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1.

INTRODUCTION

This is an accompanying summary report of the Pharmacy Needs
Assessment conducted by the Health and Social Care Board (HSCB) and
Business Services Organisation (BSO). The main report is at Pharmacy
Needs Assessment (PNA) - HSCB (hscni.net)
Consultation questions are referred to in the main body of this report and a
copy of the questionnaire can be found at NI Direct online consultation tool.

Community pharmacies play a crucial role in the delivery of healthcare
through a variety of services which are provided in accessible locations to
meet population need. In Northern Ireland there are currently 528 community
pharmacies and 11 dispensing GPs, dispensing over 40 million items per
annum at a cost of approximately £440m. This averages out to around 250
prescription items being dispensed per pharmacy per day. Community
Pharmacists play an important role, not only in the supply and dispensing of
medicines, but increasingly in providing a locally accessible health resource.
The important role that community pharmacy plays in supporting the needs of
local communities has been exemplified during the recent COVID 19
pandemic.

Currently there are approximately 1.9 million people in Northern Ireland. As
our society is getting older, people are living longer, often with long-term
health conditions, and we are having fewer children. Estimates indicate that by
mid-2028, for the first time, there will be more over 65s than under 16s and by
2041, the population aged 65 and over will have increased by 65% compared
to the position in 2016. This will mean that one in four people will be aged 65
and over. Similarly, the population aged 85 and over will increase by 127%
over the same period which will see their share of the population increase
from 2.0 % to 4.1%. By any analysis, this is a massive success to which our
health and social care service has made a significant contribution. That said it
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does present a huge and growing challenge in terms of the demands and
pressures on health and social care services.

Taking the projected population into consideration will mean that the number
of prescription items dispensed in Northern Ireland will rise by just over 5% by
2024, exceeding 45 million items.

The location and distribution of pharmacies relative to local need is important
as is the availability of pharmaceutical services that are integrated and able to
meet the needs of the community they serve.

The aim of the Pharmaceutical Needs Assessment (PNA) was to carry out an
assessment of current need for pharmaceutical services relative to the current
levels of community pharmacy service provision across NI, taking various
factors into account like patient demographics, geography, population health
and socio-economic status. A key objective was to develop a tool that can be
used to assess need and provision of pharmaceutical services in bespoke
defined localities and which could also facilitate benchmarking analysis. This
tool aims to identify if the current level of service being provided in an area is
sufficient, or alternatively identify any issues in relation to over/under provision
which can support future commissioning decisions.

This report contains a series of consultation questions relating to different
aspects of the PNA process to which consultees are invited to provide
responses.
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2.

PUBLIC AND PROVIDER ENGAGEMENT

Placement of community pharmacies in response to need is an important
factor. In order to identify if services currently being provided were meeting
the needs of the community it was essential that we engaged with local
communities and stakeholders to understand the needs associated with
pharmacy services. This would include the drivers of need for commissioned
and non-commissioned services.

A public survey in regards to community pharmacy services was developed
and distributed by the Patient and Client Council to over 12,000 contacts and
shared at a series of Health and Wellbeing events. An online version of the
survey was also shared via Health & Social Care newsletters and relevant
social media channels.

Below is a summary of the key findings from this public survey:
 1,689 responses were received.
 Most respondents use a ‘regular pharmacy’, the majority of whom (80%)
attend in person and can access the pharmacy within 15 minutes.
 A small number surveyed (4%) use a delivery service.
 Pharmacy opening hours and the range of services available appear to
be largely meeting needs.
 Prescription dispensing is the most used of all services with 90% of
respondents reporting using this service.

From the 1,689 responses received 71% (1,196) were female with 25% (418)
being male. Seventy five people did not respond to this question.

The 60 years or over age group amounted to 42% (702) of respondents
followed by 29% (485) in the 45–59 age category, 17% (287) aged between
5

25–44, and 7% aged 24 or under. Just under 6% (93) people either skipped
the question or preferred not to say.

Almost 11% (182) of respondents identified themselves as having a disability
which prevented them visiting the pharmacy themselves.

From July to December 2019 a series of targeted Focus Groups were held
with relevant stakeholders including:
 Pharmaceutical Practices Committee (PPC)
 Community Pharmacy NI (CPNI);
 General Practice (GPs)
 Community Pharmacy Providers; and
 15 User Groups consisting of 160 service users across the region;

These focus groups were carried out across rural and urban localities and
focussed on the areas of need and access/benchmarking and across the five
LCGs (Local Commissioning Groups). The below table (Table 1.1) outlines
the range of focus groups engaged.
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Table 1.1: Range of Focus Groups engaged
Organisation
Action Mental Health (AMH) New Horizons Foyle
Mid and East Antrim Age Well Partnership (MEAAP)
Healthy Ageing Reference Group (North & West
Belfast)
Sion Mills & District Carers Group
AMH Antrim
Young Mother's Group (Resurgam Trust)
Men's Shed (Resurgam Trust)
North Down Rotary Club
AMH Newry
AMH Downpatrick
Age North Down Ards
Breakaways Carers Group (Strabane)
Age North Down Ards - Bangor Over 50's forum
Mothers & Toddlers Group (Misfits, Resurgam
Trust)
The Welcome Project BME Group

Local Commissioning
Date
Group
16/07/2019 Western
10/09/2019 Northern
08/10/2019
16/10/2019
17/10/2019
18/10/2019
25/10/2019
28/10/2019
29/10/2019
30/10/2019
04/11/2019
07/11/2019
13/11/2019

Belfast
Western
Northern
South Eastern
South Eastern
South Eastern
Southern
Southern
South Eastern
Western
South Eastern

29/11/2019 South Eastern
27/01/2020 South Eastern

Contact was also made with other groups including various disability and
ethnic minority groups but because of project timescales and the inability of
groups to facilitate the engagement, these focus groups were unable to
proceed. We also attempted to engage with the under 16 age group but again
these were unable to be facilitated.

A summary of feedback provided across these focus groups can be found in
the main report.

The Project Team also carried out engagement sessions with the Technical
Advisory Groups (TAGs). These TAG groups are an important part of the
project structure and are advisory in nature. The Project Team met with the
TAGs on three occasions and consulted on data collection methodologies and
on the drivers for commissioned and non-commissioned needs and
access/benchmarking.

Further engagement sessions were also held with
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Local Commissioning Groups and the Fermanagh and Omagh Local Strategic
Partnership Board.

After evaluation of the outcomes from the patient focus groups it was clear
that these outcomes concurred with the responses received from the
questionnaire in that:
 The majority of people used the same community pharmacy for the
dispensing of medicines. Participants reported that the dispensing of
medicines was the most frequently utilised service from community
pharmacy.
 It was agreed that the underlying needs that drive the requirement for
dispensing and other commissioned services were largely the same as
the needs driving non-commissioned services.
 Access to a pharmacy within a 15-20 minute travel time was
reasonable. It was understood that the distance would vary in urban and
rural settings.
 There was satisfaction with the opening hours currently provided by
local pharmacies.
 Factors such as parking, access to transport, distance from GP and age
of patient would need to be considered.

Importantly, it was stressed that it was essential that any model should be
‘future proofed’ in terms of potential changes to services, the introduction of
new services and also the need to take into account community planning and
future demographic changes.
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3.

