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ATTACHMENT 1 - CAPITAL OUTLINE BUSINESS CASE (OBC) SCORING MATRIX 


	Title: Implementation of Electronic Prescribing System 


	Directorate:
	Pharmacy

	Clinical Director
	Tania Carruthers

	Directorate Manager:
	Phil Lyddon

	Commercial Finance Manager:
	

	Operations Director:
	

	
	

	SUMMARY INFORMATION


	£000’s



	Capital Costs: [including buildings & equipment]

	853k

	Net Annual Revenue Surplus / (Deficit): [including annual cost of capital]

	(429k+Cap Chg)

	Net Opportunity Savings / (Costs):


	380k

	NPV (Net Present Value) of Preferred Option:


	Not applicable

	Pay Back Period of Preferred Option:


	Not applicable

	Scoring Summary

(Attachment 1)
	Score

(0-5)
	Weighting


	Weighted Score

	Risk Avoidance 
	4
	25
	100

	Patient Care Improvement
	4
	20
	80

	Fit with Strategy / Mission
	4
	15
	60

	Impact on Market Share
	2
	15
	30

	Financial Viability
	0
	25
	0

	TOTAL 
	N/a
	100
	270

	

	APPROVAL PROCESS 
	NAME
	SIGNATURE
	DATE

	Prepared by DM:
	Niall Poole
	
	

	Reviewed by CFM:
	
	
	

	Reviewed by Procurement Director:
	Not Applicable
	
	

	Reviewed by OD/ COO:
	Kath Kelly / Andrew Laverick
	
	

	>£100k Operations Board Approval:


	
	
	

	
	
	
	

	CPG Date for Review:


	
	Decision:




	TITLE: Implementation of Electronic Prescribing System



	1. SUMMARY OF BUSINESS CASE 

[Please write a brief summary on the purpose of the business case and how it will improve patient care and deliver the Trust Service Strategy]

	Background

The Pharmacy Directorate operate a wide range of services to inpatients across the Heartlands, Solihull and Good Hope sites. In addition it provides a purchasing and dispensing service to other organisations in the region. 
The range of  services include:

· Analysis of drug history taking. A limited specialist service which uses pharmacy expertise to analyse  existing medication considering its correctness, and ongoing suitability for the patient
· Issue of top up drugs to wards to replenish their stocks
· Issue of more specialist or controlled medication not held in ward stock
· Dispensing to specialised areas including Theatres, ITU and CCU
· Dispensing  take home medication (TTO) for patient discharge

· Operation of clinical research trials
· Provision of aseptic dispensing services e.g. cancer chemotherapy
The services are delivered by a wide range of specialist and generalist pharmacy and administrative staff based at Heartlands, Solihull and Good Hope hospitals.
Current systems for prescribing, drug supply and administration
An inpatient’s medication is initiated by a clinician’s prescription, which is normally checked by a pharmacist, supplied by pharmacy and administered to the patient by a nurse. Importantly this covers new medication started since admission, but also any existing medication. 

The primary record to support inpatient medication is a paper drug chart. An item of medication is added to the drug chart with the required dose, route and administration times for every item of medication. In addition where drugs are required in other settings e.g. Theatres these will be recorded and added to the patient drug medication record. This is also a manual process.

When a patient is ready for discharge and medication is to be continued a ‘To Take Home’ supply of medication is provided for the patient from Pharmacy before the patient leaves hospital. These are requested on a manual discharge letter which should include a complete record of the patient’s current medication.

Deficiencies in the current systems
The records currently in place are manual. These manual systems have a significant number of weaknesses and increase a number of clinical risks. The records are paper based and require hand written entries to be made. These often require interpretation and medication administration errors do subsequently occur. Also, as the entry is manual, no clinical information support on the wide range of drugs that can be used is available or any support on the likely interaction with existing medication. Often this support has to be provided by making use of existing knowledge or use of pharmacy or pharmacy reference sources. In a quick changing environment of recommended or approved drugs, risks of error or omission can be significant.

