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	[bookmark: _Hlk227257757]PART 1: EXECUTIVE SUMMARY

	Part 1a. Administration and Approval Information (To be completed by Authors)

	Name of Change Proposal
	Continuing Healthcare (CHC) Digital Case Management System – Options Appraisal and Recommendation

	Exec Sponsor
	Marie Davies

	Author
	Hannah Roan and Melanie Blake

	System Programme Boards (select one)

	☐	Urgent and Emergency 

	☐	Planned Care and Cancer

	☐	Mental Health and Learning Disabilities

	☐	Primary Care and Community

	☐	Children & Young People, Perinatal and Womens’ Health

	☒	Other – please state
 CHC Programme Board

	Date approved by Programme Board
	

	Alignment with Health Board Strategic Priorities/ Annual Plan Delivery (complete as required)

	System Strategic Priority
	System Work Programme
	Delivery Action

	
	CHC Programme
	Key enabler for 26/27 CHC Delivery Programme.

	
	
	

	What is the overall purpose of the proposal, i.e. what is it intending to achieve?
	The overall purpose of this proposal is to seek approval to directly award a preferred digital case management solution, Access Adam, for Continuing Healthcare (CHC) and Complex Care. 

Access Adam will replace the current unsustainable and fragmented manual processes for case management, which include the limited functionality of the National Complex Care Database (NCCD). Its implementation aims to establish a single source of the truth, drive financial and operational sustainability, enhance governance, and ultimately improve patient care by providing real-time visibility into case status and costs, thereby fostering a more joined-up approach.

Without intervention, reliance on the unsupported national system and locally-maintained spreadsheets presents an escalating patient safety, statutory compliance and financial risk that cannot be mitigated through process change alone.

	Summary Financials (including any initial resource requirements and savings expected). See table below for including as an overview in this section, this needs to be completed and agreed with the relevant Finance Business Partner 
	The table below details the cost and projected savings profile for the recommended option. The investment comprises an upfront cost of £61,755 in Year 1, followed by annual costs of £40,275 for both Year 2 and Year 3. A benefits analysis indicates anticipated annual savings of £67,000, which will be realised on a quarterly basis.

The licence costs for the initial three-year period were intended to be funded by Welsh Government through the Value and Sustainability Board. However, the costs submitted by the programme exceed the £500k allocation set aside for the digital solution.
At a national CHC workshop held on 11 May 2026, Welsh Government officials confirmed that £500k remains available for 2026/27 and that the digital solution is now included within the newly established CHC workstream of the Value and Sustainability Board. Despite this, there remains uncertainty regarding the timing and distribution of funding to Health Boards.

While it is likely that some, if not all, of the licence costs will be supported by Welsh Government, there will be ongoing recurrent costs that will need to be met by the Health Board. Given that a decision on national funding has been pending for over 12 months, this business case has been developed to enable progress and support timely implementation, rather than delaying further pending national confirmation.

Furthermore, a request has been submitted for external funding via the Digital Priorities Investment Fund (DPIF) for 2026/27 which cover 12 months licence costs and some dedicated workforce resource.  However, at the time of writing this case, the funding had not been agreed.  

In 2025/26, £102m was spent on commissioning packages for CHC/ complex care.  The new system will be a key enabler to achieve future savings (i.e. from 2027/28) as a single digital platform allows packages to be commissioned, varied and reviewed in real time, preventing cost drift and retrospective surprises. It enables death and status notifications to be captured promptly, reducing overpayments. It provides the data needed to understand demand, cost and provider performance, supporting better market engagement and strategic commissioning.

Given the scale and growth of CHC expenditure, even modest reductions in avoidable spend and administrative burden represent a strong return on investment.  Funding the system would equate to a 0.06% CIP in year 1 and a recurring CIP of 0.04% from year 2 onwards.
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	Summary Workforce Requirements (including role redesign/ training etc) 
	During the proposed 6-8 month implementation period, key personnel will be required to commit dedicated weekly time, with some individuals potentially fulfilling multiple roles. This commitment includes:

· SRO (Exec Sponsor) - up to 0.5-1 hour per week
· Project Manager - 2-3 days per week
· Clinical Operational Leads/Practitioners - 2-4 hours per week
· Finance and Commissioning – 2-3 hours per week
· Digital/IT Lead - 2-3 hours per week
· IG/Data Protection – 1-2 hours per week
· Data quality/analyst – 3 days per week
· System Administrators/Super users – 2-3 hours per week
· Wider end users - 0.5 days per user (training only)

Beyond these time commitments, training will be crucial for all staff, particularly clinical and finance teams, to ensure effective system adoption, address potential skill gaps, and maximise the benefits of the new digital solution.
A request has been submitted for external funding via the Digital Priorities Investment Fund (DPIF) for 2026/27 which will cover some of the workforce requirements however, at the time of writing this case, the funding had not been agreed.  Therefore, it is anticipated that the resources required for implementation will come from existing resources within the Health Board.
 

	Summary Digital Requirements 
	Cloud‑hosted Access ADAM solution potential  integration to existing SBUHB systems (i.e. RIO- funding for Rio for 26/27 and 27/28 will be forthcoming nationally or locally via business cases
). Requires secure data migration from legacy spreadsheets, compliance with NHS Wales information governance and cyber security standards, and role‑based user access. No local capital infrastructure required. Supplier‑led implementation including mapping , testing and assurance.  The supplier will also provide ongoing system support and maintenance.
BAU support would be the responsibility of the commissioning, finance and operational teams within the Service Groups with support received via the Supplier.

	Summary of Benefits and Impact
	Implementation of Access Adam is foundational to delivering coordinated, high-quality care in the community and to unlocking targeted interventions for these complex, often vulnerable, cohorts. By enabling a deeper understanding of demands, cost pressures, and service risks, it drives measurable improvements in quality, performance, and patient experience – delivering safer, more efficient, and equitable clinical services for NHS Wales.

This will significantly enhance auditability, reporting, and governance, while providing real-time visibility into case status and costs. The platform will mitigate retrospective cost risks, streamline processes and ultimately improve patient care.   The system will also aid in the management of Direct Payments which is a new requirement of the Health Board as the system will aid in the tracking of applications through the consideration process and the accurate financial management of payments.

Furthermore, Access Adam is expected to enhance staff efficiency and consistency, delivering quantified operational and financial benefits over the initial three-year period. These are estimated at a net benefit of £61,650 against a fixed investment of £142,235. While this equates to a calculated return on investment of 43.3% and a payback period of 21.3 months, it is important to note that the identified benefits are non-cash releasing in nature.
Although the efficiency gains could theoretically translate into reductions in whole-time equivalents (WTE), in practice these benefits are realised as relatively small time savings across multiple roles and teams. As such, they do not directly result in immediate cashable savings. Instead, the benefits should be understood as creating capacity within existing resources. This will enable services to operate more efficiently, and, over time, inform workforce redesign—particularly where vacancies arise—ensuring posts are reviewed and aligned to the new digital model before recruitment decisions are made.

Crucially, the primary value of Access Adam extends beyond these quantified efficiencies. The system is a key enabler for the wider CHC Transformation Programme. The Health Board has largely exhausted opportunities to deliver further savings within the constraints of the current operating model. Transitioning to a more strategic, data-driven commissioning approach is therefore dependent on implementing a robust digital solution capable of capturing accurate, real-time information on demand, activity, and provider costs.
In addition, the development of a new operating model has been identified as a key strategic priority within PCTSG. Successful implementation of Access Adam is fundamental to realising the full benefits of this model, providing the necessary infrastructure to support improved governance, financial control, and commissioning effectiveness.  Furthermore, digitisation alone will not solve provider market inflation, but it will materially improve Swansea Bay’s ability to manage it which is a core focus of the CHC programme.


The identified savings are  based solely on evidenced activity. Benefits relating to brokerage, market management, and cost avoidance have been excluded, as these would be realised through the enhanced version of Access Adam. At present, the Health Board does not have the necessary infrastructure in place to fully utilise and maximise the benefits of the enhanced system; therefore, it has not been considered a viable option at this time. However, it is anticipated that a further business case may be developed to support implementation of the enhanced version once the Health Board has the capacity to fully leverage the brokerage functionality.


	What are the risks and issues of non-approval of the proposal (e.g. what risk is this intending to address?)
	Non-approval of this proposal carries significant risks across governance, operational, and financial domains, perpetuating the very challenges this solution aims to address.

Specifically, the risks include:
· Governance: Continued reliance on fragmented, manual systems will maintain information risks, leading to a persistent lack of data integrity, robust audit trails, and consistent reporting. This undermines accountability and compliance.
· Operational: The absence of a unified digital workflow will result in ongoing case delays, making it increasingly difficult to meet the statutory 8-week framework requirement. This will continue to frustrate the progress of Multi-Disciplinary Teams (MDTs), Decision Support Tools, and evidence gathering.
· Financial: A sustained lack of real-time information will severely undermine financial oversight, leading to delays in reporting care package changes and an increase in avoidable overpayments. Complex retrospective CHC claims will persist, and rising occupancy and case complexity will further escalate costs. Without timely data on activity, cost, and outcomes, SBUHB's negotiation power with providers will remain significantly weakened.


	Part 1b: Scrutiny and Approval Process (To be completed by PFSG)

	Planning 

	Is the proposal clearly included in the Annual Plan? If yes give details, e.g. Delivery Action reference number where this is available.
	

	Is there other Parties sign up given where required?
	[Y/N

	Is there a realistic benefits realisation plan?
	[Y/N]

	Finance & Capital

	Has funding been identified (Revenue)
	No

	If Yes – Total identified
	£

	Has funding been identified? (Capital)
	No

	If Yes – Total identified
	£

	If funding from designated allocation what is the current status of that allocation?
	Remaining allocation:

	
	Total funding for this Business Case:

	
	Remaining allocation if BC approved:

	Workforce   

	Does the case contain a realistic workforce plan?
	[Y/N]

	PFSG and PFAG Approval

	Date reviewed by PFSG
	Click or tap to enter a date.
	Date released from Scrutiny (if different from above)
	

	Date to PFAG
	

	PFAG Decision 
	

	Date expected to Management Board for final approval
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PART 2 – PROPOSAL DETAIL

A. [bookmark: _Toc229388068]STRATEGIC Fit

This proposal aligns closely with SBUHB’s wider digital and service transformation programme. As part of their wider digital strategy, the Health Board has strategically invested in key platforms to enhance service delivery and integration across various service groups. These platforms are provided by Access group, and include:

· Rio: Mental Health and Community Services (limited to 20 teams)
· AICP: Shared care record that enables information to be shared across organisational and professional boundaries.  SBUHB is currently only contracted for AICP to work across Rio and Mosaic, no discussions have commenced regarding incorporating Adam into however, this could be something to explore in the future (depending on cost)..

CHC is well positioned to benefit from the foundations already being established, using the same principles of integrated records, shared workflows and improved visibility to support more joined-up care. Patient outcomes would be significantly enhanced by a more integrated working approach.

At a national level, Welsh Government is also encouraging greater consistency and sustainability in CHC and integrated care, supported through Connecting care and emerging national business cases. As this direction continues to develop, SBUHB has an opportunity to ensure its CHC service is digitally enabled in a way that complements both regional collaboration and future national models.

Aligning CHC with the Health Board’s existing digital architecture (i.e. Rio, Mosaic, AICP) would therefore build on current investment, improve collaboration between services, and support a more coherent, integrated approach to care delivery, commissioning and financial control and allow opportunity to use the increased scale to negotiate better rates with Access group.

B. [bookmark: _Toc229388069]Case for Change

SBUHB is responsible for commissioning and managing a wide range of complex care packages, including CHC, Section 117, jointly funded, Direct Payments and FNC-funded care, across residential, nursing, and domiciliary care settings. This complex delivery requires extensive coordination between acute wards, community teams, mental health services, local authorities, and an increasingly stretched independent provider market.

CHC currently relies on a combination of spreadsheets, manual processes and limited digital tooling. While the National Complex Care Database (NCCD) is used as the financial system for CHC, primarily for invoicing and payment, it does not support the full clinical and commissioning workflow. Consequently, essential information such as eligibility, package type, funding splits, review dates, and case status is fragmented across multiple spreadsheets and email trails for each individual. This creates operational inefficiencies, delayed cases, data quality risks, lack of financial reconciliation to commissioned care, and poor interoperability with core clinical systems. 

The absence of a single reliable record of a CHC case from referral through to ongoing review is unsustainable given rising demand, constrained provider markets, and increasing scrutiny on value for money. The lack of financial oversight, caused by lack of real-time information, results in avoidable overpayments that take many months to resolve and poorly positions SBUHB to strategically manage evolving pressures in the market, such as high occupancy, reduced supply, increasing complexity, inflationary pressures and rising costs.