GEOGRAPHY SELECTION

It can be difficult to assess need for pharmaceutical services at higher
geographic levels such as Local Government Districts (LGDs) and Local
Commissioning Groups (LCGs). This is because such areas tend to represent
a mix of high and low need areas and will typically comprise several local
communities with boundaries that may not neatly align with that of the higher
level geography. To aid the process of assessing local pharmacy provision, it
was necessary to choose an appropriate sub-NI geography level that is small
enough to accurately model need but yet can be aggregated to higher
geographic levels as required.

Postcodes, Census Small Areas and Super Output Areas were identified as
potential options that could meet these criteria. Due to limited data availability
and small population size, which could yield unstable estimates, Postcode and
Census Small Areas were deemed unsuitable as the basis for the PNA
analysis.

Census Super Output Areas (SOAs) were first introduced by NISRA in 2001
and divide Northern Ireland into 890 localities. SOAs are a standard unit
widely used within government and academic studies for reporting and
statistical analysis including needs assessment and resource allocation.
SOAs were considered the most suitable option on which to base the PNA
analysis as:
 SOAs are designed to be as homogenous as possible meaning that
they contain a population with similar characteristics e.g. socioeconomic status, deprivation;
 Most data within the scope of the PNA is readily available at SOA level;
 SOAs cover all areas of Northern Ireland;
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 SOAs have an average population size of around 2,100 people which is
sufficiently large to provide a robust estimate of population need and
current pharmacy provision at a localised level; and
 SOAs can easily be aggregated to larger administrative areas to allow
greater flexibility in summarising pharmacy service need and provision
at the higher level whilst incorporating the varying need identified in the
smaller SOAs.

Consultation Question
Do you agree that SOAs should be used as the base analytical geography
within the PNA?
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4.

PNA POPULATION BASE

The main users of health and social care services are people, meaning that
the foundation of any PNA is an accurate count of the population which
generates need/demand.

In looking across other similar exercises and

resource allocation projects, three potential population base sources were
identified for potential use in the PNA.

Census
The Census is a snapshot of the population taken every ten years with the
most recent one conducted in 2011. It is a rich source of information, used to
inform and develop policies based on characteristics of the population that
usually can’t be quantified or gauged elsewhere e.g. religion, ethnicity.

Although the Census displays most of the required characteristics required for
a population base such as high coverage, granularity, etc., it would not be
suitable to be used in the PNA. This is primarily because the latest information
is almost 10 years out of date and with a new Census taking place in 2021,
would quickly make any new model development defunct.

GP Registrations
BSO maintain a list of records for all patients registered with GP practices in
Northern Ireland on the National Health Applications and Infrastructure
Services (NHAIS) System.

It could be considered a ‘Live’ register of all

persons eligible to avail of health services in Northern Ireland whilst also
displaying high levels of coverage and granularity.

However, the GP Registration data is not solely used as an official population
source in any other projects or initiatives due to the issue of ‘List Discrepancy’
– the term used to describe the difference between the number of people
recorded on the GP lists and the true population count for an area.

List

discrepancy occurs for a variety of reasons including delays in updating
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practice lists, students still registered at their ‘home’ practice and ROI users
potentially using ‘addresses of convenience’ in NI to access NHS services.
List discrepancy typically stands at around 5% at Northern Ireland level but
can vary considerably across smaller areas (by as much as 42% at SOA
level). Border regions are particularly impacted as are certain demographic
groups such as younger adults who tend to be more mobile.

For these reasons the GP Registration information was deemed unsuitable to
be used as a sole population base source in the PNA.

Mid-Year Estimates (MYE)
The Northern Ireland Statistics and Research Agency (NISRA), produce the
MYEs on an annual basis to reflect an estimate of the NI population at 30th
June each year. The MYEs are based upon the most recent Census and
previous MYEs ‘aged-on’ by taking additional information into account (births,
deaths, internal and external migration).

Whilst the MYEs will also contain an element of error, which will increase the
further we are from the Census year on which they are based, they are
considered to be the most accurate count of the NI population. They are used
to allocate public funds to the Northern Ireland Executive through the Barnett
formula1. They are also widely used by Northern Ireland government
departments for the planning of services, such as health and education and
are of interest to those involved in research and academia. They are widely
used to convert other base figures to a rate and thus enable comparisons
across areas of different population size. Furthermore, population estimates
form the basis for future population statistics such as population projections.

1

A mechanism used by Her Majesty’s Treasury to adjust the amounts of public expenditure allocated
to the Devolved Administrations. See
http://archive.niassembly.gov.uk/finance/2007mandate/research/090320.pdf
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The only real issue identified in using the MYEs in the current PNA is the
unavailability of a detailed age-sex breakdown at SOA level. It was decided,
therefore, to adopt a hybrid approach, using the MYEs as the main population
count for each SOA but then applying the GP Registration age-sex profile to
further disaggregate these counts.

It was also observed that at the needs modelling stage of the PNA, (see
chapter 6 of main report), models that were built using MYEs as the
population base always outperformed those that relied solely on GP
registration counts.

Consultation Question
Do you agree that MYEs should be used as the main population base for the
PNA?
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5.

AGE-SEX RELATED NEEDS

In addition to population size, it is widely known that different age/sex groups
place different demands on pharmaceutical services.

Therefore it was

important to account for the needs that arise from having a population age and
sex structure in each local area that is different to the Northern Ireland
average.

A generally accepted way to do this is to apply an age-sex adjustment to the
population taking account of relevant data. Given that prescription dispensing
accounts for a significant majority of community pharmacy activity, it was felt
that it would provide the basis for a robust and generalisable Age-Sex
adjustment.

Following consultation with key stakeholders, it was decided that dispensing
volumes would be a more appropriate measure to use for PNA purposes
rather than dispensing costs. This is because the need for pharmaceutical
services, and the resultant demands placed on pharmacies, will be unrelated
to how much the services cost. .

At NI level, the population was divided into age-sex groups and weightings
developed.

These were created by dividing the number of dispensed

prescription items in the community during 2019/20 by the number of patients
registered with GP practices at October 2019 by each age-sex group. This
provided the average number of items per head of registered population for
each age-sex group.

These were then standardised around the lowest

grouping, in this case ‘Females Aged 5-15’, so that it equalled 1, in order to
produce relative age-sex volume weights (see Table 5.1 and Figure 5.1). The
interpretation of the relative weights is that an elderly woman aged 75 and
over is expected to require almost 22 times more items than a female aged 515.

14

Table 5.1: Dispensed Item Volumes, Registered Patients, Items per Head &
Relative Volume Weights

Age
Group
0-4
5-15
16-24
25-44
45-59
60-64
65-74
75+

Dispensed
Items in 2019/20
Males
266,420
509,281
447,064
1,956,266
3,875,968
1,769,353
3,561,603
3,848,609

Females
237,420
428,568
656,245
3,130,727
5,100,909
2,003,747
3,921,363
5,720,275

Registered
Dispensed Items Relative Volume
Patients
per Head
Weights
July 2019
Males Females Males Females Males Females
57,568
54,353
4.6
4.4
1.4
1.3
135,458 128,940
3.8
3.3
1.1
1.0
102,921
97,258
4.3
6.7
1.3
2.0
267,186 253,700
7.3
12.3
2.2
3.7
197,642 190,610
19.6
26.8
5.9
8.1
52,307
52,263
33.8
38.3
10.2
11.5
81,457
84,882
43.7
46.2
13.2
13.9
57,942
79,179
66.4
72.2
20.0
21.7

Figure 5.1: NI-PNA Relative Volume Weights
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To assess the suitability of the prescription volume weights to be used in the
PNA, it was decided to compare the results to the prescription cost based
weights used in the GP Prescribing resource allocation formula. The results
showed a similar increasing cost pattern with age, albeit steeper for the older
age groups with the PNA weightings. Given that the prescribing formula
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weights are based on costs rather than volumes, this would suggest that items
dispensed tend, on average, to be lower cost across the older age groups.

