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1. Introduction 

1.1. Context 

Establishing workforce priorities 

In September 2020, the NHS England and NHS Improvement South East (NHSEI SE) 

regional alignment group agreed several priorities for the South East region, across the 

following five themes: 

1. Critical restoration at pace 

2. A safe well managed winter 

3. Workforce 

4. Essential / statutory priorities 

5. Enablers / prerequisites 

Given the remit to spread innovation, the three Academic Health Science Networks (AHSNs) 

in the South East region (Kent Surrey Sussex, Wessex, and Oxford) were asked by the 

NHSEI SE to explore digital solutions currently deployed and ready for spread. 

In response, each AHSN put forward three innovations. Wessex AHSN developed a 

template with a description of each innovation and its value proposition, using the following 

selection criteria: 

• A robust evidence base 

• Spread in at least one Sustainability and Transformation Partnerships (STP) 

• Adoption at scale - demonstrating significant impact on a key challenge arising from 

COVID reset 

• Addresses inequalities and aligns with phase 3 priorities 

• Tested with a community of adopters as required across six STPs/ Integrated Care 

Systems (ICSs) 

Establishing workforce programmes 

A moderation meeting was subsequently held, attended by the three AHSN chief operating 

officers (COOs), as well as the KSS AHSN and Oxford Medical Directors. They prioritised 
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nine proposals using “relevance to SE priorities” and “ease of implementation” as key criteria 

in selecting the top three with potential for rapid deployment, which were: 

• S12 Solutions (Lead AHSN: Wessex) 

• Sleepio (Lead AHSN: Oxford) 

• Current Health or other remote monitoring solutions for care homes (Lead AHSN: 

KSS). This was subsequently superseded by the priority to deliver oximeters to 

patients and reporting acute Covid observations through digital solutions delivered in 

the Covid Oximetry @Home model. 

• Electronic repeat dispensing (eRD) was consequently agreed as the third regional 

project (Lead AHSN: Wessex) 

These initiatives were agreed with the Regional Medical Director as priorities for spread due 

to their alignment with regional strategic priority areas, which includes workforce. KSS AHSN 

have sought to evidence the potential impacts of the identified workforce programmes 

through an exploratory high-level impact analysis.  

S12 Solutions 

Mental Health Act (MHA) assessments are carried out to decide whether a patient should be 

detained under the MHA to receive treatment for a mental disorder, or to receive additional 

inpatient assessments (Wessex AHSN, 2020). Approved Mental Health Professionals 

(AMHPs) are typically accompanied by two doctors; a registered medical practitioner and a 

section 12 (s.12) approved doctor when conducting these assessments (Wessex AHSN, 

2020). AMHPs are responsible for contacting s.12 approved doctors to accompany them to 

assessments, which can often be a lengthy task as s.12 doctor lists are not always up to 

date (NHS Innovation Accelerator, 2019).  

Many AMHPs have found this paper-based MHA process tedious, prolonged, and inefficient, 

which, can contribute to delays. This may cause additional distress and risk to the patient; 

however, this is not always the case (S12 Solutions, 2021). In some cases, doctors are 

entitled to make claims for attending assessments; however, the claim forms process can be 

time consuming, and delayed, or missing remuneration is often a deterrent for doctors to 

undertake this work (Wessex AHSN, 2020).  

S12 Solutions, founded by an AMHP, Amy Manning, is a mobile application and website 

designed to support the workforce in providing a simpler, quicker, and more secure process 

for the setup of MHA assessments and the creation and submission of claims forms (S12 

Solutions, 2021). S12 Solutions aims to solve process inefficiencies by connecting AMHPs 

with s.12 doctors via the online platform and facilitating the claim form process for doctors.  
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The solution allows s.12 doctors to share their availability, location, and specialities thereby 

creating a broader network of s.12 doctors. Additionally, the platform enables AMHPs to 

easily locate s.12 doctors within a close proximity to the assessment location. This 

functionality allows patients to be assessed in a timely manner thus potentially reducing the 

patients’ risk and distress during the waiting period. The solution allows users to create, 

complete, and submit standardised general data protection regulation (GDPR) compliant 

claims forms for doctors (S12 Solutions, 2021), consequently reducing administrative staff 

time spent submitting these forms (S12 Solutions, 2021). In doing so, s.12 approved doctors 

could be more likely to attend MHA assessments as they no longer see the claims process 

as a deterrent. Further benefits include admin staff time released and a possible reduction in 

doctor mileage claims.  