Failure to implement a new, unified digital solution would risk the ability of SBUHB to consistently capture and report information required for the forthcoming performance framework for CHC and Funded Nursing Care (FNC), implementation of the new Escalating Concerns Code of Practice (came into force on 1st April 2026) and reporting requirements for the National Framework for Commissioning Care and Support.

The proposal seeks approval to implement a digital case management system for packages of commissioned care across the health board.  A key aim is to strengthen governance and financial controls while supporting a shift towards a more outcome-focused commissioning.  By providing real time visibility of assessed need, commissioned care, costs and review points, the proposed system will enable more consistent decision-making, improved contract monitoring and greater assurance that commissioned support is person-centred, proportionate and delivers value for money.  

The system will also strengthen market management by providing improved visibility and intelligence on provider activity, costs and delivery patters across the independent sector.  By consolidating care package, cost, review and outcome data into a single system, the Health Board will have a clearer, real‑time understanding of demand, placement trends, levels of one‑to‑one provision and cost variation between providers. This will enable more informed engagement with the market, support benchmarking of price and provision, and allow commissioners to identify emerging pressures, capacity risks or areas of inconsistency at an earlier stage. Over time, this improved intelligence will support a more strategic and proactive approach to market management, enabling the Health Board to challenge unsustainable cost growth, reduce reliance on reactive placements, and work with providers to shape provision that better aligns with assessed need, outcomes for individuals and value for money.

Evidence gathered from system users across CHC, Long Term Care, MH/LD, Nursing, Commissioning and Finance demonstrates that the National Complex Care Database (NCCD) is no longer fit for purpose as the core digital platform supporting CHC and complex care pathways.

While NCCD is currently used as a financial recording tool, its functionality is limited and it does not support end‑to‑end case management, review tracking, or reliable reporting. As a result, the Health Board relies heavily on manual workarounds, including multiple locally maintained spreadsheets and shared drives, to manage referrals, reviews, one‑to‑one care, CHC, FNC, Section 117 cases, joint funding arrangements and performance reporting.

Frontline staff reported that information relating to a single CHC case is routinely duplicated across multiple systems, including NCCD, SharePoint folders, email chains and spreadsheets. In Long Term Care alone, staff identified a minimum of 4–6 spreadsheets in routine use, with additional spreadsheets maintained by finance teams, and MHLD teams, significantly increasing the risk of data inconsistency, error and loss of institutional knowledge.

Critically, the NCCD system is unsupported, with no identified system owner and no clear escalation route should the system fail. Staff confirmed that if the system were to break or become unavailable, there is no formal support arrangement in place to resolve issues. This presents a material operational and governance risk given the statutory and financial importance of CHC activity.

C. [bookmark: _Toc229388070]PREFERRED OPTION SUMMARY

OPTIONS APPRAISAL
Option 1: Do Nothing (Maintain Current Operating Model)

Description
SBUHB would continue to operate CHC using the existing combination of NCCD (National Complex Care Database), spreadsheets, SharePoint, email and paper-based processes.

Costs
	Financial Year
	Cost

	Year 1
	£0

	Year 2
	£0

	Year 3
	£0

	Total (3 Years)
	£0



Benefits
· No implementation cost or capital commitment.
· No immediate disruption to staff or providers.
· Maintains familiar local workarounds and informal processes.
· No dependency on supplier onboarding or data migration.

Limitations / Risks of the Current Operating Model (NCCD)
· Inefficient, manual workflows across referrals, case management and finance that are primary sources of error, delay and extensive rework or reconciliation
· Severe data fragmentation, with CHC information spread across NCCD, spreadsheets, SharePoint folders, emails and personal records
· Referral delays and administrative burden caused by unstructured email submissions, incomplete documentation and lack of workflow controls
· Inefficient and high‑risk processes relying on email, with limited visibility, tracking or management oversight
· Organisational vulnerability arising from over‑reliance on staff memory, local workarounds and personal relationships rather than auditable system‑based processes
· Weakened governance and internal controls due to the absence of real‑time visibility of case status, reviews and costs, and reliance on spreadsheets as control mechanisms
· Escalating financial exposure, including retrospective corrections, overpayments and inefficiencies driven by delayed or inaccurate information
· Unsupported and inflexible legacy system, with:
· No active supplier support or development roadmap
· No ability for the Health Board to configure or amend the system to meet changing policy, operational or reporting requirements
· Basic operational changes (e.g. adding Local Authorities for out‑of‑area placements) being time‑consuming and difficult
· Restricted and unreliable reporting capability, where:
· Only current financial‑year data can be extracted
· Deceased (RIP) cases are excluded, resulting in inaccurate totals
· Reports cannot be reliably filtered by geography or service type (e.g. Swansea vs Neath Port Talbot; Swansea Bay vs Bridgend; CHC vs MHLD)
· Whole‑system reports include inappropriate cases and require manual cleansing before use
· As a result, NCCD is not used as the primary reporting source for:
· Performance and Assurance meetings
· Legislative Assurance requirements
· FOIs and audit returns
· Manual spreadsheet‑based reporting is therefore required, increasing staff workload, reducing data confidence and weakening assurance.

Option 1 is not considered viable as it fails to address known patient safety, statutory compliance and financial control risks, and relies on an unsupported national system that cannot be assured.

Option 2: ADAM (The Access Group)

Description
Access ADAM is an end-to-end digital platform for CHC case management. It would digitise referrals, checklists, DSTs, case management, reviews, provider records, contracts and invoicing, creating a single system of record. Additionally, it provides full interoperability with existing digital architecture, RIO.

Costs
	Financial Year
	Cost

	Year 1
	£61,755

	Year 2
	£40,275

	Year 3
	£40,275

	Total (3 Years)
	£142,305




Benefits
· Full interoperability with RIO
· Establishes a unified 'single source of truth' for all CHC patient and funded package information.
· Removes reliance on spreadsheets and paper-based workflows.
· Improves auditability, reporting and governance, streamlining processes.
· Enables real-time visibility into case status, reviews, and associated costs.
· Improves patient care with a more joined up approach with Local Authorities.
· Mitigates retrospective cost risks via structured change controls.
· Achieves strategic alignment of CHC processes with SBUHB’s broader digital architecture
· Improves staff efficiency and consistency without fundamentally changing commissioning approach.
· Will support the Health Board will the implementation of Direct Payments as it will help track patients through the process.  The system will also support the recording and reporting of the national measures for Direct Payments which if done manually will be very time consuming.


Non-quantifiable but material benefits
Patient Safety & Statutory Compliance
· Automated review scheduling and alerts reduce risk of missed CHC reviews
· Reduced risk of eligibility drift and inappropriate ongoing funding
· Improved compliance with CHC National Framework

Financial Risk Reduction
· Earlier identification of package changes and cessations
· Reduced likelihood of large‑scale invoice disputes (e.g. disputes approaching £1m with single providers)
· Improved audit trail for decision‑making

Workforce Resilience
· Reduced reliance on individual knowledge and spreadsheets
· Improved onboarding/offboarding through role‑based access
· Improved business continuity
· Access to training

Commissioning & Assurance
· Single, trusted dataset for: 
· Internal Audit
· Wales Audit Office
· FOIs
· Performance & Assurance Committees
· Improved ability to challenge and negotiate with providers using accurate, timely data


Access Group have worked with operational, finance and commissioning teams to develop the following benefits analysis which shows the anticipated return on investment.  However, further work is required to test these assumptions and as the efficiencies will be seen through small percentage reduction in workforce time across multiple teams, it is not realistic to claim that WTE will be reduced.  Instead, the main benefit will be that current capacity will be optimised and that utilisation of the system needs to be factored into future workforce redesign within the teams.  

Furthermore, the key benefit is that the system is a key enabler for the wider CHC Transformation Programme which has the potential to result in recurring savings for the Health Board from 2027/28 onwards.  This will be achieved through implementation of an optimal operating model for Long Term Care, strengthened commissioning processes and better performance/ contract management utilising accurate information.



Limitations/ Risks
· Requires upfront implementation effort, training and change management within current workforce capacity
· Provider onboarding is required.
· Limited wider impact as it does not, on its own, address wider market pricing pressures or automate commissioning decisions.
· Narrow benefit focus as the primary benefits focus on control, visibility and efficiency 

Option 3: ADAM with Commissioning Capability (Enhanced Option)

Description
This option builds on Option 2 by enabling the Access Group’s Dynamic Purchasing System (DPS), extending beyond case management into automated commissioning, contracting and provider payment.

Costs

	Financial Year
	Cost

	Year 1
	£79,750

	Year 2
	£79,750

	Year 3
	£79,750

	Total (3 Years)
	£239,250




Benefits
· All benefits of Option 2.
· Establishes structured and transparent commissioning frameworks across all independent providers.
· Enables competitive placement offers based on price, quality, geography and CIW status.
· Reduces reliance on email brokerage and informal negotiation.
· Provides a proactive mechanism for strategic market pressure management, moving beyond reactive responses.
· Increases invoicing accuracy, mitigating financial discrepancies.
· Demonstrates increased acceleration in care commissioning, substantiated by evidence from comparable regions.
· A Patient Portal which is being used in England for Personal Health Budget. This will aid the Health Board with implementing a system for Direct Payments from 1st April 2026.

Limitations/ Risks
· Incurs a higher annual operational cost compared to Options 1 and 2.
· Demands a more substantial change management effort.
· Requires stronger commissioning and contract management capability internally, which is not currently present
· May impact use/duplicate some functionality of recently commissioned CareCubed costing benchmarking tool

PREFERRED OPTION:
It is recommended that the Committee approve ADAM (Option 2) as the preferred CHC digital solution for SBUHB. 

This digital platform will digitise assessments, provide real-time reporting, and ensure compliance with NHS CHC guidelines. It is anticipated to take 6-8 months for implementation once the contract has been signed. 

Implementing ADAM enhances efficiency, compliance, and financial oversight, while reducing administrative workload and errors through automation. It integrates with Rio and Mosaic, provides real-time cost visibility for improved budget management, and streamlines processes to reduce delays, benefiting individuals and families. 

While a full commissioning package (Option 3) is an aspiration, approval is currently sought for Option 2. This is a necessary first step to modernise our complex care service and enable a move to the new CHC operating model.  

The evidence from operational, clinical and finance teams clearly demonstrates that continuing to rely on the National Complex Care Database presents escalating governance, financial and patient safety risks. The system is unsupported, inflexible and incapable of meeting modern reporting, commissioning and assurance requirements. Incremental workarounds have reached the limits of sustainability. A transition to a modern, supported digital case management solution is no longer optional but essential to ensure statutory compliance, financial control and safe patient care.

Dependencies: 
Successful implementation relies on dedicated effort for system configuration, data migration, comprehensive staff training, effective change management, and provider onboarding. It is interlinked with SBUHB's wider digital transformation programme.

While the primary implementation effort lies with the provider, successful transformation requires internal resource. The following resource requirements have been supplied by Access Group however, these are estimates and further quantification/ testing of these assumptions will be required prior to implementation (i.e. process mapping/ change management).

Key personnel, potentially a single individual fulfilling multiple roles, will be required to commit weekly time: 
· SRO (Exec Sponsor) - up to 0.5-1 hour per week
· Project Manager - 2-3 days per week
· Clinical Operational Leads/Practitioners - 2-4 hours per week
· Finance and Commissioning – 2-3 hours per week
· Digital/IT Lead - 2-3 hours per week
· IG/Data Protection – 1-2 hours per week
· Data quality/analyst – 3 days per week
· System Administrators/Super users – 2-3 hours per week
· Wider end users - 0.5 days per user (training only)

Summary of Internal Resource Requirement:

	Resource Category
	Indicative Commitment

	SRO
	Minimal (oversight only)

	Project Management
	0.3-0.4 WTE

	Clinical/Operational
	Small, time-limited input

	Finance/Commissioning
	Targeted assurance input

	Digital/IG
	Light-touch, front-loaded

	Data
	Targeted, data migration input

	Training/Super Users
	Time-limited, sustainability focused




This structured involvement ensures effective oversight, configuration, and user acceptance throughout the implementation period.  The supplier project lead (Access) will provide a full-time post for the duration of the implementation plan.

It should be noted that for some roles, the level of input required will be shorter and more intense than others.  For example the project manager will have consistent input during and post implementation however, subject matter experts from the Service Groups and Corporate Finance are likely to have periods of intense commitments which will affect their BAU activities.    

D. [bookmark: _Toc229388071]IMPACT & ASSURANCE SUMMARY

This section summarises the key impacts, considerations, and requirements for successfully delivering the preferred proposal (Option 2):

	IMPACT ASSESSMENT 

	Quality AND SAFETY:

	Impact
	Significant enhancement of data quality and patient safety through the establishment of a single source of truth. This will lead to more accurate eligibility assessments, care package management, and reviews, reducing errors and improving decision-making.