On establishing the appropriate age-sex weightings to be used in the PNA,
they were then applied to the base population to produce an age-sex index.
This was done by multiplying population counts of each age-sex group within
each SOA by its corresponding volume weighting (controlled back to NI
population) and then dividing by its crude population to create the index.

As a crude example, if an SOA only has 100 people living in it, 50 male and
50 female, all aged 60 to 64, then this would be weighted as:

(50 x 10.2) + (50 x 11.5) = 510 + 575 = 1,085

As a result of doing this for all areas in Northern Ireland we get an NI weighted
total of 10m. We can then re-apportion the NI population to the SOA by:

(1,085/10m) x 1.9m (NI MYE) = 206.15

Dividing this by the original population of 100 provides an index of 2.06.

This is centred around an NI average value of 1, meaning that an SOA with a
value of, say, 1.4 can be interpreted as having a 40% higher pharmaceutical
service need than the NI average based on its age sex profile alone.

A thematic map showing an overview of the calculated indices at SOA level
across Northern Ireland can be seen in Figure 5.2. It can be seen from the
map that there tends to be a higher need based on age and sex towards the
east and parts of the north of Northern Ireland. These areas tend to have a
higher proportion of older/retired people living in them as opposed to areas
with a younger demographic in the west and south.
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Figure 5.2: Age-Sex Needs Index Map

Consultation Question
Do you agree that the age-sex needs weightings, as constructed, are
appropriate for use in the NI PNA?
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6.

ADDITIONAL NEEDS ADJUSTMENT

Previous sections in this report demonstrated how pharmaceutical service
needs based on population demographics are taken into account. However, it
is equally important to account for other area characteristics relating to
morbidity, health, deprivation and socio-economic factors. Essentially these
‘additional needs’ explain why areas with populations of identical size and
age-sex structure can have differing levels of need for pharmaceutical
services.

In practice, the most common methodology is to use statistical modelling to
analyse the relationship between an appropriate demand measure, which,
with some adjustments, can act as a proxy for additional need, and a range of
factors which could be driving that need. It should also be noted that an
independent Statistical Peer Reviewer was employed to consult on and
verify the work carried out by the statistical modelling team. Their concluding
report on the work can be viewed in Appendix 6.1 of the main report.

For the same reasons previously outlined in the Age-Sex Need section,
dispensing volumes were identified as an appropriate demand/need measure
for pharmaceutical services rather than dispensing costs. On this basis, a
demand/need measure (or dependent variable) was constructed by:
 firstly identifying expected dispensing volumes based on the population
age-sex demographics by applying the NI-PNA Relative Volume
Weights (see Age-Sex related Needs Section) to the SOA population;
and then
 neutralising the age-sex need to leave only the residual ‘additional
need’ by dividing the actual dispensing volumes with the age-sex
expected volumes for each SOA.
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This resulted in an index showing the extent to which each SOA has had more
or less prescription items dispensed than one might otherwise have expected
given its age-sex structure. So an index of 1.0 implies that an area has no
additional needs over and above its age-sex related need. An index of 1.1, on
the other hand, would imply 10% more additional need than the NI average
whereas 0.9 would indicate 10% less additional need, having already
accounted for any age-gender related needs.

Following extensive consultation work with service users and stakeholders,
considerable work was carried out to identify, source and collate data on
potential Additional Needs Indicators. This included data across a range of
domains including:
 Health;
 Vital Statistics e.g. Births, Deaths;
 Population Demographics;
 Social Security; and
 Household and others.

To further refine the data, each indicator was considered against, but not
limited to, a general selection criteria taking account of:
 how intuitive it was to use in the PNA;
 was the data routinely updated;
 was the information publicly available;
 how current or up to date the data was; and
 was it available at SOA level?

This resulted in 58 variables selected to be used as candidate additional
needs indicators in the modelling exercise.

Supply influences are factors that can contribute to explain variation in
demand across different areas but don’t reflect the real need of the population.
For example, proximity to GP practice might influence the frequency to which
19

patients visit their GP and possibly result in them having more prescriptions
for a given level of need than patients who live further away from their GP. In
population needs modelling, it is standard practice to identify such potential
distorting influences and to neutralise their impact in final models.

Through the user/stakeholder consultation five key supply factors were
identified relating to average distance to nearest GP and Pharmacy, GP
practice prescription scan and prescribing rates as well as population-GP
registration list discrepancy. All of these factors, if left uncontrolled, could
impact the prescription item count in each SOA and distort the pattern of need
across NI.

It was also important to account for area level policy effects that could similarly
influence service demand in ways unrelated to need.

To identify their

potential effect, Local Commissioning Group (LCG) area variables were
created on the assumption that LCGs may operate in different ways when
providing health care services to their respective populations.

Urban/Rural area variables were also tested in the modelling to assess
whether demand varied across SOAs dependent on whether they were
classed as urban, rural or mixed in character (based on NISRA official
definition). Note that any identified urban or rural effects would be regarded as
needs effects and would not have their impact neutralised,

Using the calculated demand/need measure along with additional need
indicators, supply and area based dummy variables; an extensive statistical
modelling exercise (regression analysis) was carried out to identify that subset
of variables that could best explain the variation in additional need across
SOAs.

The resulting model contained 11 key additional need and supply indicators. A
summary of its composition can be viewed in Table 6.1. Key to assessing the
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explanatory power of the model (i.e. the extent to which it can explain variation
in the dependent variable across the small area modelling units) is using the
adjusted-R2 value. This can take a value between 0 to 1 with 1 representing a
perfect model (this would never be achieved when modelling real world
processes where there will always be some element of random variation).
The resulting model achieved an extremely high adjusted-R2 value of 0.887,
which means that the models explain around 89% of the variability in
additional dispensing needs across NI SOAs. For reference, the adjusted R2
value in the established GP Prescribing Formula need modelling was 0.66.

Table 6.1: PNA Additional Needs Model Composition
Latest Model A

R

2

1. Employers Support Allowance
Claimants

0.632

2. Supply Variables
Average GP Distance
Prescriber Rate Index
Scan Rate

0.159

3. List Discrepancy

0.035

4. STIA (Stroke)

0.018

5. Nursing Home

0.013

6. Distance to Border

0.013

7. Level 4 Qualification Rate

0.012

8. GP Outside UK/ROI Registrations

0.003

9. Mental Health

0.003

Total

0.887
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Key features of the resulting model are:
 Employers Support Allowance (ESA), aimed at people living with a
disability or health condition that affects how much they can work,
accounted for the largest proportion of the adjusted-R2 value, over 63%,
indicating that deprivation in tandem with health are key factors in the
additional needs;
 The supply indicators included patient proximity to GP, GP practice
prescribing and scan rates.

They collectively contributed for almost

16% of the adjusted-R2 value. However, it should be remembered that
these, along with the List Discrepancy factor (4%), were neutralised in
the final application of the models to ensure that no area gains an
unnecessary advantage/disadvantage from such factors;
 The remaining indicators accounted for 6% of the explanatory power
within the model and included an acceptable range of plausible
indicators covering health, education, proximity to the Irish border and
new GP Registrations from patients outside the ROI and UK.