The manual records that are used are fragile in nature and can easily be lost, or amended without an audit trail and must be re-written at least every two weeks due to their design. This can pose a significant clinical risk during an inpatient episode through transcription errors. Transcription errors are also the most common mistake on patients’ discharge letters (TTOs) and for this reason the paper chart must accompany the discharge letter to pharmacy for checking and consequently denying access to ward staff.
Other examples of clinical risks:

e.g. (1) Methotrexate administered daily instead of weekly because the non-administration days have not been scored through; (2) Colchicine 500 micrograms administered in place of Calcichew 500mg because of poor handwriting and use of non-approved abbreviations (mcg); (3) Vancomycin administered in the wrong volume or too quickly because insufficient information was available at the time of prescribing and administration; (4) incorrect combination of drugs prescribed for H Pylori because prescriber is unaware of recent policy changes or has come from another Trust.

The manual system is inefficient and relies on the skills of clinicians and pharmacist staff to spot problems and take corrective action before a patient is put at risk.  It only allows poor risk management of patients to be carried out. High risk patients groups from a medication point of view are currently managed by memory or individual pharmacist’s paper records.

How Electronic Prescribing (EP) addresses these deficiencies
The Trust has been piloting an alternative EP solution which enables dispensing and prescribing of drugs to be delivered in a more reliable and robust manner, improves support to clinicians and reduces risk to patient safety and the Trust.
This solution builds upon the successful JAC pharmacy system and allows the electronic prescription, verification, ordering and administration of medication. A complete electronic record is maintained that can be linked with the existing Trust electronic patient administration systems.
Re-visiting the above examples, electronic prescribing; (1) does prevent once daily prescribing or administration of methotrexate by defaulting to a weekly frequency when the drug is selected for prescribing and only presenting the nurse with doses that need to be administered now during drug administration rounds; (2) all electronic prescriptions are clear, complete, unambiguous and legible using only approved names and abbreviations; (3) a protocol has been created for vancomycin injection including the required amount of sodium chloride as diluent and advice on infusion rate – ‘neat’ vancomycin injection cannot be prescribed; (4) order sets for H Pylori and other Trust approved regimens (e.g. prophylactic antibiotic regimens) have been created, greatly reducing prescribing errors – these order sets can be changed as and when required, facilitating smooth change-over when regimens are edited or updated.
The system allows for appropriately qualified staff to enter prescription authorisation for a drug to be dispensed and/or administered via a computer terminal at the patient’s bedside. The entry is made against the unique patient identification number. Each drug entry made is selected from a list of Trust approved drugs. Only drugs in this list can be added ensuring that the Trust’s protocols and formulary are supported. Once selected relevant advice can be provided on the drug to detail for example likely side effects, administration technique or other measures that need to be put in place to monitor safety. Decision support software takes account of the full range of medication and checks against a national pharmacy database (Multilex from First DataBank). All entries are covered by comprehensive audit functionality to ensure that all changes are captured and recorded. Only authorised staff are permitted to make changes to patients' records.
When drugs are actually dispensed, an approval check is made by a pharmacist and an entry made into the JAC dispensing records. Paper based drug charts are produced in the event of a computer or power failure as a contingency measure.
All drug entries for patients on all Trust sites will be available directly to the pharmacy directorate at each site. As they contain details of every drug that has been administered, direct ward stock control is possible. This will ensure that drugs required that are not available on the ward are ordered automatically and that ward stocks can be controlled more efficiently. This will lead to reduced stock levels and an associated one off saving.
Similarly, the system has the capability to allow doctors to prescribe for a patient from any terminal in the Trust.

Doctors are able to prescribe TTOs more quickly and accurately with electronic prescribing. The patient’s TTO requirements are available electronically in the pharmacy as soon as the prescriber has completed them and hence can be actioned without the normal waiting time to get the TTO letter to pharmacy. This improved efficiency will allow TTOs to be dispensed more quickly and patients to be discharged sooner. The TTO requirements can also be visible to the Trust Clinical Letters database that supports the production of discharge and other clinical letters to patients and GPs. This will improve the quality and timeliness of clinical letters.

The system is currently in use on wards 4, 5, 7, 10, 11 and 12 BHH where a wide range of pharmacy services are provided. It is also used in the corresponding theatres. The operation of the system has been successful. All drugs are being administered by making use of the system which is delivering a wide range of benefits to staff and patients. Questionnaire feedback from staff has been excellent. 
Progress to date
Phase 1 - Completed
The introduction of EP on wards 4 and 5 has demonstrated benefits to the organisation and acceptance by staff. It has however proved difficult to assess the exact financial values as no base line data was collected prior to implementation. For this reason the continued implementation was split into a further two phases as detailed below.
Phase 2 – Now completed
Phase 2 has built on the success of ward 4 and 5, but has also developed and measured the benefits actually delivered. 
Pre-auditing of wards 10, 11 and 12 was done in Autumn of 2006 and is detailed below.