Evidence from clinical and operational staff demonstrates that NCCD does not provide effective review management functionality.
While review dates can be manually recorded, the system does not:
· Provide automated alerts for: 
· 3‑month CHC reviews
· Annual reviews
· Generate lists of: 
· Overdue reviews
· Reviews due by service area or care setting
As a result, review tracking is maintained using manual spreadsheets, requiring regular reconciliation against NCCD. Staff reported instances where cases dropped off spreadsheets entirely, increasing the risk of:
· Missed statutory reviews
· Eligibility drift
· Continued funding where needs may have reduced
· Breaches of the CHC National Framework
This represents a patient safety risk, a financial risk, and a compliance risk, particularly given increasing CHC scrutiny at regional and national level.

Furthermore, Deloitte have identified the risk associated with the current NCCD system and have also identified a new digital system as a key enabler for the wider CHC Transformation Programme such as implementation of a new operating model in PCTSG.


	Considerations
	Ensuring the accuracy and completeness of data migrated from legacy systems.

	Requirements
	Strong data migration strategy with thorough validation; comprehensive user training; and clear data governance. Ongoing support from Health Board’s Digital Team following implementation as part of BAU.

	Equality and diversity:

	Impact
	Improved consistency and fairness, through the reduction on the reliance on individual interpretation and local workarounds.

	Considerations
	Ensuring the system design is inclusive and accessible for all staff, regardless of digital literacy or specific needs.

	Requirements
	Development of accessible training materials and ongoing monitoring to address any inequalities.

	workforce:

	Impact
	Increased staff efficiency and reduced administrative burden by eliminating manual processes. Staff can redirect time from administrative tasks to higher-value activities.

	Considerations
	Managing change impact, ensuring adequate training for all users, and addressing potential skill gaps. Resource allocation for project management and backfill during training periods.

	Requirements
	A dedicated change management plan; training programmes for all staff; clear communication strategy outlining benefits and addressing concerns.

	financial:

	Capital
	No capital requirements.

	Revenue
	Initial investment of £61,755 in Year 1 for system implementation. Ongoing annual licensing and maintenance costs of £40,275 from Year 2 onwards. Given the scale and growth of CHC expenditure, even modest reductions in avoidable spend represent a strong return on investment.

	Considerations
	Accurate budget allocation ensuring the realisation and tracking of projected financial benefits.


	Requirements
	Secure funding approval; financial tracking and reporting.

	digital / infrastructure:

	Impact
	Modernisation of the CHC service's digital infrastructure, providing a stable and integrated platform. This aligns with SBUHB’s wider digital transformation programme.

	Considerations
	Compatibility with existing SBUHB IT infrastructure and systems.

	Requirements
	A detailed assessment and integration plan; adherence to SBUHB's policies; dedicated IT support resources for deployment and ongoing maintenance.

	Sustainability / climate:

	Impact
	Reduction in paper consumption, printing, and physical storage requirements due to the digitisation of referrals, DSTs, invoicing, and case management records. This contributes to a smaller carbon footprint and reduced waste. Potential for reduced travel for some administrative tasks or meetings if digital collaboration tools are fully utilised

	Considerations
	· The energy consumption of the new digital infrastructure (servers, network equipment, end-user devices) and the data centre hosting the Access Adam platform.
· The environmental impact of the disposal of any legacy hardware or paper archives.
· The procurement policies of the Access Group regarding sustainable IT practices.

	Requirements
	· Adherence to SBUHB's green IT and environmental sustainability policies.
· Prioritisation of energy-efficient hardware and software solutions.
· Implementation of a "digital-first" policy for all CHC documentation and communication.
· Secure and environmentally responsible disposal plan for any displaced physical records or IT equipment.

	business continuity / resilience

	Impact
	Enhanced data resilience through centralised digital storage and robust backup mechanisms, reducing the risk of data loss associated with fragmented manual systems. Improved ability to maintain critical CHC operations during unforeseen disruptions (e.g., power outages, severe weather, pandemics) due to potential for remote access and a single, accessible system.

	Considerations
	· Dependency on the availability and reliability of the Access Adam platform and underlying IT infrastructure (network, power, internet connectivity).
· The robustness of the Access Group's own business continuity and disaster recovery plans.
· Cybersecurity risks associated with a centralised digital system and the need for stringent protective measures.
· Ensuring staff are trained on business continuity procedures related to the new system.
· Post implementation BAU would be the responsibility of commissioning, finance and operational teams with support from the supplier.

	Requirements
	· Embedding of Access Adam's operational procedures into SBUHB's overarching Business Continuity Plan (BCP).
· Establishment of clear Service Level Agreements (SLAs) with the Access Group regarding system uptime, data backup frequency, and disaster recovery time objectives and recovery point objectives.
· Implementation of robust cybersecurity measures, including regular penetration testing and adherence to SBUHB's information governance and security policies.
· Development of offline access or manual workaround procedures for critical functions in the event of system unavailability.

	risk assessment:

	Key risks identified
	The implementation of Access ADAM introduces a number of material delivery and assurance risks, primarily associated with the complexity of transitioning from a fragmented legacy environment:
· Data Migration Complexity and Data Integrity Risk: Migration of CHC data from the National Complex Care Database (NCCD) and numerous locally maintained spreadsheets (across CHC, LTC, MHLD and Finance) presents a high‑complexity risk.  Data is currently inconsistent, duplicated, incomplete and stored across multiple formats, with no single authoritative dataset. There is a significant risk of:
· Data loss, corruption or incomplete transfer during migration
· Inaccurate mapping of key fields (e.g. eligibility, funding splits, review dates, provider details)
· Failure to reconcile financial and operational records, leading to incorrect ongoing payments or reporting errors
· Data Quality and Reconciliation Risk:  Existing data quality issues (arising from manual processes and multiple spreadsheets) may be embedded into the new system if not addressed prior to migration. This includes:
· Duplicate or conflicting records
· Missing historic decisions and audit trails
· Misalignment between NCCD financial data and operational case records
· Resource and Capacity Risk: Implementation requires significant input from operational, finance, digital and data teams within current resources. There is a risk that:
· There will be periods of intense work/ commitment from HB teams for defined periods of time.  As this will need to be found within current resources, there is a risk that BAU will be affected.
· Competing priorities limit availability of key staff
· Insufficient dedicated data resource delays migration and validation
· Reliance on a small number of Subject Matter Experts creates delivery bottlenecks
· Provider Engagement and Adoption Risk: Transition to a new digital system will require onboarding and changes to existing processes. There is a risk of:
· Continued reliance on manual processes if adoption is incomplete
· Change Management and Workforce Adoption Risk: Staff are transitioning from highly manual, locally adapted processes. Risks include:
· Resistance to change or inconsistent adoption
· Training gaps impacting data quality and system use
· Initial productivity dip post go-live
· Programme Delivery Risk (Timescales and Dependencies): The programme is dependent on multiple interrelated workstreams (configuration, migration, training). There is a risk of:
· Slippage in key milestones
· Go-live delays if assurance thresholds are not met
· 

	Mitigations
	Mitigation of these risks will be managed through a structured, assurance-led implementation approach, with particular focus on data, integration and governance:
· Robust Data Migration Strategy (Critical Control)
· Establish a dedicated data migration workstream with named data lead and analyst resource
· Full data mapping exercise across all source systems (NCCD, spreadsheets, finance records)
· Data cleansing and standardisation prior to migration, including removal of duplicates and validation of key fields
· Multiple test migrations with reconciliation against source data
· Formal clinical, operational and financial sign-off prior to go-live
· Retention of legacy data sources for audit and contingency
· Data Quality Assurance and Governance
· Implementation of data validation rules, mandatory fields and structured workflows within ADAM
· Establishment of clear data ownership and stewardship roles
· Ongoing data quality monitoring and reporting post go-live
· Alignment with Information Governance and audit requirements
· Dedicated Programme Governance and Resourcing
· Formal programme governance structure, including risk and issue log, reporting to CHC Programme Board
· Allocation of protected time for key roles, including data, finance and operational leads
· Use of supplier implementation expertise alongside internal leadership
· Phased and Controlled Implementation Approach
· Phased rollout (e.g. by cohort, function or service area) to reduce risk
· Controlled go-live with enhanced support and monitoring
· Defined go/no-go criteria, particularly for data integrity and system readiness
· Comprehensive Training and Change Management
· Role-based training tailored to clinical, commissioning and finance users
· Development of super user network
· Ongoing user support and feedback loops post go-live
· Peer support group to be established with other Health Boards implementing Adam to share experience, processes and possibly resource.
· Post Go-Live Stabilisation and Assurance
· Enhanced monitoring during initial live period (data accuracy, reviews, payments)
· Rapid issue resolution and system optimisation
· Formal post-implementation review and assurance reporting
· 



OVERVIEW OF RISKS ASSOCIATED WITH NOT IMPLEMENTING THE SYSTEM:
Failure to implement a modern, supported digital case management system for CHC would leave the Health Board reliant on an unsupported legacy system and fragmented manual processes that are no longer fit for purpose. Maintaining the current operating model presents material and escalating risks to patient safety, statutory compliance, financial control, governance and organisational resilience that cannot be adequately mitigated through incremental process change or local workarounds.

Contracting, Financial and Legal Risks
Without a unified digital system, SBUHB will continue to commission and manage care packages without effective contractual or financial control, resulting in:
· No single authoritative contractual record, with terms, rates, uplifts and variations held across emails and spreadsheets, leading to inconsistent application of rates across equivalent providers
· Uncontrolled contract drift, where changes to care packages are implemented operationally without timely contractual or financial reconciliation, delayed recognition of escalations or reductions, and limited clarity on intended outcomes or rationale for commissioned levels of one‑to‑one care
· Weak audit trails, significantly reducing the ability to evidence when, how and why decisions were made, increasing exposure to provider disputes, appeals and legal challenge
· Ongoing unlawful or incorrect payments, including payments continuing beyond eligibility or agreed durations, retrospective identification of overpayments, and heavy reliance on a small number of staff to reconstruct historical evidence
As a result, the Health Board absorbs financial and legal risk that should properly sit with providers, weakening assurance and control.

Commissioning and Value‑for‑Money Risks
The absence of a digital case management system materially weakens the Health Board’s commissioning function, creating:
· Reduced negotiating power with providers, due to lack of real‑time insight into true cost, occupancy, demand and provider performance
· Reactive rather than strategic commissioning, with placement decisions driven by urgency and availability rather than value, outcomes or affordability
· Inability to robustly evidence value for money, limiting confidence in commissioning decisions and undermining assurance over the relationship between cost, need and outcomes
· Poor readiness for future commissioning models, delaying the maturity of the commissioning function compared with peer organisations

In addition, the NCCD data structure does not reflect the complexity of modern CHC commissioning. Key categories — including Section 117, joint funding splits, domiciliary versus residential care, Fast Track pathways, one‑to‑one care and specialist enhancements — are either absent or captured only as free text. This prevents meaningful interrogation of activity and spend, resulting in duplicated spreadsheets, increased error risk, reduced confidence in data, and weakened commissioning assurance, particularly for complex MHLD packages.

Financial Control and Invoice Management Risks
The current invoice management model remains highly manual and resource‑intensive:
· Approximately 18,500–19,000 invoices are processed annually
· Invoices are received via shared mailboxes and manually validated and entered into NCCD line‑by‑line
· There is no provider portal, automated invoice matching, or visibility of agreed rates
This contributes directly to:
· Ongoing avoidable overpayments due to delays in reflecting suspensions, reductions or cessations
· Retrospective financial corrections that are slow and resource‑intensive
· Significant invoice disputes, including cases where substantial sums remain outstanding with individual providers
· Systemic inefficiency, with finance, commissioning and operational teams focused on reconciliation rather than proactive financial control
These risks escalate as demand and case complexity increase and cannot be resolved within the current system architecture.

Quality, Compliance and Patient Safety Risks
NCCD does not support automated review tracking, alerts or oversight of overdue reviews. As a result:
· Statutory reviews are missed or delayed
· Eligibility drift occurs, with funding continuing by default rather than decision
· Increased challenge from Local Authorities, individuals and families
· Heightened reputational risk and regional/national scrutiny
This represents a direct patient safety risk, alongside material financial and statutory compliance risk.

Workforce, Access and Business Continuity Risks
Current system access arrangements are informal and locally managed, with no standardised onboarding or offboarding. Combined with reliance on manual workarounds, this creates:
· Information governance risk
· Business continuity risk, particularly when key staff leave or are absent
· Reduced organisational resilience and increased staff burnout due to repetitive, low‑value administrative work
A modern, role‑based access model with auditable user management is required to mitigate these risks.

FINANCIAL SUMMARY: 
ADAM (Option 2) is the recommended and necessary first step, delivering significant strategic value through its interoperability with RIO and strong alignment with the Health Board’s digital strategy. While the enhanced ADAM commissioning option (Option 3) offers the potential for substantial medium to long-term financial and operational benefits, subject to benefits realisation assurance, it represents a higher cost investment and greater implementation complexity, positioning it as a future aspiration rather than the immediate priority.