Using the identified model, an index was created and based around a
Northern Ireland average so that values below 1 indicate additional need
being below the Northern Ireland average and values above 1 indicating
higher than average additional need.

Figure 6.1 shows the resulting mapped Additional Needs Indices. Again, the
darker shading indicates areas of higher additional needs.
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Figure 6.1: Additional Needs Index Map

It can be seen that areas of higher additional need tend to lie within generally
deprived areas in urban settings along with some of the more rural areas in
the west of the province.

A reduced level of need is apparent in certain

employment catchment areas, particularly around Belfast, where potentially a
healthier and more affluent population have settled.

As a further sense check that the model is reflective of what we should expect,
a correlation with the 2017 NISRA Multiple Deprivation Measures (MDMs) was
investigated. The MDMs are reported in rank order from the most to least
deprived and are based upon information across seven domains including
Income, Employment, Health, Education, Services, living Environment and
Crime. Table 6.2 shows the results of running a comparison correlation test
between the calculated additional needs index and each of the MDM domains.
A value of -1/1 indicates a perfect (negative/positive) correlation between the
compared indicators.
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As expected, the model strongly correlates with the MDM, having a correlation
value of 0.84.

In looking at the individual domains it can be seen that the

Employment and Health domains display the highest correlations at around
0.9. This would also be expected given the construct of the model.
Table 6.2: Correlations of PNA Model against MDMs
MDM Domain

PNA Model

Income

0.601

Employment

0.910

Health

0.899

Education

0.791

Services

-0.346

Living Environment

0.244

Crime

0.642

Overall MDM

0.840

Consultation Question
Do you agree that the developed additional needs model is appropriate for
use in the NI PNA?
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7.

TOTAL PHARMACY NEED

To this point, focus has been on the individual components used in assessing
pharmaceutical service need; namely need stemming from:
 Population size;
 Age-Sex Structure; and
 Additional Needs.

However, it is the combination of these components that is ultimately required
to gauge the relative need for pharmaceutical services in each area.

The process for combining the components was relatively straightforward. The
base population for each SOA is firstly weighted for age and sex followed by
the application of the additional needs weighting.

The resulting weighted

population for each SOA, was rebased so that they summed up to the NI
population total, and then divided by the NI average SOA population to give
an overall needs index value. So, if the total needs weighted population of an
SOA is 2341, compared to the NI average SOA population of 2,128, then it
will have a total needs index of 1.1 (i.e., 2341/2128). This index includes all 3
elements of need listed above. The same process can be applied to any
combination of SOAs to create needs indices for larger areas of interest.
This index value then provides an indicator of overall pharmaceutical service
need for the population in the area. For example, if an area has an index
value of 1.35, then the area has a 35% higher need for pharmacy services
than the Northern Ireland average. Conversely, if it was 0.9 then it would have
10% less need than the NI average.

Figure 7.1 presents an overview of the calculated Pharmacy Total Needs
Indices at SOA level across Northern Ireland. It shows that areas in the west
of the province tend to have a generally higher need for pharmacy services
compared to the Northern Ireland average with pockets of areas in the east
showing some of the highest need. This is the net effect of their population
25

size, age/sex structure, socio-economic characteristics, underlying morbidity,
rural/urban factors, etc. The neediest areas will be characterised by large
populations, of which a high proportion are elderly and deprivation/morbidity
levels are comparatively high. The least needy areas will be less populous,
younger and relatively affluent with lower level of morbidity. Many areas
however, will be a mix of all of these and their Total Needs Index will reflect
this.

Figure 7.1: Total Pharmacy Needs Index map

The results were further validated by looking at some examples in a bit more
depth as a sense check of the resulting Total Needs Index. A summary on
some of these has been provided next.
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Legoniel 1 (Belfast)


Population size 77% higher than NI average
Population of 3,764 people



Relatively young population
Only 9% aged 65 or over



Among top 20% most deprived areas

Index Score: 1.60
Rationale: Population Size and deprivation

Magilligan (Causeway Coast & Glens)


Slightly above average population
Population of 2,501 people



Higher proportion of older residents
27% of population aged 65 or over



Mid-range deprivation area (491 out of 890)

Index Score: 2.01
Rationale: Proportion of older residents

Lower Glenshane 2 (Mid Ulster)


One quarter fewer residents than average
Population of 1,532 people



Average proportion of older residents
16% of population aged 65 or over



Among 25% least deprived areas

Index Score: 0.65
Rationale: Low population; low deprivation

Ballygowan 1 (Ards and North Down)


15% fewer residents than average
Population of 1,783 people



Average proportion of older residents



Among 20% least deprived areas

Index Score: 0.62
Rationale: Low population; low deprivation
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Lissan (Mid Ulster)


An average number of residents
Population of 2,158 people



Average proportion of older residents



Mid-range deprivation area (434 out of 890)

Index Score: 1.01
Rationale: Average population structure and
deprivation levels

Consultation Question
Do you agree that the Pharmacy Total Needs Index will provide a fair
representation of population need for pharmaceutical services across NI?
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8.

OTHER SERVICES

So far in the PNA, for both the population age-sex and additional need
adjustments, pharmacy dispensing volumes have been used as the proxy
measure for pharmaceutical service demand.

This is not only because it

accounts for the vast majority of pharmaceutical services (around 90% in cost
terms) but also because of the high quality and comprehensive data that is
readily available with regard to this activity that can be related back to service
users.

This was also supported by user/stakeholder engagement findings

from which the general consensus was that the drivers of need associated
with prescription dispensing were largely the same across all pharmaceutical
services.

However, pharmacies do provide an extensive range of other commissioned
(e.g.

minor

ailment,

multiple

dispensing,

health

advice)

and

non-

commissioned services (e.g. over the counter services, collection and
delivery, compliance aid support) that add to health service provision in
Northern Ireland. Some of the individual services will be more specialised and
prevalent in certain areas e.g. needle exchange and would be unsuitable for
statistical modelling and presentation at an overall NI level. For this reason,
along with limitations on data availability, it is difficult to robustly gauge user
need for such services.

Feedback from stakeholders indicated that Multiple/Instalment Dispensing
(MD), was one of the most utilised other commissioned service across all
Community Pharmacies. It also had the added benefit of being supported by
good centrally available data.

It was therefore decided to develop a comparative model using information
from the MD service relative to the prescription dispensing base model. MD
arises when doctors issue prescriptions which, for reasons of patient safety,
should be dispensed in instalments. This allows us to test whether the pattern
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of need across NI predicted by models based purely on dispensing need
would materially change if MD were to be factored into the measure of
demand being modelled.

An equivalent MD age-sex index was developed using a combination of
ordinary and multiple dispensing fees instead of prescription item counts.
Advice from the HSCB pharmacy team indicated that it would be plausible to
apply a weight of 1.0 for ordinary dispensing fees and 0.5 for multiple
dispensing fees. For example an item identified as having three associated
MD fees would receive a weighting of 1 (item) + (3 x 0.5) = 2.5. This was
loosely based on the fee proportions of 98p and 40p for ordinary and multiple
dispensing respectively.

