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After a succssful planning meeting in Februathis workshop moved the Challemfprward by
identifying the insightshat modelling can offer national and logablicy on ageinglhe aim of the
workshop was to discuske extentto whichcurrent policy questions are answerable given what
we already know, and how tlyecould be answeredith further research

Summary of Workshop 1: 23 June 2014

Moira Faul, Headf CSaRa t 2f A O& [/ K| bdgshyracetings D@ dliNihg Y-8
aimswith respect to the Policy Challenges Programdmnathan Man{Professor of Primary Care
Researclof the Primary Care Unjtthe lead on the modelling strandf the Ageing and Public
Health Blicy Challengghen described thedealoutcome thathe would like toachieve:an in-
depth discussion about modelling and ageihgt couldbe fed into policydecisions

The workshop openedith presentationsrom Professor Kayee Khaw, Dr Petra Klepac, Dr Louise
Lafortune, Dr Jam®WNoodcock, MDavid Nuttall and Dr Liz RobBubgquently,the workshop
participants addressed national andb localpolicy questions, posed by David kit and Liz

Robin respectively

National policy concerns

1. What do we know about how future older people will need/want to access services?

2.Whatt 6 2dzi0 aKSIfGKe | I3SAy3Ie AYISNDSYyiIA2yas ogKI(
3. Informal carers, families and communities in the futgsehat role might they play?

4. Should there be a common set of assumptions for models?

5. How far ahead is it feasible to adel?

6. How feasible are local models for local policy given current emphasis on national models and
national policy?

7. How muctof the data neededre available
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Local Policy Concerns

1. Balance between longérA ¥S SELISOGFyOé |'yR Woloé 022YQ AY
2. Are there consistent trends in the relationship between morbidity and age (is 80 the new 70)?

3. Should we be focusing on expected deaths, not age

4. Should we model demography oather trends in sewice use and acuitg are people

surviving longer with more severe conditions?

5. Will there be social shiftg more elderly people without children as carers?

Group discussion outcomes

The dscussion focused on three national and thieealpolicy ssues (in bold above and
summarised beloy There was consensusaihmethods other than modelling, such as
ethnographywould be more appropriate ttnvestigatesocial shifts and the future role of
informal carers, families and communities. The informatmibe gained from suctesearch was
deemed necessary to developodels with improved external validity.

1. National Policy Concerns

N4. Should there be a common set of assumptions?

There was consensus that we need mamydels based on different assumptiotsaddress the

same issueAs the example of modelling the foot and mouth epidemic showed, we can have a
greater degree of confidence in projeans when different models producgmilar resultsUsing

one set of assuptions across different modeisould increase systematic error, decreasing the
chances of arriving at accurate projections. Triangulating the outputs of different models which

use different assumptions allows the possibility of validating one result agamatsher.Local
authoritiesalsoneed different models which clearly report thesensitivity analyseso that their
projections can be analysed and compared. This would enable them to plan for a range of possible
scenarios, discern how they could be aelsked, and decidedw to invest their budget.

N5. How far ahead is it feasible to model?

It is feasible to model far ahead. Howeytire more longterm the projection the less certainty it
warrants, because social conditions are likely to changeer®iif questions necessitate different
parameters (e.g. modelling resources and demand for ldaskts vs modelling the effectd a

national influenza epidemion the elderly. Theresearchquestions should guide the selection of

an appropriate timeframe for the model Although local authorities need to be able to model 5

years aheadhaving a range dfoth shortand i® RA dzY G SNY LINR2SOlA2ya Aa
contextual frameworks can be assessed in order to determine which are working.

N6. How feasible are local models for local policy given current emphasis on
national models and national policy?

Data collection for most healthcare models is usually done on a national level, meanimgplyhat

verysmall sample from each county may tepresented within the data. This does not provide a

relevant basis on which to build local policy, especially gierent populationstructures in

different parts of the UKe(g.inner city Manchesterural Sussex)t is important to develop local
2
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models for local policy becausecial care antiealth services are dekred locally, not nationally,
and funding may come from different streams.

In order to be useful, local models must include information about social care, wdiishfor the
need toaddress thechallenge of accessing data about individual service musigjust for social
care butacross the conhuum of carelt was argued that in the case of cardiovascular disease,
micro-interventions(health warnings, advertisirgmoking cessationlioics) have not been as
effective as macro, national level, policies (cigarette taxation, banning smoking in public places) in
terms of changing behaviour and bringing down teel of CVDIf we take national policy
initiatives as natural experiments,ercould learn and extrapolafeom their effects todifferent
policy areas (e.g. alcohol advertisiaugd pricing the placement of healthy and unhealthy options
in supermarkets, food labelling). Comparative studies using different local policies ad natura
experiments coulgbrovide insights into complex queshs whichcould notbe answeed using
randomised controlled trial

2. LocalPolicy Concerns

L3. In the modelling of healthcare costs, should the focus be on expected deaths,
not age?

Age is a betteproxy for modelling healthcare costs than death. Health costs are concentrated in
the last 12¢ 18 months of life and increase with proximity to death. Costs appear to increase with
age because more peaptie in older age. Howevdrgalthcare costs fosomeone who is at the

end of life aged 65 are much higher than for someone aget&fause 8%¥earolds do not access
healthcarein the same ways 65 yeaolds. In contrast, the social costs of supporting 85 yads

are high. Modelling death insteadf expected age would not shosocialcare costs risingn a
national levelas the population agesiowever, they would increase dramatically on a local level
This is particularly significant becadsading streamgor services provided by the community
hospitalsand hospicesre different. Investingin social care, for exampke dzLJLJ2 NI Ay 3 | Wf
could create savings in anotharea suchas endof-life healthcare. Bvelop a joineeup health

system may bettemaximisehealth and social care befits at the same time as minimising
ineffective investment

L4. Should we model based on demography or rather trends in service use and
acuity i are people surviving longer with more severe conditions (multi-
morbidities)?

Currently, most models are bas@®n demography rather than service use, because data about

service use are difficult to procure. It would be necessary to obtainghesidentifier for each
LISNE2Y QA bl { RFEGF YR LISN¥YAaA&AA2Y FTNBY SIOK Ay
complicated by the fact that part of the population pay for healthcare and do not use the NHS.

Using retrospective data to study service use would-sigg the issue of permission, however,

such data arencomplete andof low quality. Modelling service uswith retrospective data is also

best avoided because historirendsare unlikely to have much applicability to future usage due to
behavioural shifts.

Multi-morbidity is an important issue. Current models are not very good at predicting-multi
morbidity. There is a need for the development of more sophisticated models that would be able
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