Concerns around the number of mental health professionals available emerged during the 

COVID-19 pandemic (Quality Compliance Systems, 2020). It is important that the MHA 

continues to protect patients who are affected by severe mental illness. To address this, S12 

Solutions have included secure video calling and electronic statutory forms for the MHA on 

their platform (Facebook - S12 Solutions, 2020). 

 

1.2. AHSN spread and demographics 

AHSN Spread 

S12 Solutions was initially piloted in South London in partnership with Southwest London 

and St. George’s NHS Trust, as well as in Cumbria within local CCG’s and County Councils 

to provide real word evidence (The AHSN Network Innovation Exchange, 2021). The AHSN 

Network have since supported S12 Solutions. 

Currently S12 Solutions has been implemented across nine AHSNs, namely, Wessex, 

Health Innovation Network, UCL Partners, KSS, Innovation Agency, Eastern AHSN, West 

Midlands, Northeast and North Cumbria and Yorkshire & Humber ASHN (The AHSN 

Network Innovation Exchange, 2021). There are plans to roll out S12 Solutions in the Oxford 

AHSN footprint, with initial implementation to be overseen by Oxfordshire CCG. There are 

ongoing discussions with Buckinghamshire and Berkshire to implement S12 Solutions in this 

area also (S12 Solutions, 2021). As of January 2021, 70% of England’s Mental Health 

Trusts were represented on the platform (The AHSN Network Innovation Exchange, 2021). 

S12 Solutions has noted a further 5% spread of the solution to England’s Mental Health 

Trusts. 
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Kent, Surrey, Sussex (KSS) 

KSS have implemented S12 Solutions in Brighton & Hove CCG, East Sussex CCG, Surrey 

Day Time, Surrey Out of Hours (OOH) and West Sussex CCG in KSS AHSN (Medway 

AMHP service also launched in October 2021, but this does not feature as it is not within the 

scope and reporting period of this analysis). According to S12 Solutions, the solution went 

live in Medway in September 2021 and Kent are currently at the end of the first phase of 

implementation. Since this evaluation assessed potential impacts from April 2020 to April 

2021; the impacts recorded in Medway have not been taken into consideration. The 

approximate population within the regions of implementation during April 2020 to April 2021 

was 2.2 million people (NHS England, 2021). 

Wessex 

Wessex AHSN implemented S12 Solutions in Southampton in October 2019 and in 

Hampshire in November 2019. The approximate population within the region of 

implementation was 1.4 million people (NHS England, 2021). 

Given the smaller geography in relation to KSS and longer utilisation period of S12 in 

Wessex, which precedes the period that this analysis covers, there may be slightly lower 

numbers for Wessex. These numbers are not representative of the overall uptake in the 

Wessex footprint, but rather represent a snapshot for a particular period time and for the 

purposes of this analysis and report. 

Demographics 

Ill mental health prevalence can be higher for some groups of people within Black, Asian and 

minority ethnic communities due to challenges such as racism, stigma, and inequalities 

(Mental Health Foundation, 2021). For example, Black people are four times more likely to 

be detained under the MHA than White people. In addition to this, Asian women have been 

identified as an at-risk group for suicide (Mental Health Foundation, 2021). Conversely, the 

reported rate of mental ill-health is lower in Chinese people than in White people (Mental 

Health Foundation, 2021). Mental health issues have been linked to deprived populations 

(Elliott, 2016). For example, 80% of homeless people reported that they struggle with mental 

illness in 2014, with 45% being diagnosed with ill mental health (Mental Health Foundation, 

2021). 