Figure 8.1 shows the relative age-sex weighting values created based on item
counts only in comparison to weightings based on MD items included.
Although the weights were practically identical for younger age and sex
groups, the adjusted model placed additional weight on older cohorts. This
indicates that multiple dispensing is predominantly associated with older
pharmacy users.
Figure 8.1: Dispensing vs MD Age Sex Weight Comparison
30.0
25.0

Weighting

20.0
15.0
10.0
5.0
0.0
0-4

5-15

16-24 25-44 45-59 60-64 65-74

75+

0-4

Female Female Female Female Female Female Female Female Male
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These weightings were then used to produce an MD Age-Sex index for each
SOA, in the same manner as previously, and compared to our dispensing
based model.

Comparing the resulting age-sex index for each SOA showed little or no
difference between them. At the most extreme, there was a 5% difference in
index value with 97% of the SOAs showing differences of 2% or less. Figure
8.2 shows the MD and non-MD indices plotted against each other. There is
an extremely high correlation value between them of over 0.99 (1 would be a
perfect correlation).
Figure 8.2: Correlation Plot of MD vs Dispensing Age Sex Adjustment Indices

Ranking the scores for both models and comparing the resulting SOA
positions shows little difference between the results. To illustrate this, Table
8.1 compares the relative quintile rank positions of where the SOAs lie in
comparison. It shows that 97% lie within the same quintile.

31

Table 8.1: Dispensing vs MD Age Sex adjustment ranked position comparison
MD

Dispensing

Quintile
1
2
3
4
5

1
174
3
0
0
0

2
3
170
5
0
0

3
0
5
169
4
0

4
0
0
4
173
1

5
0
0
0
1
178

Using the MD age sex weightings, a new dependent variable was created to
develop an MD based Additional Need model. The modelling process was rerun using the new dependent variable and the original variable list used to
develop our base model. Table 8.2 presents the core components of the new
MD model compared to our existing PNA model.

Table 8.2: MD Additional Needs Model and the Dispensing Model
MD Model
1. Employers Support Allowance
Claimants

R

2

PNA Model

R

2

0.643

1. Employers Support Allowance
Claimants

0.632

2. Supply Variables
Average GP Distance
Prescriber Rate Index
Scan Rate

0.182

2. Supply Variables
Average GP Distance
Prescriber Rate Index
Scan Rate

0.159

3. List Discrepancy

0.022

3. List Discrepancy

0.035

4. STIA (Stroke)

0.012

4. STIA (Stroke)

0.018

5. Distance to Border

0.008

5. Nursing Home

0.013

6. Level 4 Qualification Rate

0.008

6. Distance to Border

0.013

7. Nursing Home

0.004

7. Level 4 Qualification Rate

0.012

8. Mental Health

0.004

8. GP Outside UK/ROI Registrations

0.003

9. Birth Rate

0.002

9. Mental Health

0.003

Total

0.884

Total

0.887

The composition of the MD model is very similar to the model constructed
using our standard dependent variable. The only differences being the
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omission of Outside UK/ROI GP registrations and the inclusion of Birth Rate.
The observed R² value was also marginally lower at 0.884.

On calculating the MD based additional needs index and comparing to our
base model again shows a strong correlation (0.99) between the resulting
values. To demonstrate this, Figure 8.3 shows a correlation plot of the MD
model plotted against the PNA model.

Figure 8.3: Correlation Plot of MD vs Dispensing Additional Needs Adjustment
Indices

This is further confirmed by the minimal difference in the placement of SOAs
in additional need quintiles between models. For example, 766 out of the 890
SOAs were placed in same quintile by PNA Model and MD1. The remainder
were all placed in neighbouring quintiles.
Table 8.3: Dispensing vs MD Additional Need adjustment ranked position
comparison
MD

Dispensing

Quintile
1
2
3
4
5

1
163
15
0
0
0

2
15
144
19
0
0
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3
0
19
144
15
0

4
0
0
15
150
13

5
0
0
0
13
165

To make an informed judgement on whether or not the inclusion of MD adds
anything extra to our assessment of population need, it is worth comparing the
combined effect of the age-sex and additional need adjustments. Figure 8.4
shows a correlation plot of both ‘Total Needs’ indices and once again these
show an extremely strong positive relationship of 0.99.

Figure 8.4: Correlation Plot of Total Needs Indices With and Without Multiple
Dispensing
2.5

Dispensing

2
1.5
1
0.5

0
0

0.5

1

1.5

2

2.5

MD

As with previous comparisons, comparing the ranked placement of the SOAs
within quintiles shows that there is minimal difference between the models
with 772 out of the 890 SOAs being placed in the same quintile and the
remainder moving into neighbouring quintiles.
Table 8.4: Dispensing vs MD Total Need Index ranked position comparison
MD

Dispensing

Quintile
1
2
3
4
5

1
167
11
0
0
0

2
11
153
14
0
0
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3
0
14
143
21
0

4
0
0
21
144
13

5
0
0
0
13
165

Overall, it has been demonstrated that the inclusion of Multiple Dispensing
information would not materially alter our assessment of population need
across NI small areas. It is likely that this would also be the case if the data
allowed for other more minor services to be included in the needs modelling.
We have concluded, therefore, that the model based solely on dispensing
activity will provide a good base proxy measure for population need across the
vast majority of community pharmacy services. It is further acknowledged,
however, that there may be greater need for some specialised services in
certain areas but, where there is evidence of this, it should be considered as a
local factor in the PNA alongside the modelled needs indices.
Consultation Questions
Do you agree that more specialised services, specific to certain areas, be
separately considered as local needs factors when conducting a PNA?

Do you agree that the dispensing based needs model will adequately
represent need across the main community pharmacy services?
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9.

MODELLING TOOL

It is essential that users can easily review and assess the resulting PNA data
and key indicators to consider issues surrounding pharmaceutical need.
Through earlier work and review by Deloitte, it was recommended that a
dynamic data visualisation tool be used to present the resulting PNA data.
This was also recommended to be developed using the Tableau business
intelligence and analytics platform.

The developed tool has been based around geographically mapping the SOA
data. This decision was taken following user/stakeholder engagement and the
fact that the analysis is area based. Figure 9.1 shows a screen shot of the
main window in the tool.

Figure 9.1: Modelling Tool Mapping Window

The data has been mapped thematically using the index information
developed in the preceding sections. The selected indices are centred on a
value of 1 being the NI average (darker shades greater than 1, lighter shades
less than 1).
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Users can delve further into particular areas of interest using the selection of
pre-set filters (LCGs, LGDs, and Assembly Areas) to the right of the screen.
Figure 9.2 presents a demonstration of focussing the map on the Southern
LCG. A key feature of the tool is that users can also interactively make their
own area selections by selecting one or more SOAs on the map. In this way
they can create their own localities for evaluation and comparison purposes.