	Option
	3‑Year Cost
	Impact
	3 year-Financial savings

	Do Nothing
	£0
	None
	None

	ADAM
	£142,305
	Medium/High
	£61,650

	ADAM + Commissioning
	£237,750
	Medium/High
	Access Group estimated a potential saving of £1.5m (however delivery capability not present)




E. [bookmark: _Toc229388072]BENEFITS REALISIATION AND MONITORING

The table below identify the measurable benefits and owners in alignment with the Health Board Benefit Realisation Framework. The benefits are based on the assumption that no integration will be required with other Health Board digital systems.  There is likely to be further benefits (and associated costs) linked to system interoperability/ integration (i.e. Rio) however, this is not within the scope of this case.




	Benefits Register

	Identification
	Prioritisation

	Benefit ID
	Benefit Description
	Type of Benefit
	Measure
	Baseline Value
	Target Value
	Relative Importance

	CHCB1
	Compliance with statutory reviews to ensure commissioned service remains fit for purpose
	Governance
	% of cases reviewed within statutory timescales
	Current baseline
	≥95%
	Vital

	CHCB2
	Ensuring that individuals remain eligible for CHC funding
	Governance
	Number of overdue reviews
	Baseline
	Reduction trend
	Vital

	CHCB3
	Faster decision-making due to streamlined processes and tracking of patient through pathway and trigger points
	Operational
	50% reduction in number of retrospective claims
	42 (2024/25)
	21
	Vital

	CHCB4
	Improved invoice accuracy
	Operational
	Invoice queries per month
	~200/month
	Near zero
	Vital

	CHCB5
	Faster invoice processing
	Operational
	Manual invoices processed
	~18,500/year
	Significant reduction
	Moderately Important

	CHCB6
	Reduced administrative burden associated with data requests
	Operational
	Time spent on FOIs/audit returns
	Baseline
	Material reduction
	Moderately Important

	CHCB7
	Improved data quality
	Operational
	Number of reconciliation errors
	Baseline
	↓ trend
	Moderately Important

	CHCB8
	Access to accurate performance data 
	Operational
	Reduction in number of data requests to operational and finance leads 
	10 per week
	2 per week
	Moderately Important












	Benefits Realisation Plan

	Identification
	Realisation

	Benefit ID
	Benefit Description
	Who Benefits
	Who is Responsible?
	Actions to Achieve Benefit
	Dependencies
	Support Needed
	Date of Realisation

	CHCB1
	Compliance with statutory reviews to ensure commissioned service remains fit for purpose
	Patient, Health Board
	CHC leads
	Map existing data over to new system, ensuring review dates are accurate on new system 
	Accurate data being extracted from NCCD and manual spreadsheets kept by Service Groups
	System users in Service Groups to undertake data mapping, staff training
	As soon as the cases are loaded on to ADAM

	CHCB2
	Ensuring that individuals remain eligible for CHC funding
	Patient, Health Board
	CHC leads
	Map existing data over to new system, ensuring review dates are accurate on new system
	Accurate data being extracted from NCCD and manual spreadsheets kept by Service Groups
	System users in Service Groups to undertake data mapping, staff training
	As soon as the cases are loaded on to ADAM

	CHCB3
	Faster decision-making due to streamlined processes and tracking of patient through pathway and trigger points
	Patient, Health Board
	CHC leads
	Map existing data over to new system, ensuring review dates are accurate on new system. Build tracking of patients into CHC SOP to ensure it becomes daily practice
	Accurate data being extracted from NCCD and manual spreadsheets kept by Service Groups
	Staff training
	As soon as the cases are loaded on to ADAM

	CHCB4
	Improved invoice accuracy
	Providers, Health Board
	Finance
	Map existing data over to new system, ensure team are adequately trained
	Accurate data being extracted from NCCD and manual spreadsheets kept by Service Groups
	System users in Service Groups to undertake data mapping, staff training
	As soon as the cases are loaded on to ADAM

	CHCB5
	Faster invoice processing
	Providers, Health Board
	Finance
	Map existing data over to new system, ensure team are adequately trained
	Accurate data being extracted from NCCD and manual spreadsheets kept by Service Groups
	System users in Service Groups to undertake data mapping, staff training
	As soon as the cases are loaded on to ADAM

	CHCB6
	Reduced administrative burden associated with data requests
	Health Board
	Commissioning, Finance, CHC leads
	Map existing data over to new system, ensure team are adequately trained
	Accurate data being extracted from NCCD and manual spreadsheets kept by Service Groups
	System users in Service Groups to undertake data mapping, staff training
	After full roll-out (Jan 2027)

	CHCB7
	Improved data quality
	Health board
	CHC leads
	Map existing data over to new system, ensure team are adequately trained
	Accurate data being extracted from NCCD and manual spreadsheets kept by Service Groups
	System users in Service Groups to undertake data mapping, staff training
	After full roll-out (Jan 2027)

	CHCB8
	Access to accurate performance data 
	Health Board
	Commissioning, Finance, CHC leads
	Map existing data over to new system, ensure team are adequately trained
	Accurate data being extracted from NCCD and manual spreadsheets kept by Service Groups
	System users in Service Groups to undertake data mapping, staff training
	After full roll-out (Jan 2027)




F. [bookmark: _Toc229388073]MONITORING & EVLUATION PLAN

PURPOSE OF THE PLAN
This plan sets out how the implementation of Access ADAM will be controlled, monitored and assured, ensuring that:
· delivery risks are actively managed;
· benefits and risk mitigations are realised;
· the Board can be assured that implementation is safe, compliant and effective;
· the system delivers the intended improvements in governance, statutory compliance, financial control and patient safety.

IMPLEMENTATION APPROACH
The implementation of Access ADAM will follow a phased, controlled approach, led by the supplier and governed internally by Swansea Bay UHB.
· Key Principles
· Safety first: no loss of data integrity or continuity of CHC decision‑making
· Assurance‑led: early focus on statutory reviews, DST integrity and financial controls
· Phased mobilisation: functionality enabled in logical stages
· Strong governance: clear roles, escalation routes and decision points

Implementation Timeline – 6‑Month Delivery Model
The implementation of Access ADAM will be delivered over an approximately 6‑month (24‑week) period, using a phased and assurance‑led approach. Phases will overlap where appropriate to maintain momentum while ensuring patient safety, data integrity and statutory compliance.

Phase 1: Mobilisation, Governance and Assurance Setup (Weeks 1–4)
Purpose: Establish strong governance, assurance and delivery foundations.
Key activities:
· Contract finalisation and mobilisation meeting
· Confirmation of scope, milestones and success criteria
· Establishment of project governance, reporting and escalation routes
· Development of detailed implementation plan and risk register
· Identification of data sources and data‑quality risks
· Stakeholder engagement and communications planning
Key outputs:
· Agreed delivery plan and milestones
· Live risk and issues log
· Confirmed governance and assurance arrangements

Phase 2: System Configuration and Design (Weeks 5–10)
Purpose: Configure Access ADAM to reflect CHC and MHLD pathways.
Key activities:
· Configuration of referral pathways, case workflows and review schedules
· Setup of Decision Support Tool (DST) templates with full version control and audit history
· Definition and approval of role‑based access controls
· Configuration of financial, invoicing and provider records
· Design of reporting and assurance dashboards aligned to CHC, Finance and Board requirements
Key outputs:
· Configured system environment
· Agreed access model and permissions
· Draft reporting and assurance dashboards

Phase 3: Data Migration, Cleansing and Validation (Weeks 9–14)
(Overlapping with Phase 2)
Purpose: Ensure continuity, data integrity and assurance at go‑live.
Key activities:
· Extraction of data from NCCD and supporting spreadsheets
· Data cleansing and reconciliation with operational, commissioning and finance teams
· Test data migration and verification
· Clinical, financial and commissioning validation and sign‑off
· Agreement of cut‑over and contingency arrangements
Key outputs:
· Validated migrated dataset
· Data assurance sign‑off
· Agreed go‑live and cut‑over plan

Phase 4: Training, User Readiness and Acceptance (Weeks 11–18)
(Overlapping with Phases 2 and 3)
Purpose: Ensure staff readiness and safe adoption.
Key activities:
· Train‑the‑trainer sessions and super‑user development
· Role‑specific training for clinical, commissioning and finance staff
· User acceptance testing (UAT) against real CHC scenarios
· Refinements to workflows and reporting following feedback
· Staff communications and readiness assessment
Key outputs:
· Trained workforce and super‑user network
· UAT sign‑off
· Confirmed readiness for go‑live

Phase 5: Go‑Live and Stabilisation (Weeks 19–22)
Purpose: Transition safely into live operation.
Key activities:
· Controlled go‑live (potentially phased by function or cohort)
· Enhanced supplier and internal support during early live operation
· Daily/weekly monitoring of incidents, performance and review activity
· Issue resolution and system optimisation
Key outputs:
· Stable live system
· Resolved priority issues
· Initial post‑go‑live assurance report

Phase 6: Post‑Implementation Assurance and Transition to Business‑as‑Usual (Weeks 23–24)
Purpose: Confirm benefits, assurance and readiness for ongoing operation.
Key activities:
· Formal post‑implementation review (PIR)
· Confirmation of benefits tracking baselines
· Review of residual risks and mitigations
· Transition to business‑as‑usual support and governance
Key outputs:
· Post‑Implementation Review report
· Benefits realisation plan confirmed
· Handover to operational governance

ONGOING MONITORING BEYOND MONTH 6
Following implementation, benefits and risk mitigation will continue to be monitored through:
· Monthly reporting to the CHC Programme Board
· Quarterly assurance updates to PFSG
· Exception reporting to Management Board where required
· Formal benefits review at 3–6 months post‑go‑live

G. [bookmark: _Toc229388074]RECOMMENDATION AND DECISION SOUGHT
The Planning and Finance Assurance Group (PFAG) is asked to:
· Approve ADAM (option 2) as the preferred Complex Care (CHC and MHLD) digital solution for SBUHB.
· Agree to proceed to contract finalisation and implementation governance, including an appropriate break clause and formal review point.

H. [bookmark: _Toc229388075]Appendices
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0. Cover

				THE ACCESS GROUP

				Swansea Bay UHB — CHC Digitisation

				Benefits Analysis & ROI — Option 2 (Adam Case Management)

				Prepared for: Swansea Bay University Health Board Executive Committee

				Prepared by: The Access Group — Healthcare Division

				Date: May 2026

				Investment summary

				Year 1		£61,775

				Year 2		£40,275

				Year 3		£40,275

				3-Year Total		£142,325

				Contents

				1. Assumptions		Workforce baseline, NHS Wales AfC pay scales (Band 3 + Band 5 blended), solution cost, adoption ramp

				2. Staff Time Savings		Line-by-line quantification of hours released and £ saving per process step

				3. Reporting & FOI		Worked example demonstrating the FOI saving — half day to 1 day → minutes

				4. Spreadsheet Consolidation		Inventory of 15 parallel spreadsheets replaced by Adam single source of truth

				5. ROI Summary		3-year net benefit, ROI % and payback period for Option 2

				6. Sensitivity		Downside / base / upside scenarios on staff time savings; break-even analysis

				Benefits Analysis (Source)		Original benefits questionnaire used as evidence base

				HEADLINE — WHAT THIS ANALYSIS SHOWS

				• Approximately 30 staff support CHC across LTC, MHLD and Finance — 50% Band 3, 50% Band 5 — using ~15 parallel spreadsheets to compensate for NCCD limitations.

				• Adam consolidates these into a single system of record, releasing significant staff time across reporting, FOI handling, invoicing, reviews and uplifts.

				• FOIs that currently take half a day to a full day per staff member can be answered in minutes via Adam's custom report builder.

				• On the fixed Option 2 cost of £142,325 over 3 years, the analysis shows a positive 3-year net benefit driven by staff time savings alone — see Sheet 5 for the live numbers.





1. Assumptions

		Swansea Bay UHB — CHC Digitisation: ROI Assumptions (Option 2 — Adam)

		Blue cells are inputs the Health Board can amend. Black cells are formulas. Source: NHS Employers AfC 2025/26 pay scales; Swansea Bay process discovery transcript; draft business case (Option 2).