Wards 10, 11 and 12 were implemented as planned in February 2007. In addition Ward 7, the new surgical assessment unit, has also been implemented as a major route of non-elective patients to the ward. This extra ward was considered necessary to avoid increased administration for staff caused by patients moving in and out of electronic prescribing wards from non-EP wards.

The implementation of HIV out-patients is currently on hold, pending the successful implementation of dispensing outsourcing. An implementation prior to this would complicate the transfer of services and double work on the technical set-up. The EP team is poised to implement this when the outsourcing is complete.
Post-auditing has just been completed and the results are below.

In addition to this, phase 2 of the project has tested two new technologies:-

· Roll-out of the software by thin-client

· Web-based proactive reporting tools

Thin-client technology provides the means to update many machines from a single location. This means when upgrades to the software are supplied, the EP system will be unavailable for a fraction of the time (40mins compared with 2-3 hours) and the man hours required to implement the upgrade are greatly reduced. It was successfully implemented on wards 4 and 5. However the hardware had insufficient capacity to support the additional 4 wards. The concept has been proven, but the specification of the hardware requires upgrading.
Three web-based reporting tools have been developed. The first, for pharmacists, highlights which patients have TTOs newly written or in-process in pharmacy, drugs requiring monitoring of blood levels, intravenous antibiotic of over 2 day’s duration, missed doses, prescription changes, and pending pharmacy interventions. The second, for doctors, highlights which patients have TTOs written, jobs requested by nursing and pharmacy staff and the same monitoring and antibiotic information as pharmacists. The third, for microbiologists, contains a more detailed breakdown of antibiotic information e.g. highlighting specialist or high cost antibiotic prescriptions and patients on 3 or more antibiotics.
Most of this information would not normally be available without visiting every bed in a ward. The pages are updated throughout the day and allow clinicians to plan their workload.
Benefits Recorded in Phase 2
Antibiotic Expenditure
Expenditure on antibiotics during a period in February 2007 was compared against a similar period in February 2006. There was a decrease in use of stock antibiotics of £394 (20% decrease) (based upon the total Heartlands and Solihull antibiotic expenditure this 20% stock reduction would represent a Heartlands and Solihull saving of £175k per annum). There was an increase in non-stock use of antibiotics (i.e. supplied to the ward for a named patient) of £1938. However, one patient had received £3523 of antibiotics in one audit period (the only patient to receive more than £500 worth of antibiotics individually) which skewed the results. Eliminating this patient shows a net benefit of £1585 (32% decrease) (which translates to an annual Heartlands and Solihull saving of £311k).

EP has influence over antibiotic prescribing by encouraging and making it easier for doctors to use the approved protocols and highlighting long duration intravenous antibiotics to pharmacists and doctors. However, these results have been collected over a short period and should be viewed cautiously as other factors may have had influence. Over the same period on other wards on the Heartlands site there was a net decrease in expenditure on antibiotics of 5% (compared to 20% for the EP wards) for stock and 33% (compared to 32% for EP) for non-stock supplies, indicating that EP is having a positive influence on routine (stock) antibiotic prescribing.

The reduction in named patient supplies of antibiotics is the same for EP and non-EP wards and can be attributed to the work of the microbiologists and the antibiotic pharmacist. The reduction of 20% in stock (routine) antibiotics compared to 5% elsewhere in the Trust can be attributed to EP. Scaling this 15% saving up to include Good Hope, this represents a potential Trust-wide saving of £210k.

Statement from Dr Beryl Oppenheim (Microbiology)

The potential benefits from EP on control of antimicrobial prescribing can be realised not only from savings on antimicrobials, but from preventing the downstream adverse results from antimicrobial prescribing such as the prevention of the development of antibiotic resistance and, most significantly, the prevention of Clostridium Difficile associated disease (CDAD). A well cited study by Wilcox et al showed that the average additional cost of a case of CDAD was in excess of £4,000, excess LOS contributed a significant part of this. In a setting such as HEFT, where we have been averaging some 60 cases each month, a reduction of only 10 cases, as was the case in February 2007 in association with the sharp fall in levofloxacin usage, could yield savings for the Trust of over £40,000 per month.

