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Re: Neonatal HRG 2016/NCCMDS v2 effective April 2019 

NCCMDS and HRGs

The NCCMDS (Neonatal Critical Care Minimum Data Set) contains the daily data items used to derive the neonatal Healthcare Resource Groups (HRGs).

The neonatal HRGs are used as the costing structure for neonatal care and comprise 5 neonatal HRGs, and a neonatal transport HRG which reflects patient transportation:

XA01Z Neonatal Critical Care, Intensive Care
XA02Z Neonatal Critical Care, High Dependency Care
XA03Z Neonatal Critical Care, Special Care, Carer not resident alongside baby
XA04Z Neonatal Critical Care , Special Care, Carer Resident at cotside and caring for baby
XA05Z Neonatal Critical Care, Normal Care
XA06Z Neonatal Critical Care, Transport

The current neonatal HRGs (pre Reference Costs 2016/17 HRG design) are based on the BAPM (British Association of Perinatal Medicine) Categories of Care 2001

The new Neonatal Critical Care Minimum Data Set 2016 has been developed from the updated BAPM Categories of Care 2011, with further clarification regarding special care with and without carer present, and what should be considered normal maternity care (which would not be recorded in the data set and thus not generate a Critical care HRG). This work was led by the National Casemix Office Expert Working Group, with additional representation from the Clinical Reference Group (CRG), NHS England and NHS Improvement Pricing Teams, BAPM, the Neonatal Nurses Association (NNA) and BLISS.

The new Critical Care Minimum Dataset 2016 was approved as a standard for use by the Standardisation Committee for Care Information (SCCI).  Full details of the changes to the NCCMDS database are published on the NHS Digital website:

http://content.digital.nhs.uk/isce/publication/scci0075 

The HRG design was reviewed by the Casemix Expert Working Group as a result of more granular and clinically relevant data being available in the updated 2016 NCCMDS, and changes to the HRG content and logic were introduced. Following formal governance procedures, the new HRG design was first collected in the HRG4+ 2016/17 Reference Costs collection by the Department of Health.

Since 7th September 2016 there have been 2 versions of the NCCMDS:

· Version 1 – the existing NCCMDS which continues to be submitted via the Commissioning Data Set to the Secondary Uses Service (SUS, nos SUS+)
· Version 2 (2016) - contains an additional 14 critical care activity codes (CCAC) to reflect updated clinical practice and innovation, which allows local costing of the updated neonatal critical care HRGs from the 2016/17 financial year onwards.

Reference Costs

Reference costs (the cost of providing neonatal critical care) are collected from every trust annually

Since 2016 reference costs have been calculated against the new HRGs and have been used to help support the development of national tariffs for neonatal care.

The National Casemix Office’s NCC EWG suggests costs (particularly staffing) should be apportioned to appropriately reflect the requirements of the different neonatal HRGs. As a guide, it would usually be expected that:

· The cost of XA03Z and XA04Z would be similar
· The cost of XA01Z would be at least 4 times the cost of XA03Z
· The cost of XA02Z would be at least 2 times the cost of XA03Z
· The cost of XA05Z would be lower than the cost of XA03Z/XA04Z 

Providers will still need to submit the version 1 NCCMDS nationally through SUS until such time that the CDS can be updated to accept the new CCAC. Providers should however use the better, local data within the NCCMDS (2016) for their commissioning discussions. The HRG description codes are unchanged: XA01 – XA05, but the flowchart uses the new NCCMDS v2 issued by NHS Digital Casemix Service in 2016.  

Background

The governance process for updating the Neonatal Critical Care Minimum Data set followed the standard procedure and was approved by SCCI in September 2016:

https://digital.nhs.uk/data-and-information/information-standards/information-standards-and-data-collections-including-extractions/publications-and-notifications/standards-and-collections/scci0075-neonatal-critical-care-minimum-data-set-version-2

The governance process for including this updated HRG design for Reference Costs 2016/17 for Neonatal Critical Care includes a Change Control Panel with representation from DH, NHS I and NHS I and the NCO.

The governance process for using the Reference Costs 2016/17 as a basis for 2019/20 national tariffs was approved by JPE/JPG in line with policy requirements. The announcement of this decision was made in October 2018 with the pricing 2019/10 Engagement document, available at:

https://improvement.nhs.uk/resources/201920-payment-reform-proposals/ 

Detail

When babies are born unwell (or become unwell), CCGs and NHS England specialised commissioning share the cost of their care. A core neonatal HRG is generated (usually PB04*-PB06*) and charged to CCGs or NHS England (according to the relevant specialised identification rule) at circa £1k per spell. When a baby is treated in a neonatal unit or transitional care cot, the costs are excluded (unbundled) from the cost of the core spell. The bed days are also removed from the core HRG length of stay. The costs of the transitional and neonatal care are reimbursed separately by NHS England specialised commissioning at a local bed day rate using the XA HRG currencies. It should be noted that all unwell babies will generate a core HRG with the spell length of stay varying between zero and the full length of stay. The core HRG is an average with the cost of some babies being £0 (as all care has been given in a transitional care cot or on a neonatal unit), some will contain the full cost and others will include part of the cost.