		WORKFORCE BASELINE

		Item		Value		Unit		Source / Note

		Total CHC staff across LTC, MHLD & Finance		30		FTE		Stated by Sales Director; spans LTC, MHLD, Finance teams

		Working weeks per annum		46		weeks		52 weeks less ~6 weeks AL/BH/sickness allowance

		Working hours per FTE per week		37.5		hrs		NHS Wales standard

		Productive hours per FTE per annum		1,725.0		hrs		Calculated: weeks x hrs/week

		Spreadsheets in active CHC use		15		files		LTC ~5, Finance ~5-6, MHLD ~4-5 (transcript, mins 38-39)

		Annual CHC invoices processed		19,000		invoices		Transcript (Mugford, min 40); existing template states 18,500

		Monthly invoicing queries		200		queries		Existing benefits analysis template, line 8

		SALARY BASIS — NHS WALES AGENDA FOR CHANGE 2025/26 (50% Band 3 / 50% Band 5)

		Band		Mid-point salary (£)		On-costs %		Hourly rate (£)		Notes

		Band 3 (admin / invoicing)		£25,768		30.0%		£19.42		Mid-point of Band 3 entry £24,937 - top £26,598

		Band 5 (case mgmt / reporting)		£32,268		30.0%		£24.32		Mid-point of Band 5 entry £31,049 - 2nd point £33,487

		BLENDED RATE — 50% Band 3 / 50% Band 5						£21.87		Per Sales Director: half the 30-FTE team is Band 3, half is Band 5

		SOLUTION COST INPUTS — OPTION 2 (per CHC Options Paper)

		Item		Year 1 (£)		Year 2 (£)		Year 3 (£)		3-Year Total (£)

		Adam licence & implementation		£61,775		£40,275		£40,275		£142,325

		BENEFIT REALISATION RAMP

		Year		Adoption %		Rationale

		Year 1		50.0%		Phased rollout; provider onboarding; staff training

		Year 2		90.0%		Steady state with provider portal adoption maturing

		Year 3		100.0%		Full benefit realisation





2. Staff Time Savings

		Staff Time Savings — Hours Released per Annum

		Each line quantifies a process step from the discovery session and existing benefits analysis. Hours and frequencies are inputs (blue); £ savings use a blended 50% Band 3 / 50% Band 5 hourly rate from Assumptions.

		#		Process step		Frequency / volume p.a.		Mins per event (current)		Mins per event (Adam)		Hours saved p.a.		Hourly rate (blended)		£ saving p.a.		Source / Note

		1		Pulling staff performance / activity reports (LTC, MHLD, Finance)		1,104		30		3		497		£21.87		£10,864		Existing template: 8 reports/week x 30 mins, across 3 teams. Adam: 2-3 mins (Brogan; Ching, mins 23, 28).

		2		Reviewing upcoming, assigned and unassigned reviews		1,104		30		2		515		£21.87		£11,267		Existing template: 8 reports/week x 30 mins, across 3 teams. Adam: under 2 mins.

		3		Resolving invoicing queries (vs. provider portal eliminating most)		2,400		10		2		320		£21.87		£6,998		Existing template: 200 queries/month x 10 mins. Provider portal removes upstream cause (Brigden, mins 43-46).

		4		PLDS / patient number reports collation		12		480		3		95		£21.87		£2,086		Existing template: 8 hours x 12 reports/year. Adam: auto-collected, 3 mins to upload to NHS portal.

		5		Standard reports / audit / data requests		24		30		3		11		£21.87		£236		Existing template: 24 reports x 30 mins/year.

		6		FOI requests (multi-staff, multi-day)		6		1,800		30		177		£21.87		£3,871		Existing template: 6 FOIs x 4 staff days. Transcript (mins 19-21): 'half a day to days', 'two of us'. Adam: custom report builder.

		7		LTC team — duplicate data entry into 5 parallel spreadsheets		1,150		12		-		230		£21.87		£5,030		5 LTC FTE x 5 days/week x 46 wks x 12 mins/day duplicating into QA log, review list, 1:1, dom care, MDT (mins 31-38).

		8		Finance team — duplicate data entry across ~5-6 finance spreadsheets		1,150		15		-		288		£21.87		£6,287		5 Finance FTE x 5 days/week x 46 wks x 15 mins/day (Mugford: 'another 5 or 6 in finance', mins 38).

		9		MHLD team — duplicate data entry across MHLD spreadsheets		1,150		12		-		230		£21.87		£5,030		5 MHLD FTE x 5 days/week x 46 wks x 12 mins/day (Ceri Martin, min 38).

		10		Manual line-by-line invoice entry (vs. OCR + provider portal)		19,000		5		1		1,267		£21.87		£27,700		Provider portal eliminates manual extraction from PDF/Excel (Hayden-Evans, min 10-14; Brigden, min 43).

		11		Annual uplift exercise — Finance preparation & calculation		2		480		60		14		£21.87		£306		2 cycles/year x 1 day/cycle (Ceri Martin, min 25). Adam automates uplift propagation.

		12		Annual uplift exercise — Admin manual update & reconciliation		2		960		60		30		£21.87		£656		2 cycles x 2 days for primary care alone (Sarah Jones, min 25-27); MHLD more complex.

		13		Month-end report consolidation (multiple lookups → one report)		36		240		30		126		£21.87		£2,755		3 finance partners x 12 months x ~4 hrs running 4-5 reports + manual lookups (Ceri Martin, min 22).

		14		Missed-review investigation & remediation		12		240		-		48		£21.87		£1,050		Patient drop-off from spreadsheets currently triggers re-work + governance breach risk (Davies, min 33-35). Adam alerts proactively.

		15		Senior staff time on invoice disputes (~£1m outstanding cited)		52		60		15		39		£21.87		£853		1 hr/week of senior time cited in transcript (Mugford, min 44). Provider portal & matched-pay reduces unmatched volume.

				TOTAL — Steady-state annual staff time savings								3,886				£84,990

				Equivalent WTE released								2.3				WTE		Assuming a single FTE works the productive hours from Assumptions





3. Reporting & FOI

		Reporting & FOI — Worked Example

		This sheet shows in detail the highlighted reporting / FOI saving. An FOI in the current state takes between half a day and a full day per request, often with two staff involved (transcript, mins 19–21). Adam reduces this to a few minutes via the custom report builder.

		A. Single FOI request — current state vs Adam

		Item		Current (low)		Current (high)		Adam		Notes

		Hours per FOI per staff member		4.0		8.0		0.1		Current: half day to full day. Adam: ~5 mins to build & run report

		Number of staff involved per FOI		1.0		2.0		1.0		Transcript: 'could be two of us'; sometimes more

		Total hours per FOI (hours × staff)		4.0		16.0		0.1

		£ cost per FOI (blended Band 3/5 rate)		£87		£350		£2

		Saving per FOI (current − Adam)		£85		£348

		B. Annualised FOI saving

		FOIs per annum		6		Existing template assumption (line 18)

		Annual saving — low scenario		£512

		Annual saving — high scenario		£2,086

		C. Strategic context

		• Beyond FOIs, the same reporting capability serves: monthly board reporting, quarterly performance reporting, audit data requests, Welsh Government returns, and ad-hoc data requests from commissioners.

		• Currently, none of these can be reliably pulled from NCCD — staff use parallel spreadsheets manually populated with risk of error (Dart, mins 19–20).

		• Sarah Jones (mins 27): 'when I complete an FOI, I'm looking at data I've stored for the past X years … with a caveat that this is to the best of my ability'. Audit-grade reporting is not currently possible.

		• Adam custom report builder removes this constraint at no marginal cost per report — the saving compounds across every reporting use case, not just FOIs.





4. Spreadsheet Consolidation

		Spreadsheet Consolidation — Single System of Record

		Each CHC team currently runs ~5 parallel spreadsheets to compensate for NCCD limitations. Adam consolidates these into a single system of record. This sheet inventories each spreadsheet, what is duplicated, and the time / risk impact removed.

		Team		Spreadsheet		Purpose		Duplicates data also in		Risk if missed/lost		Resolved by Adam?

		LTC		QA log		Quality assurance pre-panel		NCCD entries; SharePoint chronology		QA gap; panel delay		Yes — workflow built-in

		LTC		Review list		Tracking review schedule		NCCD review entries		Missed review; patient harm; framework breach		Yes — automated alerts

		LTC		1:1 spreadsheet		Recording 1:1 supplementary hours		NCCD sub-criteria field (not reportable)		Underpayment / overpayment; no audit trail		Yes — structured field, reportable

		LTC		Dom care spreadsheet		Domiciliary care packages tracking		NCCD package; SharePoint folders		Missed change; cost drift		Yes — single record per package

		LTC		MDT spreadsheet		Multidisciplinary team coordination		Email; shared folders		Stalled cases; lost evidence		Yes — embedded MDT workflow

		Finance		Invoice tracking sheet 1		Reconciling invoices to packages		NCCD invoice entries; AP system		Held invoices; late payment		Yes — auto-match to package

		Finance		Invoice tracking sheet 2		Disputes / queries log		Email trails		£1m outstanding cited (transcript)		Yes — provider portal

		Finance		Accruals workbook		Month-end accruals		NCCD extracts + lookups		Period-end mis-statement		Yes — structured month-end report

		Finance		Uplift tracker		Recording rate changes per package		NCCD package; email approvals		Manual error; paid at wrong rate		Yes — uplift propagation

		Finance		Section 117 / FNC categorisation		Compensating for NCCD missing categories		NCCD partial fields		Mis-categorised cost; FOI inaccuracy		Yes — full category set

		MHLD		Active client list		Master list of MH/LD clients		NCCD; SharePoint		Drop-off; missed review		Yes — single source

		MHLD		Joint package tracker		S117 / 50:50 / part-funded splits		NCCD partial; LA records		Apportionment error		Yes — structured splits

		MHLD		Enhanced obs / 1:1 tracker		MH-specific enhanced support hours		NCCD sub-criteria		Cost drift		Yes

		MHLD		Review schedule		MHLD review timing		NCCD reviews		Missed review		Yes

		MHLD		Provider liaison log		Tracking provider conversations		Email		Lost context		Yes

		Total spreadsheets inventoried		15		vs. Adam: 1 system of record

		Time saving from spreadsheet duplication is quantified in '2. Staff Time Savings' (rows 7–9 — duplicate data entry across LTC, Finance, MHLD).

		Beyond time, parallel spreadsheets carry material clinical and governance risk: missed reviews, patient drop-off, framework breaches, mis-stated month-end accruals, and weakened audit trail. These are partly addressed by Adam's single source of truth and are not fully captured in the £ figures.





5. ROI Summary

		3-Year ROI Summary — Option 2 (Adam Case Management)

		Net benefit, ROI and payback for Option 2 of the CHC Options Paper. Solution cost is fixed at £61,775 / £40,275 / £40,275 (3-year total £142,325). Benefits are staff time savings only — no commissioning or DPS savings included.

		OPTION 2 — ADAM (CASE MANAGEMENT)

		Item		Year 1		Year 2		Year 3		3-Year Total

		Steady-state annual staff time saving (gross)		£84,990		£84,990		£84,990

		Benefit realisation %		50.0%		90.0%		100.0%

		Realised staff time saving (annual benefit)		£42,495		£76,491		£84,990		£203,975

		Solution cost (Option 2)		£61,775		£40,275		£40,275		£142,325

		Annual net benefit		(£19,280)		£36,216		£44,715		£61,650

		Cumulative net benefit		(£19,280)		£16,935		£61,650

		HEADLINE KPIs

		Metric		Value						Calculation

		3-Year Net Benefit (£)		£61,650						3-Yr realised benefit minus 3-Yr cost

		3-Year ROI (%)		43.3%						3-Yr Net Benefit / 3-Yr Cost

		Payback period (months)		21.3						When cumulative benefit catches cumulative cost

		WTE released at steady state		2.3						Total hours saved p.a. divided by productive hours/FTE

		HEADLINE

		Option 2 (Adam) delivers a 3-year net benefit of £61,650 on a fixed investment of £142,325, equating to 43.3% ROI with payback of 21.3 months. Approximately 2.25 WTE of staff capacity is released back into clinical and operational priorities.

		The above is fully formula-driven from Assumptions and Staff Time Savings — change any blue input cell to flex the model.





6. Sensitivity

		Sensitivity Analysis — Option 2

		Tests how robust the Option 2 ROI is across a range of staff time saving outcomes. Even on the downside (50% of modelled savings), the investment delivers a positive 3-year return.

		STAFF TIME SAVINGS — DOWNSIDE / BASE / UPSIDE

		Scenario		% of base case		Realised 3-Yr saving (£)		3-Yr Cost (£)		3-Yr Net (£)		3-Yr ROI %

		Downside (50%)		50.0%		£101,987		£142,325		(£40,338)		(28.3%)

		Base case (100%)		100.0%		£203,975		£142,325		£61,650		43.3%

		Upside (120%)		120.0%		£244,770		£142,325		£102,445		72.0%

		Stretch upside (150%)		150.0%		£305,962		£142,325		£163,637		115.0%

		BREAK-EVEN ANALYSIS

		Minimum % of modelled staff savings needed to break even over 3 years								69.8%		of base case

		Conclusion: even capturing only half the modelled efficiencies, Option 2 returns a positive net benefit. The investment is robust against material delivery risk.