Mental health disorders are a leading cause of overall disease burden with about half a 

million adults in the UK suffering from severe mental illness (SMI) such as bipolar and 

schizophrenia. It is estimated that 1 in 6 people experience a common mental health 

problem per week (GOV.UK, 2019). A solution, such as S12 Solutions, could potentially 

assist in addressing mental health discrepancies across the UK.  
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1.3. Summary of Wessex AHSN evidence to date 

An evaluation, conducted by Wessex AHSN, used qualitative and quantitative data sources 

to gain feedback from AMHPs (Hampshire and Southampton) and s.12 doctors on the 

efficiency of S12 Solutions. The Wessex evaluation revealed the following key findings 

(Wessex AHSN, 2020): 

• S12 Solutions provides a more robust process, automatically checking that the 

doctors contacted for assessments have up to date s.12 approval, thereby reducing 

the risk of unlawful detentions.  

• S12 Solutions improves the governance of MHA assessments, reducing the risk of 

data breaches for both staff and patients by automating key processes. 

• The solution makes it easier and less stressful for the AMHPs to set up assessing 

teams for MHA assessments. 

• S12 Solutions provided AMHPs with access to a larger network of s.12 approved 

doctors, allowing AMHPs to, more easily, identify doctors with the desired specialities 

and skills to meet the patients’ needs.  

• AMHPs were able to find doctors who were geographically closer to the assessments 

they are arranging. 

• A reduction in time to arrange assessing teams was observed by the Hampshire 

AMHP team.  

• AMHPs were asked “How do you feel the current approach for finding and contacting 

doctors for Mental Health Act assessments impacts on staff morale?”, the majority 

(72%) of AMHPs responded that S12 Solutions had a positive impact on morale; 

while 76% said they valued the impact S12 Solutions had on their work (Wessex 

AHSN, 2020, p. 74). 

• s.12 approved doctors were able to attend 70% of requested assessments since the 

use of S12 Solutions, which contrasts a previous pre-S12 Solutions recorded 

assessment attendance of 49% (Wessex AHSN, 2020, p. 47).  

• s.12 doctors experienced a better claims forms process, with the quicker processing 

of payments. For example, s.12 doctors received payments from claim forms in less 

than half the time. 

• For every 50 claims forms processed, 3.5 hours of admin staff time was saved 

(Wessex AHSN, 2020, p. 8). 

• Of the s.12 doctors involved in the study, 85% agreed that they would support the 

use of S12 Solutions in the future, and 81% agreed that they would recommend the 

use of S12 Solutions (Wessex AHSN, 2020, p. 52). 
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• Uptake and adoption of the solution was gradual across Hampshire and 
Southampton. Discussion around a quicker local implementation of the solution could 
further drive future metric collection.  

 

 

 

These findings, along with further metrics, and assumptions from literature, were used in the 

calculations of the impacts of S12 Solutions. 

The aim of this report is to assess the potential in-year net benefits of S12 Solutions across 

Kent Surrey Sussex (KSS), and Wessex (April 2020 to April 2021) through a high-level 

impact analysis and through a workforce lens. Within this analysis, potential outcomes for 

AMHP feedback 

“S12 Solutions has made things easier for the Southampton AMHP Team. We appear 

to have access to a much larger pool of doctors who are more willing to be involved in 

s.12 work. It has given us access to more specialist doctors as and when we need 

them. For instance, in the last few months I have personally found it particularly useful 

for finding doctors who specialise in Learning Disabilities.” – Sam Culling, (Interim 

AMHP Team Manager for the Southampton AMHP Service; Wessex AHSN, 2020, p. 

43) 

“All functions save time and relying less on paper forms facilitates home working and 

saves time collecting documents” – AMHP, Sussex 

s.12 doctor feedback 

“I think it is the way forward. It is a good platform in terms of getting the administrative 

things sorted. It seems easier especially for the AMHPs who arrange the 

assessments and it makes it easier to apply for the payments. I only do assessments 

as per my availability on the on-call rota. If I were to want to do extra assessments, I 

feel the app allows that to happen with ease. I have positive views regarding the app 

and recognise that I may not be using it to its full potential.” – s.12 doctor (Wessex 

AHSN, 2020, p. 52) 

“The online statutory forms make things much easier in terms of providing med-recs, 

and often much quicker as easy to copy/paste content of med-recs onto Care Notes 

rather than duplicating. The digital claims fee is excellent as is instant, and also does 

away with S12 doctors having multiple loose papers containing confidential 

information (patient details) that can easily get misplaced.” – s.12 doctor, Sussex 
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Oxford could not be recorded as the S12 Solutions programme was not implemented within 

the Oxford region during April 2020 to April 2021 (S12 Solutions, Q1 2021/2022). 

