costs are only reported within the current
set of brachytherapy HRGs, and not within the external beam HRGs.

For the purposes of reference costs, rehabilitation is provided to enable a patient to
improve their health status, and involves the patient actively receiving medical
attention. Rehabilitation for patients with mental health conditions should be reported
under Section 9 and not here.

Unbundled rehabilitation HRGs are only generated where care is identified as taking
place under a specialist rehabilitation consultant or within a discrete rehabilitation
unit.

The Grouper will output an unbundled rehabilitation HRG for discrete rehabilitation
accompanied by a multiplier showing the days of rehabilitation within the FCE, and
adjust the core length of stay for this activity. Figure 4 illustrates the Grouper output
and the reporting requirements for reference costs.

Figure 4: Reporting rehabilitation services
What happens to the patient?

Patient has hip replacement Patent then has discrete rehabilitation as part of
(10 days) admission (20 days)

Total length of stay for spell = 30 days

What does the grouper output?

(reported in ordinary admission worksheet) (reported in rehabilitation worksheet)

One core HRG 20 unbundled HRGs

What costs should be reported and where?

Length of stay = 10 days for core HRG Activity = 20 days for unbundled HRG
(and excess bed day costs if applicable) (reported in rehabilitation worksheet)
225. Rehabilitation should be reported under the following settings:

226.

227.

(@) admitted patient care — unit cost per occupied bed day,
(b) outpatient — unit cost per attendance, or
(c) other.

Each setting is further divided as follows:

(@) complex specialised rehabilitation services level 1,
(b) specialist rehabilitation services level 2, or
(c) non-specialist rehabilitation services level 3.

Certain aspects of rehabilitative care are delivered by specialist NHS providers.
Associated with the delivery of complex specialised and specialist rehabilitation are
an expectation of increased resource usage and longer durations of admitted patient



care. To report the activity and costs of these as part of composite discrete
rehabilitation would be to mask the extent of the resources used. Therefore, to
support the definitions of specialised services in the SSNDS®, the collection requires
that the NHS separately identify not only those complex specialised rehabilitations
services, but also those that might be termed specialist.

228. CSRS that fall within this definition set and contain components relating to admitted
patient rehabilitation are:

(a) specialised spinal services (all ages),

(b) specialised rehabilitation services for brain injury and complex disability (adult),
(c) specialised burn care services (all ages), or

(d) specialised pain management services (adult).

229. A specialist rehabilitation service (SRS) level 2 is one that is not designated a CSRS
level 1 service but has the following characteristics:

(@) A co-ordinated multi-disciplinary team of staff with specialist training and
experience, including a consultant with specialist accreditation in the specific
area of rehabilitation.

(b) Carries a more complex caseload, as defined by agreed criteria.

(c) Meets the national standards for specialist rehabilitation laid by the appropriate
royal college and specialist societies, e.g. the British Society of Rehabilitation
Medicine (BSRM) for amputee musculoskeletal and neurological rehabilitation
(including stroke and brain injury rehabilitation).

(d) Serves a recognised role in education, training and published research for
development of specialist rehabilitation in the field.

230. The BSRM have developed criteria and checklists for the identification of these level
2 services that conform to the standards required of a specialist rehabilitation service,
which may be applied through a scheme of peer review and benchmarking of
reported data to confirm service quality.

231. Non-specialist rehabilitation services (NSRS) level 3 are any not specialist or
complex specialised and are therefore identified by exception rather than by
definition. Where trusts cannot recognise themselves as either providers of CSRS or
SRS, they should report as non-specialist.

83 http://www.hscic.gov.uk/casemix/prescribedspecialisedservices
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232. Rehabilitation should only be separately identified where discrete rehabilitation has
been carried out. No attempt should be made to separately identify non-discrete
rehabilitation costs during an admitted patient care stay.

233.

234.

235.

236.

237.

Increasingly, rehabilitation services are provided by community hospitals following
transfer from an acute provider. Community hospitals should note the following:

(@)
(b)

(€)

(d)

(e)

Community hospitals providing a rehabilitation service should report this on an
occupied bed day basis by HRG.

When patients are admitted to a community hospital after discharge from an
acute provider (i.e. a different organisation), the patient may be admitted under
the previous acute HRG.

Community hospitals that provide rehabilitation services should submit this data
as rehabilitation (i.e. because that is the service being provided), rather than
using the acute HRG that relates to the condition for which the patient has
undergone treatment in the acute provider.

Where patients are transferred from acute to community hospitals whilst in an
acute stage of treatment to facilitate early discharge and still require acute care
and stabilisation before rehabilitation treatment, trusts should report the acute
phase of care using an appropriate specialty and HRG, and report the
rehabilitation using the appropriate rehabilitation services category.

It is inappropriate to report the post-acute element of care as rehabilitation, and
it may be similarly inappropriate to report it as the discharge HRG from the
acute provider.

Unbundled rehabilitation HRGs should not be used to describe the cost of activity
beyond an HRG trim point for any acute or non-specified HRG. This should still be
reported as excess bed days.

The unbundled specialist palliative care HRGs should be reported against the
following settings:

(a)
(b)
(©)
(d)

ordinary elective or non-elective admissions, including support hospital teams,
day cases and regular day or night admissions,

outpatients, or

other.

The unbundled HRGs include care that is provided under the principal clinical
management of a specialist palliative care medicine consultant, either in a palliative
care unit or in a designated palliative care programme. This care should usually be
reported using main specialty codes for palliative medicine (315), nursing episode
(950) or allied health professional episode (960).

Bereavement counselling should only be included in specialist palliative care or other
HRGs in the unusual circumstance it is provided directly to the patient or, where the
patient is a child, to the carer as a proxy to the child. In all other situations, it should
be treated as an overhead.



238.

239.

240.

241.

Specialist palliative care for ordinary elective or non-elective admissions should be
reported per bed day using HRG SDO1*. The Grouper will output an unbundled
specialist palliative care HRG accompanied by a multiplier showing the days of
specialist palliative care within the FCE, and adjust the core length of stay for this
activity.

If a patient is not admitted under the care of a speci