EP has the potential to alert microbiologists and the antimicrobial pharmacist of the non-protocol use, extended duration of use, and the use of unusual, broad-spectrum or costly antimicrobials, with the possibility of real-time interventions to stop or modify these agents.

Non-Formulary Expenditure
EP was not used to control non-formulary expenditure during the audit phase. EP can be used to either encourage doctors to prescribe the formulary choice or where appropriate mandate the formulary choice.

However as an example of the potential of EP; in 2006, £17k was spent at Heartlands and Solihull on non-formulary PPIs (omeprazole MUPS and lansoprazole capsules). An EP system mandating the formulary alternative would have reduced this cost to £4.4k – a saving of £12.6k. (Approximately £20k for the whole Trust in this one area of formulary management alone.)
As the formulary is extended to include all therapeutic drug groups, suitable substitutions will be identified and be incorporated into the decision support for prescribers.
TTO (Discharge Medication) turnaround
Pre-implementation audit data on TTO turnaround times has shown that on average it takes 71 minutes for a TTO to get to pharmacy after the doctor has written it and a further 123 minutes to be clinically screened by the pharmacist on checking duty in dispensary and dispensed in pharmacy.

During the post-implementation audit phase, TTOs were clinically screened by the ward pharmacists and brought to pharmacy for dispensing. This eased pressure on checking in the dispensary and allowed the TTO to be checked by a pharmacist familiar with the patient. The average dispensing time for TTOs was 105 minutes for patients going home the same day.
A comparison of TTOs from other areas in the Trusts shows that during the pre-implementation audit period average dispensing time was 124 minutes. In the post-implementation audit period this had increased to 165 minutes (possibly due to increased staff illness or annual leave).
The net benefit of EP was therefore 60 minutes per TTO on dispensing time.
The overall turnaround time remained similar because it relied on the ward pharmacist checking the EP system regularly for new TTOs and bringing them to the dispensary. The turn-around times could therefore be improved by alerting the pharmacist on checking duty in the dispensary the instant TTOs have been written, instead of using the ward pharmacist. Allowing 10 minutes for this pharmacist to check the EP TTO a further reduction in turnaround of 61 minutes (71 minutes less 10 minutes) can be achieved. The technology to do this has already been developed as part of the eTTO pending page, so that pharmacy has a complete list of pending TTOs form either system. (use of the eTTO will be phased out by the EP TTO as EP rolls out.) 
The overall benefit of EP would then be 121 minutes per TTO for reduced transit and dispensing time.

With the proposed introduction of medicine management and dispensing for discharge, the majority of TTOs will be dealt with by ward based pharmacy staff. Consequently, this benefit cannot be applied to every TTO and it is estimated that only around 10% of TTOs will still be dispensed in pharmacy.

Based on 10% of 90000 inpatient episodes (elective and emergency) a year this equates to 756 bed days. Based upon £86/bed day this equates to a potential saving of £65k/annum.
Handover
As described above, pharmacists and doctors are able to benefit from information on a web site that highlights relevant patients to them and allows them to prioritise their work. It also highlights where communication notes have been left on the system against particular patients without having to view each individual patient record.
Medicines Code
The results of the Medicines Code audit show that pharmacists are required to make far fewer interventions on basic prescription standards (e.g. where no route, dose or frequency is stated or the drug name is illegible). The result is a safer prescription and increased pharmacist time spent on more clinical interventions and optimisation of drug therapy.
For example in the pre-implementation audit 55% of charts required endorsing by pharmacists to indicate which ward the patient was on. (Compared with 0% of EP records). 51% of paper charts did not show the patient’s consultant (compared with 100% of EP records). Basic identification data - name and hospital number - are mandated by the EP record (100% recorded) and are generally better completed on the paper chart, however 1.7% of charts required a pharmacists endorsement to the patient name or hospital number.