 

 

2. Methodology  
This evaluation produced a high-level in-year analysis (April 2020 to April 2021) of the 

nominal S12 Solutions net benefits across KSS, and Wessex. This analysis provides 

preliminary evidence on workforce and wider system benefits, and costs associated with 

S12 Solutions to articulate programme impacts. The predominant evidence source used to 

form this high-level analysis was from Wessex’s ‘S12 Solutions Evaluation’ (Wessex AHSN, 

2020), academic research, data from relevant public-sector bodies, and AHSN collected 

metrics. Notably, this is a high-level impact analysis (i.e., the analysis detailed within this 

report should be viewed as exploratory).  

Whilst assumptions, benefit and costs streams have been further detailed within this report 

(the ‘Benefit calculations’ and ‘Cost calculations’ sections); respective caveats should be 

reviewed in conjunction with the modelled impacts (‘Caveats’).  

Monetisation  

To realise potential outcomes, benefit and cost streams must be monetised. Outcomes can 

be categorised as either direct (NHS related outcomes), indirect (to other public sector 

organisations), or social outcomes (wider UK society). Within this report, outcomes can be 

categorised as:  

NHS related benefits 

• NHS related cash releasing benefits: Benefits that provide immediate cashable 

savings to the NHS. 

• NHS related non-cash releasing benefits: Benefits that help to reduce the demand 

and strain on NHS services, but for which a fiscal value cannot be realised without 

the decommissioning of services. For example, staff time savings could enable an 

improvement in the quality of staff activity or allow saved time to be utilised for other 

activities.   
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Social benefits 

Benefits that relate to the overall benefit to the wider public including, but not limited to, 

improved health and wellbeing. Quality of life related benefits use a Quality Adjusted Life 

Year (QALY) calculation. Since health is a function of length of life and quality of life, 

the QALY was developed as a value of these attributes into a single index number.  

Other benefits 

Although this report is primarily concerned with NHS non-cash releasing benefits, it is 

important to acknowledge other benefits, for which an accurate value cannot be attributed 

(unquantifiable and not monetisable benefits). These benefits include reputational value, 

staff confidence, and satisfaction levels.  

Optimism bias 

Optimism bias1 (OB) has been applied to balance potential “optimistic” estimates within data 

as there is a propensity for a project’s costs and duration to be undervalued, while benefits 

tend to be overestimated (HM Treasury, 2002). Overall, there is uncertainty the reliability of 

the recorded impacts as the data used within the model is a mix of collected metrics, 

literature, and AHSN specific studies; therefore, a 15% optimism bias has been applied 

unilaterally to modelled benefits and costs to account for potential “optimistic” estimates. For 

example, benefits x (1-0.15) and costs x (1+0.15).  

Summary measures 

Net benefits  

The net benefits, a proxy measure for the net present value (NPV), can be defined as the 

value of 2020/21 impacts less the value of 2020/21 costs. A positive net benefit would 

indicate that 2020/21 savings could be expressed through the workforce programme.  

 

𝑁𝑒𝑡 𝑏𝑒𝑛𝑒𝑓𝑖𝑡𝑠 = 𝑉𝑎𝑙𝑢𝑒 𝑜𝑓 𝑒𝑥𝑝𝑒𝑐𝑡𝑒𝑑 2020/21 𝑖𝑚𝑝𝑎𝑐𝑡𝑠 − 𝑉𝑎𝑙𝑢𝑒 𝑜𝑓 𝑒𝑥𝑝𝑒𝑐𝑡𝑒𝑑 2020/21 𝑐𝑜𝑠𝑡𝑠 

 