Benefits Analysis (Source)

		Metric		LTC		MHLD		Finance		On average Access Adam system will allow you to achieve the following		Expected Customer Saving 		Staff equivalent banding		Saving		Comments

		How many days does it take to process a CHC referral?		This will sit with the District Nursing Team. If the LTC team identify triggers in car homes then we process the referral immediately. 		Average is 5 months – from point of referral to QA assessment. This can then be further protracted if the case goes in to dispute.				Adam will ensure you will process all CHC referrals within the 28 day target or less.		No savings in staff time

		How long does it take you to view staff performance on the number of referrals processed and reviews completed?		This is time consuming with current digital system.		30 minutes every time we want to ‘pull’ the data from the system.				It takes approximately 2-3 minutes to access the number of referrals processed and reviews completed by all staff. 		224 hours per annum (assuming 8 reports per week, 30 min for each report, across MHLD, LTC and Finance)		Band 5 (mid point )		£   4,968.32		In business case.  Partial saving, evidence that multiple teams will benefit (LTC, MHLD, Finance)

		How long does it take to complete fast track referrals?		We don’t complete fastrack referrals. If we identify a patient needs a FT referral then we undertake the FT assessment at the same time.		N/A				Customers experience a 30% time saving on average for fast track referrals to be completed.		No savings in staff time

		How long does it take you to view all upcoming, assigned and unassigned reviews?		This is time consuming with current digital system.		30 minutes – as above				It takes less than 2 minutes to view all reviews upcoming in 30 days, you have full oversight of any assigned or unassigned reviews.		224 hours per annum (assuming 8 reports per week, 30 min for each report, across MHLD, LTC and Finance)		Band 5 (mid point )		£   4,968.32		In business case

		How many invoices do you process a year?						18,500		Access Adam will reduce this down to 52 invoices processed a year.		See WTE saving in line 9

		What percentage of invoices are accurate?						I have no data to quantify this		The system will ensure 100% invoicing accuracy.		No change

		How many invoicing queries do you currently receive?						Around 200 per month		The system will ensure close to 0 invoicing queries. 		400 hours per annum (assuming 46 queries per week, at 10 min per query)		Band 3 (mid-point with on costs)		£   7,012.00		In business case

		How many WTEs are processing invoices at present?						6		The system on average will save 1 WTE through streamlining invoicing process and automation. 		Equivalent 1.8WTE saved		Band 3 (mid-point with on costs) 1WTE		£   35,474.00		Will cover future vacancies and existing resource will be used to fill capacity gaps in other areas in the team.
Currently line by line manual entry, no provider portal

		How long does it take to source a package of care?		This is dependent on area specific to the patient’s address. Could take 2 hrs to 2 weeks.		Best case scenario – average of 3 months.
Worst case scenario – can take 9 – 12 months for complex patients. This is of course dependent on Provider availability.				The system will reduce the time taken to source case by 35%. 		No savings in staff time						Brokerage not available in core case management system so savings not included

		How many days does it take to source a care home package?		This is dependent on patients needs, availability and patient choice. Could take 2 hrs to 2 months or longer.		As above				The system will help source a Care Home package between 3-7 days 		No savings in staff time						Brokerage not available in core case management system so savings not included

		How many days does it take to broker a Dom Care package?		We do not have a brokerage system.		As above				The system will help source a Dom Care package between 2-5 days.		No savings in staff time						Brokerage not available in core case management system so savings not included

		How many providers can you engage with when brokering an individuals package of care?		Dependent on area we are looking at and needs of the patient.		CCAP’s System: Hospitals – 117, Care Homes - 280 ,
Brokerage: 138 Providers on Framework


				The system will ensure 100% of the market get fair access to the required packages of care that are applicable to them.		No savings in staff time						Brokerage not available in core case management system so savings not included

		If using the brokerage tool as a competitive market place how much do you currently spend on packages of care a year?		We do not have a brokerage system.		This will need to come from Ceri Martin in Finance.				Using the competitive process customers are expected to achieve 2-7% saving on the cost of care. 		Annual spend is £103m; assuming 5% (£5.1m) of spend are new packages of care:
0.5%= £25,750		£   25,750.00				Brokerage not available in core case management system however, there will be commissioning savings opportunities resulting from access to accurate and timely data which will support negotiations with providers.

		How many offers patients get when looking for care?		Dependent on availability. 		Depends on the nature of the package of care being requested and Provider availability at any given time.				On average patients and brokers will see 3-4 offers per care requirement sent out to market. 		No savings in staff time						Brokerage not available in core case management system so savings not included

		What percentage of care providers are paid within 30 days of invoice?						This information isn’t provided at CHC level but as a Health Board we usually achieve the 95% target of non NHS invoices paid within 30 days		100% of providers will be paid in line with the 30 days better payment practice terms.		No savings in staff time

		How much time is taken collating the PLDS reporting?						We no longer collate patient number reports in CHC Finance but this would have taken around one day in each month to pull together in the formats required as there is currently only one report that has the information needed but would often require lookups to other datasets to get the desired level of patient information		The system will automatically collect this data for you and it will be sent directly to you to upload to NHS portal. Estimated time taken 3 minutes to upload your data to NHS portal. 		94 hours saved per annum (assuming each report takes 8 hours, 12 times per year)		Band 5 (mid point )		£   1,647.82		In business case

		How much time is spent running reports? FOI/Audit/Data Request 		This is time consuming due to current digital system. 		This is very time consuming in the current NCCD system and using spreadsheets – unable to quantify further.				Standard reports can be downloaded in 2-3 minutes using the adam system. 		11 hours per annum (assuming each report takes 30 minutes, 24 times per year).  Plus 6 FOI per annum (4 staff days each time - 180 hours per annum)		Band 5 (mid point )		£   3,153.00

		Avoided overpayment/eligibility drift																Cost avoidace - reduction in uncontrolled spend

		Invoice dispute resolution (beyond query handling)																Cost avoidace - reduction in senior officer time tied up in dispute resolution
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Validation

				Is Mechanism in Place to Measure Benefits?		Type of Benefit

				Yes		Financial Cash Releasing

				No		Financial Non-Cash releasing

						Qualitative





Instructions

				Instruction Sheet

				Complete each collection template to match the number of options which you wish to assess in the business case. Up to four.

				Each template is set up to capture a)Pay and Non Pay Costs b) Benefits c) Income/Funding d) Capital

				To assist with savings, there are a set out standard costs sheets. These should be used asa starting point for benefits quantification rather than an absolute.

				Once completed, the summary sheet will automatically populate and when you selet the preferred option, the tables in the business case are automatically updated.





Collection Table Example

				Appendix 1 - Financial, Workforce & 

				Revenue and Capital Finance 



				OPTION NO - 1

				OPTION NAME - Baseline



				Section A - Revenue Costs



														Year 1
'£000										Year 2
'£000										Year 3
'£000										Recurring
'£000		Comments 

				Revenue - Pay 		WTE		Source of Staff		Risk of Recruitment		Band/Scale		Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total

				Direct Pay Costs by Staff Group 																		0										0										0

																						0										0										0

																						0										0										0

																						0										0										0

																						0										0										0

																						0										0										0

																						0										0										0

				Indirect Costs / Support Departments 																		0										0										0

				Pharmacy																		0										0										0

				Therapies																		0										0										0

				Outpatients																		0										0										0

				Digital																		0										0										0

				Medical Records																		0										0										0

				Estates																		0										0										0

				Facilities																		0										0										0

				Other (Specify)																		0										0										0

				Other (Specify)																		0										0										0

				Other (Specify)																		0										0										0

				Other (Specify)																		0										0										0

				Other (Specify)																		0										0										0

				Total Pay Costs 		0								0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

														Year 1
'£000										Year 2
'£000										Year 3
'£000										Recurring
'£000		Comments 

				Revenue - Non Pay		Description 								Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total

				Direct Non-Pay																		0										0										0

				Drugs																		0										0										0

				Medical / Surgical Supplies																		0										0										0

				Equipment																		0										0										0

				Equipment Maintenance																		0										0										0

				Staff Non-Pay ( eg travel, training)																		0										0										0

				Other (specify)																		0										0										0

																						0										0										0

				Impact on Support Departments 																		0										0										0

				Pharmacy																		0										0										0

				Therapies																		0										0										0

				Outpatients/medical records																		0										0										0

				Digital																		0										0										0

				Radiology																		0										0										0

				Medical Physics																		0										0										0

				Labs																		0										0										0

				Theatres																		0										0										0

				Anaesthetics																		0										0										0

				Facilities																		0										0										0

				Corporate																		0										0										0

																						0										0										0

				Infrastructure																		0										0										0

				Estates Maintenance/PFI																		0										0										0

				Utilities																		0										0										0

				Rates/ Rent																		0										0										0

				Digital																		0										0										0

				Other (specify)																		0										0										0

				Other (specify)																		0										0										0

				Other (specify)																		0										0										0

				Total Non-Pay Costs 										0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				TOTAL COSTS 										0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0



				Section B - Benefits



				Include as per the PID and should align to savings templates.

				These benefits relate to financial (cash & non-cash releasing) and non-financial benefits specifically to patient and population health and include measures about patient safety and experience, population and patient outcomes, health inequalities and quality of care (including LoS, readmission). All benefits must be quantified numbers or percentages. These may be national or local measures.



				Name of Benefit		How Measured [£, activity etc]		Baseline Measurement pa		Identify of budget where financial savings would be released from 		Name of Budget Holder		Has Budget Holder Agreed Level of Savings		Name of Benefit Owner		Is Mechanism in Place to Measure Benefits?
[Select from List]		Year 1
Unit of Measure										Year 2
Unit of Measure										Year 3
Unit of Measure										Recurring		Comments 

																				Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total

				Part A Qualitative / Non-Financial Benefits
[Include the new value]

				Example - Waiting time for first appointment		Days		100 days								ANO		Yes		100		100		90		90				80		80		80		80				80		80		80		80













				Part B Financial / Non-Cash-Releasing
[Include the new notional cost reduction value]																																														0

				Example - Reduced No of Outpatient Appointments		Number of Outpatient Appointments		10000								ANO		No		5		5		4		4																								0

																																																		0

																																																		0

																																																		0

																																																		0

																																																		0

				Total																5		5		4		4		0		0		0		0		0		0		0		0		0		0		0		0

				Part C Financial / Cash-Releasing
[Include as the cost reduction value]

				Example - Reduction in prosthesis costs		£000		£250		Morriston Prosthesis Budget Code xxxx		ANO		Yes		ANO		Yes		5		5		20		20		50		50		50		50		50		200		50		50		50		50		200		200

																												0										0										0		0

																												0										0										0		0

																												0										0										0		0

																												0										0										0		0

																												0										0										0		0

				Total																5		5		20		20		50		50		50		50		50		200		50		50		50		50		200		200		0

				Section C - Revenue Income



						Year 1
'£000										Year 2
'£000										Year 3
'£000										Recurring		Comments 

				Income Available		Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total

														0										0										0

														0										0										0

														0										0										0

														0										0										0

														0										0										0

														0										0										0

														0										0										0

														0										0										0

														0										0										0

				Total Income		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0



				Section D - Capital

						Year 1
'£000										Year 2
'£000										Year 3
'£000

				Capital Summary		Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total

														0										0										0

														0										0										0

														0										0										0

				Sub-Total 										0										0										0

				Less Existing Funding Source (if any) 										0										0										0

				Net Capital Required 		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0















Collection Table Summary

				Appendix 1		Revenue and Capital Finance 

				Summary tables 1 to 4 automatically populate from the individual Collection Templates 1 to 4

				In Preferred Option table cell B10, select name of preferred option. Table will automatically populate from sumary table below and is linked into the business case.