21.4% of paper prescriptions required extra clarity to the drug name (compared to 0.7% of EP prescriptions), of these 42% had been endorsed by the pharmacist. Although 99.3% of paper prescriptions were signed, only 42% of prescribers were identifiable from their pager number (compared to 100% for EP prescriptions)

Computer Access
EP has provided approximately one wireless laptop for every 6 beds in the implemented areas, thus greatly improving computer access. Future electronic projects will be able to benefit from this infrastructure at no additional cost.
Paper
Procurement were unable to provide figures on expenditure for paper charts for the Trust because sufficient detail is not recorded. During the Blackberd project UHB estimated their annual saving by eliminating paper charts would be £15000 – this is the estimate used below.
Proposal
Maintenance of Phase 1 & 2
While maintaining the 2 wards from phase 1 and the 4 additional wards from phase 2 the Trust will incur revenue costs of £157200pa (£13100pcm)
Implementation Phase 3
A 3 year roll out across the Trust including out-patient clinics and specialist areas would incur costs as follows (these include the cost of maintaining phase 1 and 2):





Total Revenue £’000s

Capital £’000s

Year 1





418



183
Year 2





431



266
Year 3





450



404
Maintenance of all phases after Year 3
415
Estimated Measurable Financial Benefits after Year 3

In addition to the benefits quoted above the EP team will contribute towards the running of the pharmacy department. This is desirable to give the post holders a working understanding of the Trust. Each pharmacist will contribute 1/3 WTE (at band 7) and each technician 1/5 WTE (at band 6). During the implementation phase these will serve to ease the pressure of change, however post implementation this should allow pharmacy to hold one band 7 and one band 6 vacancy.






£’000s

TTO Turnaround



65
Antibiotic Expenditure


210
Formulary Expenditure


20
Paper Expenditure



15

Held Pharmacy Vacancies


70
Total





380
Agreement Required By Operations Board

The Operations Board is asked to:
· Approve the phased trust roll out of EP and commencement of phase 3.
· Agree capital funding of £183k, £266k and £404k against the IT block allocation and fund revenue costs of £418k, £431k and £450k for years 1, 2 and 3 of the implementation.

· Agreement to fund recurrent maintenance support of £415k/annum thereafter.



	2. SCORING OF BUSINESS CASE 

[Use Scoring Matrix in attachment 1 and summarise scores on first sheet of the OBC]


	2.1 Risk Assessment

[Using the Trust’s risk management matrix please quantify the risk of not implementing this business case.  Include in this section your rational for the “likelihood” score and “consequence” score and evidence to support your score as per attachment 1]

	Overall score for risk is 4 x weighting 25 = 100. This has been calculated by consideration of the risks in supporting the business case; which are:
Existing Documented Risks (from Pharmacy Register)
Drug prescribing errors in ward areas will continue to be caused by poor handwriting and insufficient detail to instruct ordering and administration (Risk ID 973). This will lead to drug administration errors which are currently believed to be underreported (Risk ID 956).
Omissions of doses will continue due to inefficient paper ordering systems meaning drugs are not supplied to the ward in time and delays in ordering caused by poor handwriting (Risk ID 1602).

Without the efficiency gains of the electronic system some pharmacist’s time will not be put to best use and will spent correcting basic clerical errors to ensure safe prescriptions that an electronic system could stop at source (Risk ID 939).

Risk of nursing staff making calculation errors in the preparation of intravenous medication will continue without the future developments in the electronic system that will calculate quantities and rates automatically (Risk ID 984).
Lean systems

EP represents a significant move towards lean systems. Without EP, inefficient and time consuming forms of data collection and analysis will continue to prohibit prospective and retrospective audit activities because of a lack of available human resource. Prospective data can not currently be collated in a timely manner and can not be used by clinicians to prioritise daily workloads.
Connecting for Health

The Trust has commenced its planning for the implementation of the Connecting for Health Programme. This programme is of considerable scope, and carries significant risks with its implementation. EP, whilst more limited in its ambition than the National Programme, will offer a valuable opportunity for the Trust to develop its skills, and prepare for future challenges with  implementation of the National Programme.