1 Optimism bias (OB) is defined as “the tendency for a project’s costs and duration to be underestimated and/or benefits to be 

overestimated” (Mott MacDonald, 2002), as found by historical UK government reviews on public sector procurement. To 

account for these ‘optimistic’ estimates, the model applies optimism bias correction factors in response to the level of 

uncertainty in the data or assumptions used within the model.  
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Indicative benefit cost ratio 

The indicative benefit cost ratio, a proxy measure for the benefit cost ratio (BCR), can be 

defined as the value of the net 2020/21 impacts against the value of 2020/21 costs. The 

indicative BCR summarises the overall relationship between relative costs and impacts of 

the workforce programme (e.g., £X return for every £1 invested).  

 

𝑰𝒏𝒅𝒊𝒄𝒂𝒕𝒊𝒗𝒆 𝒃𝒆𝒏𝒆𝒇𝒊𝒕  𝒄𝒐𝒔𝒕 𝒓𝒂𝒕𝒊𝒐 =
𝑽𝒂𝒍𝒖𝒆 𝒐𝒇 𝟐𝟎𝟐𝟎/𝟐𝟏 𝒊𝒎𝒑𝒂𝒄𝒕𝒔

𝑽𝒂𝒍𝒖𝒆 𝒐𝒇 𝟐𝟎𝟐𝟎/𝟐𝟏 𝒄𝒐𝒔𝒕𝒔
 

 

If the indicative BCR is greater than 1, the project could expect to deliver a positive net 

benefit (e.g., an indicative BCR of 2 indicates that for every £1 spent, there is an indicative 

£2 return). If the indicative BCR is equal to 1, it could be expected that the benefits equal the 

costs. Where the indicative BCR is less than 1, the value of the costs will outweigh the 

benefits. 

It is important to note that summary measures are not without limitations (i.e., measures may 

not fully capture all potential impacts of the intervention and counterfactual pathways).  

Benefit calculations 

Key benefit streams, both workforce related benefits and those addressing the wider 

healthcare system, were identified. Case studies and data reported from the implementation 

of S12 Solutions were investigated to determine possible benefits ascertained through this 

workforce programme between April 2020 to April 2021. As previously noted, a 15% 

optimism bias has been applied unilaterally to all modelled benefits. For example, benefit 

stream x (1-0.15). To avoid repetition, this element has not been added in the benefit 

descriptions below.  

Workforce benefits 

Benefit stream 1 – AMHP time released to further care 

The implementation of S12 Solutions has aided AMHPs in a quicker assessment setup 

process (i.e., time to arrange the assessing team; Wessex AHSN 2020). This non cash-

releasing benefit has been calculated as follows:  

• The number of assessments forms submitted by AMHPs (5,331 in KSS, and 2,707 

in Wessex; S12 Solutions, 2021) was multiplied by the approximate hours saved per 

set up of an assessing team. This anecdotal figure was derived:  
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o Previously, most of the Hampshire AMHPs reported that 3 to 4 hours were 

spent arranging the assessing team for an s.136 assessment. Since the use 

of S12 Solutions, the majority of Hampshire AMHPs have reported between 

1 to 2 hours to complete the same task (Wessex AHSN, 2020, p. 24). To 

remain pragmatic, it was assumed that previously, 3 hours were spent setting 

up these assessments, and since S12 Solutions, approximately 2 hours were 

spent on the same task (i.e., resulting in a difference of 1 hour). 

• Finally, the products were multiplied by the hourly cost of an AMHP (£50.55). The 

hourly cost of an AMHP was calculated as follows (Curtis & Burns, 2020, p. 138): 

o The annual salary of an AMHP (£34,982.00) was adjusted using a non-

London multiplier of 0.96, resulting in an annual salary of £33,582.72. 

o Additional costs were then added, namely salary on costs (£9,583.00), 

Qualification costs (£9,933.00), direct overheads (£13,026.00), indirect 

overheads (£7,186.00) and capital overheads (£3,191.00). The total annual 

AMHP salary costs equating to £76,501.72. 

o The products were then divided by the expected annual working hours of an 

AMHP (1,513 hours), resulting in an hourly cost of £50.55.  