There has been a long standing inconsistency between how some providers report babies who are cared for alongside their mothers in maternity units. Whilst the rules have been clear application has proved difficult for providers. In some providers, the core spell has not been charged where a baby’s entire length of stay has been unbundled. Both inconsistencies have led to differential counting/coding and a high variation in local bed day tariffs.

In 2019/20 significant changes to the rules are to be implemented. This will result in some neonatal unit activity being removed, particularly for those providers who recorded activity inconsistently from the national rules, or whose recording practices have not been updated to reflect the greater granularity offered by the 2016 NCCMDS. There is also likely to be a transfer of activity from XA03/4Z to XA05Z. 

The introduction of the new NCCMDS was not intended to change the total quantum of costs being reimbursed to providers, but to standardise how activity is counted and coded and reflect current practice and innovation. As neonatal unit and transitional cot bed days remain locally priced, there will need to be a rebasing of the local tariffs in order to main cost neutrality for providers.

Some spells will be unaffected, some spells will change in price as the HRG output reflects a different complexity than previously (including the generation of zero-priced UZ01Z critical care bed days that previously would generate an unbundled XA* HRG) and for others, the removal of the NICU element may increase the length of stay of the core spell. This may result in an increase in excess bed days being generated. However, it is also known that in some cases, providers have not been correctly reducing the core length of stay for any unbundled bed days and hence a reduction of excess bed days could also be seen.

Not only is it important to maintain cost neutrality for providers, it is also important to maintain cost neutrality for commissioners, so the rebasing exercise needs to include the total quantum of costs for unwell babies irrespective of whether currently funded by CCGs or NHS England.


Potential Impact on Unbundled Bed Days (NHS England)

ODNs are likely to have been shadow monitoring the 2016 definitions and therefore data to show the effect of this change at 2018/19 Q3 may be available. The expected potential effect of each HRG change is described below:

XA01/HRG 1/Intensive care – there should be a reduction at all non NICU providers. There should be an increase at surgical NICUs because the new NCCMDS recognises surgical babies and they are expected to be in IC for longer. Most NICUs will reduce in activity except surgical NICUs. 

XA02/HRG 2/High dependency – there should be an increase at most units; this is to do with changes in respiratory support and use of TPN. 

XA03/HRG 3/Special Care within NNU –The changes to this code mean that there are time restrictions on inpatient episodes for 34 & 35 week babies. Therefore a reduction is most likely because a 35 week, well baby that is admitted into NNU for SC, and is receiving support with feeding will only receive payment for 48 hours. At the moment if they were in NNU for 7 days then they can generate 7 or 8 x XA03 days, depending on admission & discharge times. 

XA04/HRG 4/ Special care beside mother can be on the post natal ward or transitional care area. This code is generated if any of the XA03 codes are triggered plus there is carer resident. Therefore these babies should be receiving special care beside their mother either in a transitional care area or postnatal ward. There will be some reduction in activity if providers routinely admitted to transitional care for observation which will no longer generate an HRG.

XA05/HRG 5/ Normal care on NNU – This code was previously normal care, there was very little activity and national recommendation was for a low or nil tariff. The new HRG 5 will have babies receiving phototherapy either on NNU or PNW, plus babies receiving specific interventions on NNU. This is mainly to ensure babies who have received higher levels of care and are getting ready for discharge will receive a tariff. This HRG has the biggest increase in days. It is expected that XA05 has an appropriate tariff from 19/20.

Potential Impact on the Core Spell (NHS England or CCGs)

The APC/PB coding covers the admitted patient episode for neonatal medicine for babies admitted below two years of age, and is paid by either NHS England or CCGs depending on the identification rules. The changes to XA04 & XA05 codes may impact on the core spell as below:

When babies are either born unwell or become unwell, CCGs and Specialised Commissioning share the cost of their care. A core neonatal HRG is generated (usually PB04-PB06) and charged to either CCGs or NHS England at circa £1,000 with any excess bed days separately generated and charged to the commissioner of the core spell. Any unbundled days relating to care received in a neonatal care unit or as transitional care are removed from the core spell LoS and reimbursed separately by NHS England specialised commissioning. The 2016 NCCMDS no longer recognises some care as NICU and will no longer generate an unbundled bed day and hence the core spell LoS will increase, potentially triggering excess bed days.