Figure 9.2: Modelling Tool Southern LCG Focussed Example

On selecting particular areas of interest, users are taken to a second window
providing a more detailed map and a number of contextual metrics relating to
the selected area. Figure 9.3 provides an example of the second interface
following multiple SOAs having been selected. The interface has eight key
areas of additional information that have been numbered for ease of
reference.
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Figure 9.3: Modelling Tool Area Selection Interface

2
1

6
3
7

5

8

4

1. SOA Names - list of named SOAS within the selected geography.
2. Index Score – Overall PNA Index value along with component index
values.
3. Population Information - This section provides information on the
population in the selected area, comprising six key metrics which were
identified as important in assessing pharmacy need through various
analyses and user/stakeholder engagement exercises. The metrics are
as follows:
Metric
% Population living in rural areas

% Population aged 65+
% Population aged under 16
5-year projected change in
 Overall population
 Persons aged under 15
 Persons aged 65+ years

Rationale
Included because rural
communities may have different
requirements to urban areas.
Population age information as well
as future population change
provided to add context to varying
demands for pharmacy services
by age demographics.
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The data is taken from the 2019 Mid-Year Population Estimates and
projections.
4. Transport - Transport accessibility and means of travel. Identifies areas
with higher proportions of residents having reduced mobility and/or
living in a more rural setting.
Metric
Population served (Public
Transport)

Pharmacy Journey Time (Public
Transport)

Households with access to vehicle

Pharmacy Journey Time (Private
Transport)

Rationale
The proportion of the population
that have access to public
transport. Derived from data taken
from the latest NISRA Multiple
Deprivation Measures (NIMDM).
The average time taken to travel
to the nearest pharmacy using
public transport where it is
available.
Census information on number of
households in the area of interest
that have access to 1 or more
vehicles
The average time taken to travel
to the nearest pharmacy by
private vehicle.

5. Area Map View - Close-up map with selected SOAs highlighted and
nearest pharmacies shown.
6. Pharmacy Provision – Current pharmacy provision information on
‘accessible pharmacies’ (see benchmarking section for definition) per
100k needs weighted population, proportion of population living within
distance of accessible pharmacy, average distance from GP surgeries
to pharmacies, average distance to nearest and used pharmacies.
7. Other Health Services - Average distance to residents’ registered GP,
nearest out of hour’s service, and nearest A&E and Minor Injuries Unit.
This could be further extended to include average distance to other key
commissioned services provided by pharmacies.
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8. Selection Components - Summary information on each SOA within
the selected geography, PNA index score, accessible pharmacies per
100,000 weighted population and weighted population.

The modelling tool has been tested with some users who have agreed that it
will suffice as a starting point. The adaptability of the software used will allow
future developments to be included as it is more widely used and further key
information is identified.

Consultation Question
Is there any other information that you think should be displayed on the
Modelling Tool?
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10.

PNA BENCHMARKING

To make an informed assessment around the required level of pharmaceutical
service provision for any given level of need, it is necessary to establish what
an appropriate level of service looks like (benchmarking); it is acknowledged
that the local context will affect this assessment. For example, given the
greater dispersal of the population in more rural areas, it is unrealistic to
expect that people who use the service would have the same travel time to
their local pharmacy than would be the case in urban areas which have much
more concentrated populations.

Feedback from user/stakeholder engagements suggested that:
 Consideration be given to vehicle access, parking, pharmacy distance
to GPs/other pharmacies, rural access, opening hours;
 For urban areas, it was generally considered acceptable for a pharmacy
to be 1 mile or 20 min walk away;
 This should be further for rural areas (unquantified).

In looking at other PNAs across the UK, similar factors were considered but
the main focus tended towards pharmacies per head of population.
Consideration was also given to accessing pharmacies within a 20 minute
travel time (Urban: 1 mile walking distance; Rural: 5 mile driving distance).

There are a number of key factors that need to be considered in carrying out
benchmarking

for

the

PNA;

Accessible

Pharmacies,

Benchmarking

Population, Geographical Areas and Contextual Assessment.
Consideration must be given to the definition of accessible pharmacies to a
local population.

Not all of the pharmacies located within an area will be

accessible to everyone living within the area whilst, conversely, there will be
pharmacies located outside of defined boundaries that will still be accessible
to some of its population. Whilst distance/travel time are undoubtedly key
41

considerations, there are many other factors that can influence accessibility,
as identified from the stakeholder and user engagement, such as car parking,
service user mobility, public transport, pharmacy opening hours, flows of
people within and outside an area which are dependent upon other aspects of
daily life etc. However, it would not be possible to incorporate all of these into
a composite accessibility measure. Users/Service commissioners can use
local knowledge and other contextual information, available from the PNA
modelling tool, to further inform their assessment over and above a pure
distance/travel time measure.

It is therefore only right that at a base level, we dynamically define accessible
pharmacies in any area based on its urban/rural status.

NISRA use

Settlement Development Limits (SDL) to define Census SAs and SOAs as
urban, rural or mixed based on settlement type. They are also flexible enough
to develop bespoke accessible pharmacy classifications for each area to be
defined using aggregations of the 8 different settlement categories identified
by NISRA. Accessible pharmacies in each aggregation were defined to be:
 Belfast, Derry/Londonderry and Large Towns – 1 mile straight line2 or
travel distance by road
 Medium Towns to Villages – 3 miles travel distance by road
 Small Villages and Open Countryside – 5 miles travel distance by road
Using these accessible pharmacy criteria, an initial assessment was carried
out to assess population proportions that live within range of at least one
accessible pharmacy. It would be unrealistic to expect 100% coverage across
NI or within localities. Through discussions with users/stakeholders, an initial
benchmark of 95% of the population living within the accessible range of a
pharmacy was suggested. It was found that just fewer than 96% of the NI

2

Straight line distance included to account for pedestrian travel where road network travel distances
can be affected by traffic flow restrictions such as one way systems.
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population live within an acceptable travel distance of their nearest pharmacy
based on the above urban/rural definitions.

Whilst population coverage is a very useful measure, it does not tell us
anything with regard to how many accessible pharmacies may be servicing an
area of interest. Of course, we can count the pharmacies on exactly the same
urban/rural measure of accessibility as defined. However, this might then
imply that an area has exclusive access to those pharmacies when in fact they
are shared by other neighbouring areas whose population also lives within an
acceptable travel distance.
Taking this a step further, rather than double-count accessible pharmacies
across areas, it is possible to apportion pharmacies to areas based on the
proportion of each area’s population that can be serviced by each pharmacy.
So, for example, if a single pharmacy lies within an acceptable travel distance
of two areas, one with 100 residents and the other with 200, then one-third of
the pharmacy will be apportioned to the less populous area and two-thirds to
the other, which will have place the greater demand on it. This is a simple
example, but the same principle can be applied to apportion all current 528 NI
pharmacies to SOA level and then these can be summed to provide the
number of accessible ‘Pharmacy Equivalent Units’ (PEUs) for each SOA. In
turn, SOAs can then be aggregated to larger geographies of interest.
Whilst looking at the proportion of area populations served by accessible
pharmacies is useful, it should be borne in mind that this metric alone does
not take account of population need.

It is equally important for users to

consider a measure that will incorporate need and levels of pharmacy
provision together in order to help assess whether there is sufficient capacity
available.
When considering a benchmarking population to base rates upon, it would be
sub-optimal to use mid-year population estimates (MYEs) as a crude measure
at sub-NI level. To incorporate the age-sex and additional need identified in
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the previous sections, we can use the developed indices to apply weightings
to each area population – in effect, increasing or decreasing its population
number in line with its assessed level of need. If combined with the number of
accessible pharmacies, or PEUs, one can then calculate the number of
accessible pharmacies per head of ‘weighted’ population.