• The first benefit stream has been illustrated in Figure 1. 

 

 

 

Figure 1: Benefit stream 1 – AMHP time released to further care. Figures in dark blue are kept consistent across 

AHSNs. Figures in light blue vary between AHSNs. 

 

Benefit stream 1 – assumptions 

• Assumed that the number of assessment forms submitted through S12 Solutions is 

equal to the number of s.136 assessments set up by AMHPs (S12 Solutions, 2021). 

• Assumed that outcomes from the Hampshire service were reflective of outcomes 

across other AHSNs (Wessex AHSN, 2020). 

Benefit 
stream 1

Number of 
assessments

Hours saved 
per 

assessment

Hourly cost of 
an AMHP



S12 Solutions Workforce High-level Impact Analysis 

 

14 

• Assumed that the time saving associated with arranging a team for s.136 

assessments is reflective of an average time saving for all assessments submitted 

through S12 Solutions.  

• Assumed that active AMHPs were the percentage that indicated that they would 

continue to support the use of S12 Solutions (Wessex AHSN, 2020, p. 31). 

• Assumed that 1 hour per assessment set up is released to further care when using 

S12 Solutions (Wessex AHSN, 2020, p. 24). 

• Assumed that the annual salary of an AMHP is equivalent to that of a Social Care 

(Adult services) worker (£34,982.00; Curtis & Burns, 2020). 

• Assumed that salary on costs, qualification costs, direct, indirect, and capital 

overheads were applicable additional salary costs for AMHPs.   

• Assumed that AMHPs worked 37 hours per week, 40.9 weeks a year.  

 

Benefit stream 2 – reduction in admin staff time required to process claim forms 

S12 Solutions aims to assist admin staff in processing doctor claim forms. This non-cash 

releasing benefit was calculated as follows: 

• The number of assessments forms submitted by AMHPs (5,331 in KSS, and 2,707 in 

Wessex; S12 Solutions, 2021) was multiplied by a conversion factor to determine the 

potential number of hours released to admin staff per year. The conversion factor 

was determined as follows (Wessex AHSN, 2020, p. 8): 

𝐶𝑜𝑛𝑣𝑒𝑟𝑠𝑖𝑜𝑛 𝑓𝑎𝑐𝑡𝑜𝑟 =
3.5 ℎ𝑜𝑢𝑟𝑠

50 𝑓𝑜𝑟𝑚𝑠
= 0.07 ℎ𝑜𝑢𝑟𝑠 𝑝𝑒𝑟 𝑓𝑜𝑟𝑚 

• The number of hours saved by admin staff was multiplied by the hourly cost of this 

professional group (£20.74). The hourly cost of admin staff was calculated as 

follows: 

o The mean basic annual salary of a band 3 admin staff member (£19,770.00; 

Curtis & Burns, 2020), plus additional salary costs (Curtis & Burns, 2020): 

▪ Salary oncosts (20.68% of the mean basic annual salary; £4,088.44) 

▪ Non-staff overheads (38.20% of the mean basic annual salary; 

£7,552.14) and  

▪ Capital overheads (£1,533.00)  

o The total band 3 admin staff costs (£32,964.58) were divided by the number 

of annual admin staff hours (1,589), to determine the associated hourly cost 

for this professional group (£20.74).  
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• The second benefit stream has been illustrated in Figure 2. 

 

 

Figure 2: Benefit stream 2 – reduction in admin staff time required to process claim forms. Figures in dark blue are 

kept consistent across AHSNs. Figures in light blue vary between AHSNs. 

 

Benefit stream 2 assumptions 

• Assumed that the number of assessment forms submitted through S12 Solutions is 

equal to the number of s.136 assessments set up by AMHPs (S12 Solutions, 2021). 

• Assumed that the number of assessment forms submitted through S12 Solutions is 

equal to the number of claims forms submitted. 

• Assumed that the conversion factor was consistent across AHSNs.  

• Assumed that admin staff were categorised as band 3 (Curtis & Burns, 2020, p. 167).  

• Assumed band 4 nurse salary on costs applied to band 3 admin staff (Curtis & Burns, 

2020, p. 122). 