				Section A - Summary Tables (Linked into tables in the Business Case)





				Preferred Option

				Option 2		Year 1
'£000										Year 2
'£000										Year 3
'£000										Recurring


						Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total

				Executive Summary		£000

				Revenue Costs		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Less Cash Releasable Savings		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Less Available Funding		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Net Revenue Required		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Capital Costs		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Less Available Funding		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Net Capital Required		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Total Funding Required		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0





				Option 1		Year 1
'£000										Year 2
'£000										Year 3
'£000										Recurring


						Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total

				Executive Summary		£000

				Revenue Costs		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Less Cash Releasable Savings		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Less Available Funding		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Net Revenue Required		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Capital Costs		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Less Available Funding		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Net Capital Required		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Total Funding Required		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0



				Option 2		Year 1
'£000										Year 2
'£000										Year 3
'£000										Recurring


						Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total

				Executive Summary		£000

				Revenue Costs		0		61,755		0		0		61,755		0		40,275		0		0		40,275		0		40,275		0		0		40,275		40,275

				Less Cash Releasable Savings		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Less Available Funding		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Net Revenue Required		0		61,755		0		0		61,755		0		40,275		0		0		40,275		0		40,275		0		0		40,275		40,275

				Capital Costs		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Less Available Funding		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Net Capital Required		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Total Funding Required		0		61,755		0		0		61,755		0		40,275		0		0		40,275		0		40,275		0		0		40,275		40,275



				Option 3		Year 1
'£000										Year 2
'£000										Year 3
'£000										Recurring


						Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total

				Executive Summary		£000

				Revenue Costs		0		79,750		0		0		79,750		0		79,750		0		0		79,750		0		79,750		0		0		79,750		79,750

				Less Cash Releasable Savings		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Less Available Funding		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Net Revenue Required		0		79,750		0		0		79,750		0		79,750		0		0		79,750		0		79,750		0		0		79,750		79,750

				Capital Costs		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Less Available Funding		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Net Capital Required		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Total Funding Required		0		79,750		0		0		79,750		0		79,750		0		0		79,750		0		79,750		0		0		79,750		79,750



				Option 4		Year 1
'£000										Year 2
'£000										Year 3
'£000										Recurring


						Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total

				Executive Summary		£000

				Revenue Costs		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Less Cash Releasable Savings		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Less Available Funding		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Net Revenue Required		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Capital Costs		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Less Available Funding		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Net Capital Required		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Total Funding Required		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Preferred Option

				Option 1

				Option 2

				Option 3

				Option 4





Collection Table Option 1

				Appendix 1 - Financial, Workforce & 

				Revenue and Capital Finance 



				OPTION NO - 1

				OPTION NAME - Baseline



				Section A - Revenue Costs



														Year 1
'£000										Year 2
'£000										Year 3
'£000										Recurring
'£000		Comments 

				Revenue - Pay 		WTE		Source of Staff		Risk of Recruitment		Band/Scale		Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total

				Direct Pay Costs by Staff Group 																		0										0										0

																						0										0										0

																						0										0										0

																						0										0										0

																						0										0										0

																						0										0										0

																						0										0										0

				Indirect Costs / Support Departments 																		0										0										0

				Pharmacy																		0										0										0

				Therapies																		0										0										0

				Outpatients																		0										0										0

				Digital																		0										0										0

				Medical Records																		0										0										0

				Estates																		0										0										0

				Facilities																		0										0										0

				Other (Specify)																		0										0										0

				Other (Specify)																		0										0										0

				Other (Specify)																		0										0										0

				Other (Specify)																		0										0										0

				Other (Specify)																		0										0										0

				Total Pay Costs 		0								0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

														Year 1
'£000										Year 2
'£000										Year 3
'£000										Recurring
'£000		Comments 

				Revenue - Non Pay		Description 								Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total

				Direct Non-Pay																		0										0										0

				Drugs																		0										0										0

				Medical / Surgical Supplies																		0										0										0

				Equipment																		0										0										0

				Equipment Maintenance																		0										0										0

				Staff Non-Pay ( eg travel, training)																		0										0										0

				Other (specify)																		0										0										0

																						0										0										0

				Impact on Support Departments 																		0										0										0

				Pharmacy																		0										0										0

				Therapies																		0										0										0

				Outpatients/medical records																		0										0										0

				Digital		Access Adam Licence										0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Radiology																		0										0										0

				Medical Physics																		0										0										0

				Labs																		0										0										0

				Theatres																		0										0										0

				Anaesthetics																		0										0										0

				Facilities																		0										0										0

				Corporate																		0										0										0

																						0										0										0

				Infrastructure																		0										0										0

				Estates Maintenance/PFI																		0										0										0

				Utilities																		0										0										0

				Rates/ Rent																		0										0										0

				Digital																		0										0										0

				Other (specify)																		0										0										0

				Other (specify)																		0										0										0

				Other (specify)																		0										0										0

				Total Non-Pay Costs 										0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				TOTAL COSTS 										0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0



				Section B - Benefits



				Include as per the PID and should align to savings templates.

				These benefits relate to financial (cash & non-cash releasing) and non-financial benefits specifically to patient and population health and include measures about patient safety and experience, population and patient outcomes, health inequalities and quality of care (including LoS, readmission). All benefits must be quantified numbers or percentages. These may be national or local measures.



				Name of Benefit		How Measured [£, activity etc]		Baseline Measurement pa		Identify of budget where financial savings would be released from 		Name of Budget Holder		Has Budget Holder Agreed Level of Savings		Name of Benefit Owner		Is Mechanism in Place to Measure Benefits?
[Select from List]		Year 1
Unit of Measure										Year 2
Unit of Measure										Year 3
Unit of Measure										Recurring		Comments 

																				Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total

				Part A Qualitative / Non-Financial Benefits
[Include the new value]















				Part B Financial / Non-Cash-Releasing
[Include the new notional cost reduction value]																																														0

																																																		0

																																																		0

																																																		0

																																																		0

																																																		0

																																																		0

				Total																0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Part C Financial / Cash-Releasing
[Include as the cost reduction value]

																												0										0										0		0

																												0										0										0		0

																												0										0										0		0

																												0										0										0		0

																												0										0										0		0

																												0										0										0		0

				Total																0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Section C - Revenue Income



						Year 1
'£000										Year 2
'£000										Year 3
'£000										Recurring		Comments 

				Income Available		Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total

														0										0										0

														0										0										0

														0										0										0

														0										0										0

														0										0										0

														0										0										0

														0										0										0

														0										0										0

														0										0										0

				Total Income		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0



				Section D - Capital

						Year 1
'£000										Year 2
'£000										Year 3
'£000

				Capital Summary		Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total

														0										0										0

														0										0										0

														0										0										0

				Sub-Total 										0										0										0

				Less Existing Funding Source (if any) 										0										0										0

				Net Capital Required 		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0















Collection Table Option 2

				Appendix 1 - Financial, Workforce & 

				Revenue and Capital Finance 



				OPTION NO - 2

				OPTION NAME



				Section A - Revenue Costs



														Year 1
'£000										Year 2
'£000										Year 3
'£000										Recurring
'£000		Comments 

				Revenue - Pay 		WTE		Source of Staff		Risk of Recruitment		Band/Scale		Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total

				Direct Pay Costs by Staff Group 																		0										0										0

																						0										0										0

																						0										0										0

																						0										0										0

																						0										0										0

																						0										0										0

																						0										0										0

				Indirect Costs / Support Departments 																		0										0										0

				Pharmacy																		0										0										0

				Therapies																		0										0										0

				Outpatients																		0										0										0

				Digital																		0										0										0

				Medical Records																		0										0										0

				Estates																		0										0										0

				Facilities																		0										0										0

				Other (Specify)																		0										0										0

				Other (Specify)																		0										0										0

				Other (Specify)																		0										0										0

				Other (Specify)																		0										0										0

				Other (Specify)																		0										0										0

				Total Pay Costs 		0								0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

														Year 1
'£000										Year 2
'£000										Year 3
'£000										Recurring
'£000		Comments 

				Revenue - Non Pay		Description 								Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total

				Direct Non-Pay																		0										0										0

				Drugs																		0										0										0

				Medical / Surgical Supplies																		0										0										0

				Equipment																		0										0										0

				Equipment Maintenance																		0										0										0

				Staff Non-Pay ( eg travel, training)																		0										0										0

				Other (specify)																		0										0										0

																						0										0										0

				Impact on Support Departments 																		0										0										0

				Pharmacy																		0										0										0

				Therapies																		0										0										0

				Outpatients/medical records																		0										0										0

				Digital		Access Adam Licences										61,755						61755				40275						40275				40275						40275		40275

				Radiology																		0										0										0

				Medical Physics																		0										0										0

				Labs																		0										0										0

				Theatres																		0										0										0

				Anaesthetics																		0										0										0

				Facilities																		0										0										0

				Corporate																		0										0										0

																						0										0										0

				Infrastructure																		0										0										0

				Estates Maintenance/PFI																		0										0										0

				Utilities																		0										0										0

				Rates/ Rent																		0										0										0

				Digital																		0										0										0

				Other (specify)																		0										0										0

				Other (specify)																		0										0										0

				Other (specify)																		0										0										0

				Total Non-Pay Costs 										0		61755		0		0		61755		0		40275		0		0		40275		0		40275		0		0		40275		40275

				TOTAL COSTS 										0		61755		0		0		61755		0		40275		0		0		40275		0		40275		0		0		40275		40275



				Section B - Benefits



				Include as per the PID and should align to savings templates.

				These benefits relate to financial (cash & non-cash releasing) and non-financial benefits specifically to patient and population health and include measures about patient safety and experience, population and patient outcomes, health inequalities and quality of care (including LoS, readmission). All benefits must be quantified numbers or percentages. These may be national or local measures.



				Name of Benefit		How Measured [£, activity etc]		Baseline Measurement pa		Identify of budget where financial savings would be released from 		Name of Budget Holder		Has Budget Holder Agreed Level of Savings		Name of Benefit Owner		Is Mechanism in Place to Measure Benefits?
[Select from List]		Year 1
Unit of Measure										Year 2
Unit of Measure										Year 3
Unit of Measure										Recurring		Comments 

																				Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total

				Part A Qualitative / Non-Financial Benefits
[Include the new value]















				Part B Financial / Non-Cash-Releasing
[Include the new notional cost reduction value]																																														0

																																																		0

																																																		0

																																																		0

																																																		0

																																																		0

																																																		0

				Total																0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Part C Financial / Cash-Releasing
[Include as the cost reduction value]

																												0										0										0		0

																												0										0										0		0

																												0										0										0		0

																												0										0										0		0

																												0										0										0		0

																												0										0										0		0

				Total																0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Section C - Revenue Income



						Year 1
'£000										Year 2
'£000										Year 3
'£000										Recurring		Comments 

				Income Available		Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total

														0										0										0

														0										0										0

														0										0										0

														0										0										0

														0										0										0

														0										0										0

														0										0										0

														0										0										0

														0										0										0

				Total Income		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0



				Section D - Capital

						Year 1
'£000										Year 2
'£000										Year 3
'£000

				Capital Summary		Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total

														0										0										0

														0										0										0

														0										0										0

				Sub-Total 										0										0										0

				Less Existing Funding Source (if any) 										0										0										0

				Net Capital Required 		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0















Collection Table Option 3

				Appendix 1 - Financial, Workforce & 

				Revenue and Capital Finance 



				OPTION NO 3

				OPTION NAME - 



				Section A - Revenue Costs



														Year 1
'£000										Year 2
'£000										Year 3
'£000										Recurring
'£000		Comments 

				Revenue - Pay 		WTE		Source of Staff		Risk of Recruitment		Band/Scale		Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total

				Direct Pay Costs by Staff Group 																		0										0										0

																						0										0										0

																						0										0										0

																						0										0										0

																						0										0										0

																						0										0										0

																						0										0										0

				Indirect Costs / Support Departments 																		0										0										0

				Pharmacy																		0										0										0

				Therapies																		0										0										0

				Outpatients																		0										0										0

				Digital																		0										0										0

				Medical Records																		0										0										0

				Estates																		0										0										0

				Facilities																		0										0										0

				Other (Specify)																		0										0										0

				Other (Specify)																		0										0										0

				Other (Specify)																		0										0										0

				Other (Specify)																		0										0										0

				Other (Specify)																		0										0										0

				Total Pay Costs 		0								0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

														Year 1
'£000										Year 2
'£000										Year 3
'£000										Recurring
'£000		Comments 

				Revenue - Non Pay		Description 								Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total

				Direct Non-Pay																		0										0										0

				Drugs																		0										0										0

				Medical / Surgical Supplies																		0										0										0

				Equipment																		0										0										0

				Equipment Maintenance																		0										0										0

				Staff Non-Pay ( eg travel, training)																		0										0										0

				Other (specify)																		0										0										0

																						0										0										0

				Impact on Support Departments 																		0										0										0

				Pharmacy																		0										0										0

				Therapies																		0										0										0

				Outpatients/medical records																		0										0										0

				Digital		Access Adam Licences										79750						79750				79750						79750				79750						79750		79750

				Radiology																		0										0										0

				Medical Physics																		0										0										0

				Labs																		0										0										0

				Theatres																		0										0										0

				Anaesthetics																		0										0										0

				Facilities																		0										0										0

				Corporate																		0										0										0

																						0										0										0

				Infrastructure																		0										0										0

				Estates Maintenance/PFI																		0										0										0

				Utilities																		0										0										0

				Rates/ Rent																		0										0										0

				Digital																		0										0										0

				Other (specify)																		0										0										0

				Other (specify)																		0										0										0

				Other (specify)																		0										0										0

				Total Non-Pay Costs 										0		79750		0		0		79750		0		79750		0		0		79750		0		79750		0		0		79750		79750

				TOTAL COSTS 										0		79750		0		0		79750		0		79750		0		0		79750		0		79750		0		0		79750		79750



				Section B - Benefits



				Include as per the PID and should align to savings templates.

				These benefits relate to financial (cash & non-cash releasing) and non-financial benefits specifically to patient and population health and include measures about patient safety and experience, population and patient outcomes, health inequalities and quality of care (including LoS, readmission). All benefits must be quantified numbers or percentages. These may be national or local measures.