	2.2 Improvement to Patient Care

[Set out evidence to support the scoring of your business case in relation to the direct improvements to patient care as defined in the scoring matrix set out in attachment 1] 

	Overall score for improvement to patient care is 4 x weighting 20 = 80. This has been calculated by consideration of the following factors:

Reduction in Length of Stay

The EP system will ensure that TTOs are available more quickly to the patient. This will ensure that they are able to leave hospital sooner without unnecessary waiting. The estimated savings of EP to the Trust of 756 bed days is based on 10% of prescriptions (those not handled by ward based medicines management staff) being available an average of 121minutes quicker. Reduction in length of stay also decreases the risk of contacting a hospital acquired infection and subsequent high cost antibiotic treatment.
Prescribing Decision Support
Advice to clinicians and nurses at the time of prescribing or administration will ensure fewer adverse drug reactions and drug-drug interactions. On-line data at the point of administration will also allow nurses to more efficiently answer patient concerns on drug side effects.
Reduction in Prescribing Errors
EP mandates clear, legible and unambiguous prescriptions. Studies have shown this reduces medication errors reaching the patient by around 60%.
More time available for pharmacy support to patients

As automation of manual tasks delivers greater efficiency more time is available for pharmacists to review medication with patients ensuring that it is appropriate and where inappropriate suggesting alternatives that will improve patients’ experience. This will also allow more time for patient counselling, increasing patients awareness and reducing the risk of re-admissions caused by poor compliance.  Improved efficiencies will also deliver more time for nurses and clinicians which will improve patients’ experience.


	2.3 Fit with Mission and Service Strategy 

[Set out your evidence and rationale for how this business case contributes to the delivery of the Trust’s Service Development Strategy and its mission.  Include clear rationale for how you have reached your score as per the matrix in attachment 1]

	Overall score for fit with mission and service strategy is 5 x weighting 15 = 75. This has been calculated by consideration of the following factors:

Lean System Redesign
The implementation of EP represents a significant move towards lean systems, essential to meeting the Trusts ambitious CIP targets. The ready availability of live patient prescription information will make organisational tools and structures possible that could not be practically achieved through the existing paper systems.
Promotes Reduction on Length of Stay

The Trust is promoting a strategy of reduction to length of stay. The removal of delays associated with TTOs and discharge letters will directly support this strategy.

Supports Choice

EP will enable development of better and more efficient care pathways based on the right medication first time. Improvements of this nature will support the Choice agenda.

Drives Improvement in Data Quality.

By linking patient demographics, outcomes and EP better understanding can be gained regarding use of drugs and their effectiveness. This will support the Trust in continually improving its prescribing and drugs protocols. 

Connecting for Health 

EP is compatible with the messaging architecture of CFH. This HL7 format is the manner and structure in which the systems that will form CFH communicate. Being compliant ensures that investment is valid and will not have to be spent again once CFH is introduced.

IM&T strategy

The current IM&T strategy is being produced to update the previous strategy and outline the objectives for the next five years. The continued investment in EP directly supports the strategy and is consistent with the electronic storage of patients’ medical notes and information.


	2.4 Impact on Market Share

[Set out your evidence and rationale on how the business case effects the Trust’s market share for this service, clearly giving evidence to support your score based on the matrix in attachment 1]

	Overall score for market share is 2 x weighting 15 = 30. This has been calculated by consideration of the following factors:

The reduction in medication prescribing and administration errors associated with Electronic Prescribing and the increased ease of providing more accurate and timely discharge medication should make the Foundation Trust more attractive in terms of patient choice. Additionally the potential for efficiency gains and step change in clinical practice that can be supported by the availability of real time data can improve quality and consistency of drug treatment across the Trust. Similar scenarios should accrue benefit in terms of reduced length of stay and waiting lists.
The improved quality of the discharge letter and the reduction in length of stay will also encourage general practitioners to recommend the Trust to patients.



	2.5 Financial Viability 

[The following section must be completed in conjunction with your designated Commercial Finance Manager. The financial viability score is based on the following:

· Net annual revenue surplus or deficit

· Net present value (NPV) of the discounted cash flow of your business case preferred option

· Pay back period of capital investment.  

In this section set out your assumptions and figures used for calculating these figures.  Complete the following section to support your financial viability score as attachment 1]

	Overall score for financial viability is ? x weighting 25 = 0. This has been calculated by consideration of the following factors:


	3    FINANCIAL CALCULATIONS 

	3.1 Net Revenue Return 
	£’000
	Supporting Narrative 

	· Year 1: Phase 1 & 2 maintenance: Pay
	134
	

	· Year 1: Phase 1 & 2 maintenance: Non-Pay
	24
	

	· Year 1 – Additional costs for phase 3: Pay
	238
	

	· Year 1– Additional costs for phase 3: Non-Pay
	22
	

	·  TOTAL YEAR 1 REVENUE COSTS
	418
	

	· Year 2: Phase 1 & 2 maintenance: Pay
	134
	

	· Year 2: Phase 1 & 2 maintenance: Non-Pay
	24
	

	· Year 2: Pay
	238
	

	· Year 2: Non-Pay
	35
	

	· TOTAL YEAR 2 REVENUE COSTS
	431
	

	· Year 3: Phase 1 & 2 maintenance: Pay
	134
	

	· Year 3: Phase 1 & 2 maintenance: Non-Pay
	24
	

	· Year 3: Pay
	238
	

	· Year 3: Non-Pay
	54
	

	· TOTAL YEAR 3 REVENUE COSTS
	450
	

	· Recurrent costs Year 4 onwards: Phase 1, 2 & 3 maintenance: Pay
	312
	

	· Recurrent costs Year 4 onwards: Phase 1, 2 & 3 maintenance: Non-Pay
	103
	

	· TOTAL RECURRENT COSTS YEAR 4 ONWARDS
	415
	

	Total Additional Costs (A)
	429
	Average annually years 1-4

	· 
	
	

	Total Savings / Income (B)


	
	

	Net Revenue Return (B-A)


	(429)
	Average annually years 1-4

	
	
	

	Revenue Funding Sources

Where funding is in deficit please provide details of how the business unit proposes to fund the revenue deficit. If the funding is in surplus please provide details of how the funding surplus will be allocated.
	
	

	
	
	


	3.2 Opportunity/Savings Costs
	£000’s
	Supporting Narrative

	
	65
	TTO Turnaround

	
	210
	Antibiotic Expenditure

	
	20
	Formulary Expenditure

	
	15
	Paper Expenditure

	
	70
	Held Pharmacy vacancies

	Total 


	380
	

	
	
	

	3.3 Capital Costs
	£000’s
	Supporting Narrative 

	· Year 1 – Additional costs for phase 3:
	183
	

	· Year 2 – Additional costs for phase 3:
	266
	

	· Year 3 – Additional costs for phase 3:
	404
	

	
	
	

	Total 


	853
	Annual revenue savings after Year 3


	3.4 NPV of Preferred Option £000’s: 

[see attachment 2]
	

	
	

	3.5 Capital Funding Source
	£000’s

	Annual Block Allocation [Specify] :


	

	Strategic Scheme > £100k
	0

	Strategic Schemes >£1m 
	0

	Donated Funds 
	0

	Lease 
	0

	Off Balance Sheet 
	0

	Total 


	

	
	

	4. FINANCIAL RISKS AND MITIGATION

[Include narrative on what risks are inherent within this business case and what mitigating action you are taking to address this – do this in conjunction with your CFM]

	As with all implementations and rollouts there is a risk that the benefits will not be realised in the manner in which they are envisaged. Implementations can also take longer than expected and cost more.

To mitigate this risk a phased implementation approach is recommended, that after the first twelve months of funding will confirm that the implementation approach and training continues to work, and that the system is delivering benefits in line with expectations. This approach limits the Trust financial risk to the capital commitment identified.

The cost of the specialist hardware required for the ward environment (Panasonic NHS branded Toughbooks) accounts for approximately 50% of the capital costs and is likely to reduce in cost year on year.


	

	5. Tender Process [to be undertaken in conjunction with Procurement]
	Comments

	Tender Required: [>£10k YES]


	NO
	Software has already been purchased so no tender required



	OJEC Required: [>£100k YES]
	NO
	

	Market Analysis of suppliers undertaken:
	

	Tender Timetable Process and Award Criteria Agreed:
	


	6. Other issues 

[Provide narrative on each of these areas to show how you have taken account of these issues]
	Supporting Narrative 
	£‘000’s

	IM&T


	No additional costs in phase 3. 
	0

	HR


	Additional Staff costs only.
	0

	Governance / Legal 


	No additional costs identified
	0


	7. Options To Be Considered In Full Business Case 

[Please set out what options have been considered in completing this OBC proforma and the rational behind this.  Set out what options  should be expanded on for the full business case]

	The Business case has considered the following options and has NOT recommended them. Details of the rationale for their rejection have been detailed below

Wait for Connecting for Health Programme to deliver EP
In the preparation of this business case consideration has been given to delaying EP implementation until the Connecting for Health Programme begins. This option is not recommended, as it will cause a considerable delay to delivery of benefits. The EP system has been developed and is ready to be rolled out. If the chosen EP system should in the future be superseded or not supported by the National Programme, the management, support and hardware infrastructure will still be required to support the new solution, the Trust will also have made the very significant culture change to paperless prescribing and administration.