The changes to XA04 & XA05 will have the most impact to both NHS England & CCGs, particularly whilst this embeds in clinical practice. All Providers would have received the National Casemix Office information on these changes published in 2016. There was a Guide for Clinicians to explain the changes required in clinical practice, particularly with the 34 – 36 week babies and babies receiving phototherapy. 

Recommendation

The introduction of the new NCCMDS was intended to better reflect the cost of care provided and to standardise the counting and coding of activity across providers. There was never an intention to de-stabilise services by changing the total quantum of income received by Trusts for the service or for commissioners to receive a windfall gain.

Therefore, the existing total quantum of funding for unwell babies should be maintained in 2019/20. This will require a rebasing exercise involving the Trust, local ODN, local NHS England specialised commissioner and the lead CCG. 

Suggested Methodology (see rebasing template)

Step 1:
All baseline activity (core spells, excess bed days and unbundled bed days) should be stated, by commissioner, using the Trust’s existing counting and coding rules (e.g. 2001 NCCMDS). This should then be priced using the 19/20 national tariffs and local bed day prices (18/19 local prices plus agreed uplift). This provides the opening quantum of Trust income at 19/20 prices.

Step 2:
The same baseline activity (core spells, excess bed days and unbundled bed days) should then be re-stated using national rules for counting and coding and the 2016 NCCMDS. The activity should be priced using the 19/20 national tariffs and local bed day prices as above. This provides the re-stated quantum of Trust income at 19/20 prices initial prices.

Step 3:
Note the difference between the 2 income totals should be calculated.
 
Step 4:
If Trusts have not been recording all relevant activity on the NCCMDS, this could be
managed in 2 ways:
· Estimate the additional activity and include in the 19/20 rebasing exercise. Activity should be correctly recorded from 1st April 2019 and priced at the agreed final local tariffs.
· Exclude the activity from the 19/20 rebasing exercise and start recording from 1st April 2019 but with the bed days zero priced and the core spell LoS not reduced. A second rebasing exercise will need to be undertaken for 20/21 in order to bring the additional activity into the overall quantum of income. 

It should be noted that the accurate collection of transitional care data to generate HRGs based on the NCCMDS 2016 is required as part of “Safety Action 3” of the NHSR Maternity Incentive Scheme – CNST Year 2 as well as being an existing requirement for reference cost calculations. Hence why it is essential that activity is correctly recorded from 1st April 2019.

Step 5:
The 19/20 local bed day tariffs should then be adjusted to align the 2 values. Suggested relative weightings between the XA HRGs have been provided in the rebasing template. The adjusted bed day tariffs should then be used to reimburse the Trust in 2019/20.

Step 6:
Calculate the impact on individual commissioning organisations and agree a transfer of funds to maintain cost neutrality (suggest a de-minimus is agreed locally by the lead CCG and NHS England). 

Step 7:
Joint working and the sharing of data across the 4 organisations (the Trust, local ODN, local NHS England specialised commissioning hub and lead CCG) will be essential. It is suggested that the actual activity and income are jointly reviewed by at the end of Q1 and Q2 to ensure that the counting and charging is in line with expectations. It may be practical to “block” either the total income or some elements in 2019/20 with a shadow monitoring system operating in preparation for 2020/21. This may be a favourable option where there are significant changes to how activity is being counted either as a result of standardisation to national counting and coding or the introduction of the 2016 NCCMDS.

Note: any income related to outreach should be recorded as a separate category and paid by NHS England. This may require a transfer of funds if currently charged to CCGs.

Timing of the Exercise

It may be practical for commissioners and providers to agree the overall quantum of income for inclusion in the 2019/20 National Contract and to undertake the rebasing exercise during the first quarter of 19/20. Activity should be correctly recorded using national coding/counting rules and the 2016 NCCMDS from 1st April 2019 and it should be locally agreed when charging under the new rules will begin. For example, it may be agreed that Q1/2 is paid on a block whilst the rebasing is undertaken to avoid the need to re-calculate prior month’s charges.  

About This Briefing

This briefing has been prepared by a small expert working group to support local teams in implementing the new NCCMDS. The working group included representation from:

· The Neonatal Clinical Reference Group (CRG)
· NHS Digital’s Casemix team
· The Neonatal Operating Delivery Network (ODN)
· NHS England’s lead commissioner for the Women & Children Programme of Care
· The NHS England Pricing team
· The NHS England National Finance team
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