				Name of Benefit		How Measured [£, activity etc]		Baseline Measurement pa		Identify of budget where financial savings would be released from 		Name of Budget Holder		Has Budget Holder Agreed Level of Savings		Name of Benefit Owner		Is Mechanism in Place to Measure Benefits?
[Select from List]		Year 1
Unit of Measure										Year 2
Unit of Measure										Year 3
Unit of Measure										Recurring		Comments 

																				Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total

				Part A Qualitative / Non-Financial Benefits
[Include the new value]

				See ROI assessment













				Part B Financial / Non-Cash-Releasing
[Include the new notional cost reduction value]																																														0

																																																		0

																																																		0

																																																		0

																																																		0

																																																		0

																																																		0

				Total																0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Part C Financial / Cash-Releasing
[Include as the cost reduction value]

																												0										0										0		0

																												0										0										0		0

																												0										0										0		0

																												0										0										0		0

																												0										0										0		0

																												0										0										0		0

				Total																0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Section C - Revenue Income



						Year 1
'£000										Year 2
'£000										Year 3
'£000										Recurring		Comments 

				Income Available		Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total

														0										0										0

														0										0										0

														0										0										0

														0										0										0

														0										0										0

														0										0										0

														0										0										0

														0										0										0

														0										0										0

				Total Income		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0



				Section D - Capital

						Year 1
'£000										Year 2
'£000										Year 3
'£000

				Capital Summary		Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total

														0										0										0

														0										0										0

														0										0										0

				Sub-Total 										0										0										0

				Less Existing Funding Source (if any) 										0										0										0

				Net Capital Required 		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0















Collection Table Option 4

				Appendix 1 - Financial, Workforce & 

				Revenue and Capital Finance 



				OPTION NO - 4

				OPTION NAME -



				Section A - Revenue Costs



														Year 1
'£000										Year 2
'£000										Year 3
'£000										Recurring
'£000		Comments 

				Revenue - Pay 		WTE		Source of Staff		Risk of Recruitment		Band/Scale		Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total

				Direct Pay Costs by Staff Group 																		0										0										0

																						0										0										0

																						0										0										0

																						0										0										0

																						0										0										0

																						0										0										0

																						0										0										0

				Indirect Costs / Support Departments 																		0										0										0

				Pharmacy																		0										0										0

				Therapies																		0										0										0

				Outpatients																		0										0										0

				Digital																		0										0										0

				Medical Records																		0										0										0

				Estates																		0										0										0

				Facilities																		0										0										0

				Other (Specify)																		0										0										0

				Other (Specify)																		0										0										0

				Other (Specify)																		0										0										0

				Other (Specify)																		0										0										0

				Other (Specify)																		0										0										0

				Total Pay Costs 		0								0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

														Year 1
'£000										Year 2
'£000										Year 3
'£000										Recurring
'£000		Comments 

				Revenue - Non Pay		Description 								Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total

				Direct Non-Pay																		0										0										0

				Drugs																		0										0										0

				Medical / Surgical Supplies																		0										0										0

				Equipment																		0										0										0

				Equipment Maintenance																		0										0										0

				Staff Non-Pay ( eg travel, training)																		0										0										0

				Other (specify)																		0										0										0

																						0										0										0

				Impact on Support Departments 																		0										0										0

				Pharmacy																		0										0										0

				Therapies																		0										0										0

				Outpatients/medical records																		0										0										0

				Digital																		0										0										0

				Radiology																		0										0										0

				Medical Physics																		0										0										0

				Labs																		0										0										0

				Theatres																		0										0										0

				Anaesthetics																		0										0										0

				Facilities																		0										0										0

				Corporate																		0										0										0

																						0										0										0

				Infrastructure																		0										0										0

				Estates Maintenance/PFI																		0										0										0

				Utilities																		0										0										0

				Rates/ Rent																		0										0										0

				Digital																		0										0										0

				Other (specify)																		0										0										0

				Other (specify)																		0										0										0

				Other (specify)																		0										0										0

				Total Non-Pay Costs 										0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				TOTAL COSTS 										0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0



				Section B - Benefits



				Include as per the PID and should align to savings templates.

				These benefits relate to financial (cash & non-cash releasing) and non-financial benefits specifically to patient and population health and include measures about patient safety and experience, population and patient outcomes, health inequalities and quality of care (including LoS, readmission). All benefits must be quantified numbers or percentages. These may be national or local measures.



				Name of Benefit		How Measured [£, activity etc]		Baseline Measurement pa		Identify of budget where financial savings would be released from 		Name of Budget Holder		Has Budget Holder Agreed Level of Savings		Name of Benefit Owner		Is Mechanism in Place to Measure Benefits?
[Select from List]		Year 1
Unit of Measure										Year 2
Unit of Measure										Year 3
Unit of Measure										Recurring		Comments 

																				Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total

				Part A Qualitative / Non-Financial Benefits
[Include the new value]















				Part B Financial / Non-Cash-Releasing
[Include the new notional cost reduction value]																																														0

																																																		0

																																																		0

																																																		0

																																																		0

																																																		0

																																																		0

				Total																0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Part C Financial / Cash-Releasing
[Include as the cost reduction value]

																												0										0										0		0

																												0										0										0		0

																												0										0										0		0

																												0										0										0		0

																												0										0										0		0

																												0										0										0		0

				Total																0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Section C - Revenue Income



						Year 1
'£000										Year 2
'£000										Year 3
'£000										Recurring		Comments 

				Income Available		Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total

														0										0										0

														0										0										0

														0										0										0

														0										0										0

														0										0										0

														0										0										0

														0										0										0

														0										0										0

														0										0										0

				Total Income		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0



				Section D - Capital

						Year 1
'£000										Year 2
'£000										Year 3
'£000

				Capital Summary		Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total		Q1		Q2		Q3		Q4		Total

														0										0										0

														0										0										0

														0										0										0

				Sub-Total 										0										0										0

				Less Existing Funding Source (if any) 										0										0										0

				Net Capital Required 		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0















Standard Costs Bed Day

		Beds		Resource		Surgical		Medical

		Beds 1-13		Band 5		114		98

				Band 2		61		62

				Ward Non-Pay		11		11

				Patient Catering (Food Only)		3		4

				Standard Cost		189		175

		Beds 14+		Band 6 Uplift		1		1

				incl. Band 6		190		176

		Full Ward		Band 7		6		5

				Band 6 Uplift		1		1

				Band 2 Ward Clerk		2		2

				Total Direct Ward Cost		199		185

				Ward Round - Non-Consultant Medical		27		30

				Ward Round - Consultant		42		29

				Drugs		7		9

				Therapies		12		13

				Diagnostics		25		19

				Specialist Nursing		9		9

				Pharmacy Work		10		10

				Portering		5		5

				Medical and Surgical Equipment and Maintenance		5		4

				Other Support Services		6		4

				Total Indirect Costs		147		132

				Total Direct and Indirect Costs		347		317

				Hotel Services		29		30

				Other Overheads		100		84

				Total Overheads		129		114

				Total Bed Day Cost		476		431

































































Direct Ward Costs
The cost per bed days is based on an average bed day cost across a number of different ward types, to give an indicative cost per day.

It is based on the funded establishment of those wards, and therefore does not include any bank, agency or overtime costs.

Indirect Costs
These costs need to be considered on a case-by-case basis, and should only been included in any calculation if they have been tested and it is considered reasonable to do so.



SC Critical Care

				Marginal Cost per Bed Day

		Level 3/ITU		961

		Level 2 HDU		482





SC Theatres

		Weeks				1																						AM & PM

		Theatre Time		List Length		510																				Start		8:30

		GA Lists		Start		Finish		Total				Single Session List														Finish		17:00

		Anaesthetic		60.00		30.00		90.00				30.00		30.00												Hours		8:30

		Scrub		30.00		30.00		60.00				30.00		30.00												Minutes		510

		Recovery		0.00		60.00		60.00				-30.00		60.00



		Relief %		26.9%



		Anaesthetic Uplift - Pre-Post		133%

		Anaesthetist Weeks		42

																		Cost per Minute		Cost per List		Cost for 1 Weeks		Cost per Theatre Minute				Theatres Only		Anaesthetics Staff Only



		Nursing		Anaesthetic		Weighting				T-O-S

				Band 5		1				38,051				3,805				0.32		247		247		0.48				0.48

				Scrub

				Band 7		0.5				55,853				5,585				0.48		172		172		0.34				0.34

				Band 6		0.5				47,376				4,738				0.40		146		146		0.29				0.29

				Band 5		1				38,051				3,805				0.32		235		235		0.46				0.46

				Band 2		1				23,595				2,359				0.20		145		145		0.29				0.29

				Recovery

				Band 5		1				37,406				3,741				0.32		206		206		0.40				0.40

																		- 0

				Total Cost										24,033				2.05		1,152		1,152		2.26



		Surgeon		Consultant Session										13,187						712		712		1.40



		Specialty Registrar		Mid-Scale (incl. 50% Banding)		Hourly Cost								39.55				0.66		336		336		0.66



		Anaesthetics		Consultant Session										13,187						947		947		1.86						1.86



		Total Direct Staff Costs																		3,146		3,146		6.17



		Theatre Non Pay																		1,161		1,161		2.28				2.28

		Anaesthetic Non Pay																		152		152		0.30				0.30



		Total Direct Costs																		4,459		4,459		8.74				4.83		1.86



		Overheads at 18%																						1.55

		Total Cost per Theatre Minute for Morriston & Singleton																						10.30







































SC Outpatients

		Medically-Led Clinic																Nurse-Led Clinic

		Clinic Length		3.75		hours												Clinic Length		3.75		hours

		New Slots		3		30		minutes										New Slots		3		30		minutes

		Follow-Up Slots		9		15		minutes										Follow-Up Slots		9		15		minutes

		Medical Staff working		1														Lead Nurses working		1

		Include Band 5 Nurse		Y														Include Band 5 Nurse		Y

		Receptionist covers how many clinics?		2														Receptionist covers how many clinics?		2

				£																£

		Nursing - Band 5		73														Nursing - Band 5		73

		Nursing - Band 2		45														Nursing - Band 2		45

		Reception (B2)		23														Reception (B2)		23

		Consultant		314														Lead Nurses (B7)		107

		Specialty Registrar		0

		Clinic Cost		455														Clinic Cost		248

		Medical Records		79														Medical Records		79

		Booking Costs		19														Booking Costs		19

		Consumables		60														Consumables		60

		Total		613														Total		406



						Med Recs		Booking		Consumables		Cost per Patient		Total Cost								Med Recs		Booking		Consumables		Cost per Patient		Total Cost

		Cost per New		61		6.59		1.61		5		74		222				Cost per New		33		6.59		1.61		5		46		139

		Cost per Follow-Up		30		6.59		1.61		5		44		392				Cost per Follow-Up		17		6.59		1.61		5		30		268









																														0







image1.png

Collection Table Option 1 | Collection Table Option2 | Collection Table Option3 | Collection Table Option 4 \|






image2.png

Standard Costs Bed Day  SC Critical Care | SC Theatres | SC Outpatients






image3.png

Collection Table Summary.






image4.png

| | |
 Activity (Outcomes/Outputs)
 Workforce commentary
 Asumptions on Savings.
' Standard level of costs included - Direct / indirect - linked to savings PIDs
 Need to align to tracker & release across the estate.
Double Running/Overlap









SWANSEA BAY UHB   CHANGE PROPOSAL TEMPLATE  

PART 1: EXECUTIVE SUMMARY  

Part 1a.   Administration and Approval Information   (To be completed by Authors)  

Name of Change Proposal  Continuing Healthcare (CHC) Digital Case  Management System  –   Options Appraisal and  Recommendation  

Exec Sponsor  Marie Davies  

Author  Hannah Roan   and Melanie Blake  

System Programme Boards  (select one)  

☐  Urgent and Emergency   

☐  Planned Care and Cancer  

☐  Mental Health and Learning Disabilities  

☐  Primary Care and Community  

☐  Children & Young People, Perinatal and Womens’ Health  

☒  Other  –   please state     CHC Programme Board  

Date approved by Programme  Board   

Alignment with Health Board Strategic Priorities/ Annual Plan Delivery ( complete  as required)  

System Strategic  Priority  System Work  Programme  Delivery Action  

 CHC Programme  Key enabler for 26/27 CHC  Delivery Programme.  

   

What is the overall purpose of  the proposal, i.e. what is it  intending to achieve?  The overall purpose of this proposal is to seek  approval to directly award a preferred digital  case  management  solution , Access Adam,   for Continuing  Healthcare (CHC)   and  Complex Care .       Access Adam will replace the current unsustainable  and fragmented manual processes for case  management, which include the limited functionality  of the National Complex Care Database (NCCD). Its  implementation aims to establish a single source of  the  truth, drive financial and operational  sustainability, enhance governance, and ultimately  improve patient care by providing real - time visibility  into case status and costs, thereby fostering a more  joined - up approach.     Without intervention, reliance on  the  unsupported  national system and locally - maintained  spreadsheets presents an escalating patient safety,  statutory compliance and financial risk that cannot  be mitigated through process change alone.  