This is a very

powerful benchmarking metric as it allows comparisons to be made
between areas in terms of the number of accessible pharmacies
available to their populations having first standardised for their level of
need.
A key consideration in any benchmarking exercise is selecting one or more
‘model’ geographical areas against which to compare a locality of interest.
This will inevitably require an element of professional judgement. With the
modelling presented at SOA level, the opportunity is there within the modelling
tool to build localities, both benchmark and test, in a flexible manner, as
required.
Initially in the absence of ‘model’ benchmark areas for a specific PNA, an
option could be to assess against the NI average or benchmarks derived from
existing standard geographies such as District Council Areas or LCGs.
Consideration would need to be given to their urban or rural nature when
considering

which

combination

might

provide

the

most

appropriate

benchmarks. To provide a flavour of how this looks, Table 10.1 presents NI
and LCG population coverage with population accessible pharmacy rates
based upon the crude population and needs weighted population for
comparison.
The table shows that population accessibility ranges between 95% to 99%
across LCGs. When considering the number of accessible pharmacies per
100,000 needs weighted population, this ranges from just over 34 in Belfast
LCG down to just over 24 in the Northern LCG. The NI average is 28 per
100,000. Such variability would suggest that there is some scope for
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consolidation and redistribution of pharmacies within the existing NI
configuration.
Table 10.1: Accessible Pharmacy Coverage and Rates per 100,000 Population

% Population
Coverage
LCG
Belfast
Northern
South Eastern
Southern
Western
Northern Ireland

99.0%
96.1%
99.2%
95.0%
96.5%
97.1%

Accessible Pharmacies per 100,000
population
Needs-adjusted
MYE Rate
Rate
35.2
24.0
24.6
25.2
32.7
27.9

34.3
24.3
25.1
27.6
29.2
27.9

The above suggests that, in the absence of any other information, Western
LCG has 17% more accessible pharmacies per head of crude population than
the NI average. This reduces to 5% more when its generally higher level of
need is taken into account. Conversely, Southern LCG has 10% fewer
accessible pharmacies per head of crude population than the NI average but
this disparity is largely eliminated (to around 1%) when its lower level of
population need is considered. Of course, this is just a simple analysis of the
situation and it would be necessary to take other relevant contextual factors
into account before any final conclusions are drawn. Moreover, it will mask
disparities that will equally exist within LCGs at lower level population
groupings.
The Tableau modelling tool provides further contextual information to help
users make an informed and more rounded assessment.

Some of this

information is presented to provide background context to the selected areas
but some will also be useful to use to additionally benchmark against.
Such information might include:
 Future demographic growth;
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 Levels of household access to a vehicle;
 Proportion of population served by public transport;
 Average pharmacy distance from registered GP.

It is also worth highlighting that under the current model, an assessment of
population need based on dispensing should be sufficient to assess and help
optimise the NI pharmacy infrastructure. With this in place and for future
developments of the model, individual service provision could be included for
each pharmacy to allow users to assess additional service delivery and
possible gaps to where these services are provided. This would allow the
model to be used in a service delivery development capacity and help service
commissioners be more informed and responsive to the needs of local
communities. To assist with this, functionality will be incorporated within the
model to show the range of commissioned services available at each
pharmacy, and hence to those areas served by its group of accessible
pharmacies.

Consultation Questions
Do you agree with the described definition of accessible pharmacies?

Do you agree with the benchmark of 95% of the population living within the
accessible range of a pharmacy?

Do you agree with the approach to use number of accessible pharmacies (or
PEUs) per head of weighted population as the central benchmarking metric in
the PNA?

Do you agree that the PNA should additionally take account of other relevant
contextual factors and services that may be required by local communities?
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What

other

factors

do

you

think

are

important

when

considering

benchmarking? How could these be incorporated in the benchmarking
process?
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11.

EQIA

Section 75 of the Northern Ireland Act 1998 requires public authorities, in
carrying out their functions relating to Northern Ireland, to have due regard to
the need to promote equality of opportunity between:
 Persons of different religious belief, political opinion, racial group, age,
marital status or sexual orientation;
 Men and women generally;
 Persons with a disability and persons without; and
 Persons with dependents and persons without.

Without prejudice to these obligations, a public authority is also required, in
carrying out its functions, to have regard to the desirability of promoting good
relations between persons of different religious belief, political opinion or racial
group.

The scope of this EQIA is limited to the development of the PNA Total Needs
Index given the important role that it will play within the modelling tool in
informing future commissioning decisions. Of course, this will only form one
part, albeit an important part, of future decisions regarding the provision of
community pharmacy services, and all such decisions will themselves need to
be subjected to further scrutiny from an equality perspective. It is expected
that such scrutiny will include consideration of unique local factors which
cannot be fully taken into account in a NI-wide model.

Section 2 of this consultation report details the considerable stakeholder
engagement exercise that was carried out to ensure that need for all
pharmacy service users were taken into account. The equality information
captured by the public survey was limited to age, gender and disability given
the strong association with each of these groups to health status and, hence,
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the need for pharmaceutical services. Further details on the profile of the
respondent group can be found in Section 2. The focus group sessions took
place across various communities in both urban and rural settings with
invitations made to a range of groups representing age; male/female groups;
people with disabilities; carers; young parents; and ethnic minority groups.
Again, a summary of findings from these focus groups can be found in Section
2 along with the full list of groups that were consulted in Table 1.1.

Age and sex are directly included in the PNA with the development of the
age/sex weightings designed to take account of the higher/lower levels of
need associated with these groups. Moreover, the additional needs modelling
included a wide range of variables in the PNA dataset to ensure the needs of
all groups were captured, either directly or by proxy. For example, information
on religious background was included along with ethnicity and persons living
with a limiting long term illness. Table 11.1 presents further detail on variables
used in the modelling exercise that have links to each Section 75 group.

Table 11.1 Mapping of Section 75 groups to relevant needs dataset
variables
Section 75
Group
Age
Gender

Persons with
a Disability

PNA needs variable in modelling dataset
As part of the PNA modelling, pharmaceutical service need
has been adjusted to account for varying demand based on
the age and gender of the NI population. Age and Gender
information was taken from population mid-year estimates as
well as patient information from dispensing data held by the
Business Services Organisation (BSO). Other variables used
in modelling included Pension Claimants, Census 2011
Household Structure.
Census 2011 Persons with long-term health problem or
disability, Census 2011 Health Condition, Quality of
Outcomes Framework (QOF) Prevalence Rates for Asthma,
Cancer, Coronary Heart Disease, Chronic Obstructive
Pulmonary Disease, Diabetes, Hypertension, Mental Health,
Stroke and Transient Ischaemic Attack, Employment and
Support Allowance Claimants, Persons on residential nursing
homes.
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Section 75
Group
Persons with
Dependents
Marital Status
Religious
Belief
Racial Group

PNA needs variable in modelling dataset
Census 2011 Household Structure, Carers Allowance
Claimants, GRO Birth rates, Census 2011 Persons providing
unpaid care
Census 2011 Household Structure
Census 2011 Religion
Census 2011 Ethnicity and Country of Birth

Analysis was undertaken to examine the potential impact of the PNA index on
equality categories at Northern Ireland level as it may be used to help inform
future decisions around the provision pharmaceutical services in NI.

Data was obtained at super output area (SOA) level in respect of five of the
nine equality groups (or suitable proxies) from Census 2011. It is recognised
that the dated nature of the 2011 Census data will be particularly problematic
in respect of assessing impacts of the needs indices on persons in some of
the section 75 groups. For example, the pattern of settlement across NI of
some racial groups in NI may not be reflective of the current situation. It will
therefore be important that the analysis for these groups is revisited as a
priority once the 2021 census data become available. As a mitigating action,
in the interim, it will be necessary to pay particular attention to the needs of
such groups, and to bring local knowledge to bear, when any decisions are
being taken informed by the modelling tool.

Data relating to sex and age were obtained from a more recent source, the
2019 Mid-Year Estimate of population.