	SCORE
	RISK AVOIDANCE (i.e. NOT DOING) (25%)
	IMPROVEMENT TO PATIENT CARE (20%)
	FIT WITH MISSION/STRATEGY (15%)
	IMPACT ON MARKET SHARE (15%)
	FINANCIAL VIALBILITY (25%)

	5
	
	
	Fits with IM&T, Connecting for Health, Choice and reduction in length of stay strategies
	
	

	4
	Reductions in Pharmacy and other directorate risks created by use of paper based prescribing systems, namely medication errors; and staff time used to follow up and clarify basic clerical errors in prescribing. 
	Quicker availability of TTOs and medication will reduce LOS, Better advice on medication to patients at time of intervention will improve patient experience.
	
	
	

	3
	
	
	
	
	

	2
	
	
	
	Better patient experience and enhanced standard of discharge information to GPs will support choice and contribute to increasing market share through enhanced reputation of the Trust and pharmacy
	

	1
	
	
	
	
	

	0
	
	
	
	
	

	SCORE
	4
	4
	5
	2
	0

	WEIGHTING
	25
	20
	15
	15
	25

	WEIGHTED SCORE
	100
	80
	75
	30
	0

	Total Score
	285
	
	
	
	


	SCORE
	RISK AVOIDANCE (i.e. NOT DOING) (25%)
	IMPROVEMENT TO PATIENT CARE (20%)
	FIT WITH MISSION/STRATEGY (15%)
	IMPACT ON MARKET SHARE (15%)
	FINANCIAL VIALBILITY (25%)

	5
	Very high risk score (> 20) as per Trust’s Risk Assessment Matrix
	Clear evidence that the case delivers a specific & tangible improvement to patient care
	Clear evidence that the case delivers a specific & tangible element of the Trust’s Strategy
	Growth in Market share is real, sustainable, increases income  & is agreed with the Trust’s key stakeholders
	Revenue surplus > £500k

&/or Pay back period < 3 years AND NPV +ve

	4
	High risk score (15 to 19) as per Trust’s Risk Assessment Matrix
	Clear evidence that the case directly drives a specific & tangible improvement in patient care
	Clear evidence that the case directly drives a specific & tangible element of the Trust’s Strategy
	Case identifies real potential for future sustainable increases in income & Market share
	Revenue surplus £251k to £500k &/or Pay Back period < 4 years AND NPV +ve

	3
	Medium risk score (9 to 14) as per Trust’s Risk Assessment Matrix
	Clear evidence that the case directly drives the Strategy on improving patient care
	Clear evidence that the case directly drives the delivery of the Trust’s Strategy & Mission
	Case directly influences other opportunities for future growth in income & Market share
	Revenue surplus £101k to £250k &/or Pay Back period < 5 years AND NPV +ve

	2
	Moderate risk score (4 to 8) as per Trust’s Risk Assessment Matrix
	Evidence that the case influences a specific part of the Strategy on improving patient care
	Evidence that the case influences a specific part of supports the wider delivery of the Trust’s Strategy & Mission
	Case is needed to maintain our current market share & income
	Revenue surplus £0 to £100k &/or Pay back period < 5 years AND NPV +ve 

	1
	Low risk score (1 to 3) as per Trust’s Risk Assessment Matrix
	Evidence that the case influences improvements in patient care
	Evidence that the case influences the delivery of the Trust’s Strategy & Mission
	No impact on market share & income
	No revenue implications – cost neutral AND NPV +ve

	0
	No risk, score 0
	No impact on patient care improvements
	No impact on delivering the Trust’s Strategy & Mission 
	Reduces market share & income
	Net revenue loss and/or NPV –ve

	SCORE
	Eg. 4
	Eg. 3
	Eg. 3
	Eg. 1
	Eg.2

	WEIGHTING
	4 x 25 = 100
	3 x 20 = 60
	3 x 15 = 45
	1 x 15 = 15
	2 x 25 = 50

	WEIGTHED SCORE
	270
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