Data on voting patterns was only

available at constituency level and were therefore attributed to SOA level.

Using the PNA weightings, separate indices were created for age-sex,
additional need and total need and applied to each equality category to create
a weighted population. Comparison of the weighted population with crude
population allowed a ratio to be calculated for each equality category, based
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around NI being 1.0.

An index greater than 1.0 indicated skewing of

resources towards that equality group, likewise an index less than 1.0
suggests skewing of resources away from that category.
Ratios were calculated for three indices – the age-sex index, the additional
needs index and a third overall index which combined the previous two
indices. The results of the analysis are shown in Figures 11.1 to 11.3.
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Figure 11.1: Impact of Age-Sex Index on equality categories

Age-Sex Index
Female

1.001

Male

0.999

Under 15

0.981

15 - 64

0.994

65 and Over

1.048

Single

0.978

Married/Remarried

1.015

Divorced/Separated/Widowed

1.007

White

1.001

Non-White

0.967

Born outside UK/ROI

0.968

Born in UK/ROI

1.002

Doesn't provide unpaid care

0.998

Provides unpaid care

1.012

Households with dependent children

0.980

Households without dependent children

1.010

Persons with limiting long-term illness

1.007

Persons without limiting long-term illness

0.998

Nationalist

0.965

Unionist

1.024

Other

1.024

Catholic

0.952

Protestant and Other Christian

1.043

Other Religion/No Religion

1.008

0.90

0.95
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1.00

1.05

1.10

Figure 11.2: Impact of additional Needs Index on equality categories

Additional Needs Index
Female

1.002

Male

0.998

Under 15

1.012

15 - 64

0.998

65 and Over

0.991

Single

1.024

Married/Remarried

0.965

Divorced/Separated/Widowed

1.048

White

1.000

Non-White

0.981

Born outside UK/ROI

0.995

Born in UK/ROI

1.000

Doesn't provide unpaid care

1.001

Provides unpaid care

0.996

Households with dependent children

1.001

Households without dependent children

1.000

Persons with limiting long-term illness

1.048

Persons without limiting long-term illness
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Figure 11.3: Impact of combined Index on equality categories

Combined Index
Female

1.002

Male

0.998

Under 15

0.992

15 - 64

0.993

65 and Over

1.037

Single

1.003

Married/Remarried

0.980

Divorced/Separated/Widowed

1.052

White

1.001

Non-White

0.952

Born outside UK/ROI

0.967

Born in UK/ROI

1.002

Doesn't provide unpaid care

0.999

Provides unpaid care

1.006

Households with dependent children

0.980

Households without dependent children

1.010

Persons with limiting long-term illness

1.053

Persons without limiting long-term illness

0.986

Nationalist

1.023

Unionist

0.986

Other

0.979

Catholic

1.000

Protestant and Other Christian

1.006

Other Religion/No Religion

0.994
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0.95
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The assessment shows no real differential impact between males and
females in relation to any of the three indices (Figures 11.1 to 11.3).

The age-sex index was skewed towards the 65+ age group but this is
expected as older age groups have the highest levels of pharmacy service
need. This also reflects through when combined with additional need.

In looking at marital status, the combined index is skewed towards those who
are divorced/ separated/widowed. This can be explained by the older age
structure of people in this category.

The skew away from the non-white ethnicity as well as those born outside
UK/ROI as country of birth can be explained by people in this category being
younger than the NI average as well as having higher levels of people being
economically active or classed as students.

The overall index is slightly skewed towards households without dependent
children. This is to be expected as such households tend to represent an
older population.
From the analysis there was very little skew toward those who do or don’t
provide unpaid care.

As would be expected, there was a significant skew towards those who
reported themselves as having a limiting long-term illness which would
indicate they have a higher need for pharmaceutical services.

When looking at religion, a skew towards Protestant and Other Christian
groups was apparent in the age-sex indices reflecting their older age profile
compared to the Catholic grouping.

However, the additional needs index

exhibited a skew towards Catholics. This is largely due to a higher proportion
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of the Catholic population living in the most socioeconomically disadvantaged
areas of NI. The competing effects of the age-sex and additional needs skew
across the groupings results in a minimal differential impact when the indices
are combined.

Strong correlations between the Catholic religion and the Nationalist political
opinion category as well as Protestant and Other Christian and the Unionist
categories meant that the analysis followed a similar pattern to that seen with
the religion groupings. However, there was still a small overall skew towards
nationalist voters apparent in the combined index attributable to the difference
in age profile between the political opinion groupings not being as great as it is
with the religion groupings.

The PNA model should ensure that equality groups with greater health needs
by virtue of their age, socio-economic conditions or underlying levels of
morbidity/disability should have those needs recognised when decisions are
being taken relating to pharmacy provision within NI. This is why the PNA
consulted so extensively, including with many groups who were advocates of
persons with a disability, and included a wide range of health status/disability
variables in the needs dataset.

Moreover, the extent to which the PNA can be demonstrated to have been
based on real evidence of differential need between groups; it should also
promote good relations and equality of opportunity between those from
different community backgrounds. There could be particular issues, like the
impact of community segregation, on the ability of individuals to access
services which may otherwise be considered to be in close proximity.
However, it was not possible to include such “chill” factors within the modelling
itself so these should be taken into account when decisions are taken at a
more local level.
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Overall, the assessment indicates that although there are some notable
differential impacts associated with specific equality groups, these can be
justified on the basis of the age-sex profile or evidence relating to the socioeconomic or health status of that particular group.

These conclusions may be less firm for persons from different racial groups
and those with caring responsibilities. This is because their geographical
pattern of need may have had more scope for change since 2011 compared
to other equality groups. Either way, it will be important to revisit the full
analysis once 2021 Census data become available to ensure that the
observed impacts across groups can still be justified.

Further, whilst the needs indices are not believed to unfairly disadvantage any
equality groups at overall NI level, it is possible that assessments carried out
within individual localities will need further scrutiny, drawing upon local
knowledge and consultation with the community, to ensure that no significant
issues have been overlooked.

Consultation Question
Do you agree with the conclusions of this impact assessment?

57

12.

CONCLUSION/ RECOMMENDATIONS SUMMARY

In conclusion, this document summarizes the work conducted and led by the
Health & Social Care Board from 2018 to 2020. The full report can be found
at Pharmacy Needs Assessment (PNA) - HSCB (hscni.net)

As has been demonstrated throughout this period there has been significant
consultation with various stakeholders to inform the development of the
pharmacy needs assessment methodology which has resulted in a series of
recommendations by the Project Team relating to different aspects of the PNA
process.

It is acknowledged that work on the Pharmacy Needs Assessment is not
concluded. Throughout the engagement process, there has been recognition
of the need to consider capacity and provision by individual pharmacies as
there will, no doubt, be variability across the network. It would be incorrect to
assume that all pharmacies are the same. It has been accepted by the Project
Team that pharmacy provider surveys should be periodically conducted to
inform commissioning decisions and aid further consideration around needs
assessment.

Following on from this public consultation and consideration of all responses a
final report of the consultation stage will be published.

We acknowledge, appreciate and are grateful to the many stakeholders who
have provided valuable input and insight into this work.
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Please send completed response to
Declan Beare
Directorate of Integrated Care
Gransha Park House
Clooney Road
Co. Derry
BT47 6FN
Email: PNAconsultation@hscni.net

If you would like to complete the questionnaire on line a copy can be found at
NI Direct online consultation tool
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