• Assumed that band 3 admin staff work similar hours to band 4 nurses staff hours.  

• Assumed that admin staff worked 42.4 weeks per year, and 37.5 hours per week 

(Curtis & Burns, 2020, p. 123). 

• Assumed that a non-London, or London multiplier was not relevant to this 

professional group (Curtis & Burns, 2020, p. 167).  

• Assumed that the salary oncosts, non-staff and capital overheads were appropriate 

additional costs for this professional group (Curtis & Burns, 2020, p. 122). 

 

Benefit stream 3 – reduction in s.12 doctor mileage claims 

As s.12 doctors are remunerated for their travel there exists the potential for a cash 

releasing benefit to the healthcare system. This benefit has been calculated as follows: 

Benefit 
stream 2

Number of 
assessments

Conversion 
factor 

Hourly cost of 
admin staff
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• The number of doctors trained (215 in KSS and 75 in Wessex; Edwards, 2022) to 

use S12 Solutions was multiplied by an 85% doctor uptake rate (Wessex AHSN, 

2020, p. 52). This uptake rate serves as a proxy for the number of active s.12 doctors 

on the platform. 

• The number of doctors using the platform was then multiplied by the average 

reduction in annual mileage (71.52 miles). The estimated annual milage reduction 

was calculated through multiplying 5.96 fewer miles monthly by 12 months to derive 

an annual figure (Wessex AHSN, 2020, p. 72).  

• Finally, the products were multiplied by the reimbursement cost per mile (£0.56; 

Curtis & Burns, 2020, p. 118).  

• The third benefit stream has been illustrated in Figure 3. 

 

 

Figure 3: Benefit stream 3 - reduction in s.12 doctor mileage claims. Figures in dark blue are kept consistent across 

AHSNs. Figures in light blue vary between AHSNs.  

 

Benefit stream 3 assumptions 

• Assumed that the s.12 doctor uptake rate, across each of the AHSNs, is 85% and is 

reflective of the solution’s active users (Wessex AHSN, 2020, p. 52).  

• Assumed that active s.12 doctors were the percentage that indicated that they would 

continue to support the use of S12 Solutions (Wessex AHSN, 2020, p. 52) 

• Assumed that estimated fewer miles travelled by s.12 doctors remained consistent 

across KSS and Wessex (Wessex AHSN, 2020, p. 72).  

• Assumed that this reduction in mileage was relevant to the period April 2020 to April 

2021. 

• Assumed the travel reimbursement by s.12 doctors was £0.56 per mile across KSS 

and Wessex. 

• Assumed that a non-London, or London multiplier was not relevant to this 

professional group (Curtis & Burns, 2020, p. 119).  
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Benefit stream 4 – s.12 doctor time released to further care 

As explained in the benefit stream above, s.12 doctors have reported reduced travel since 

the use of S12 Solutions (Wessex AHSN, 2020, p. 72). A reduction in travel could result in 

time released to further care. This non-cash releasing benefit has been calculated as 

follows: 

• The number of doctors trained (215 in KSS and 75 in Wessex; Edwards, 2022) to 

use S12 Solutions was multiplied by the doctor uptake rate of 85% (Wessex AHSN, 

2020, p. 52). 

• The number of doctors actively using the platform was then multiplied by the average 

reduction in annual mileage (71.52 miles; Wessex AHSN, 2020, p.72), to determine 

the total miles saved by s.12 doctors. 

• The annual miles saved by s.12 doctors was then divided by the average speed of 

travel across the UK (27.30 mph, Department for Transport, 2020, p. 10), to 

determine the number of s.12 doctor hours potentially released to further care. 

• Finally, the products were multiplied by the hourly cost of an s.12 doctor (£139.29). 

The hourly cost of an s.12 doctor was calculated as follows (Curtis & Burns, 2020, p. 

119): 

o By adding the annual salary of an s.12 doctor (£100,285.00), and additional 

salary costs: 

▪ Salary on costs (£33,387.00), direct (£32,750.00), indirect 

(£51,063.00), and capital overheads (£5,237.00).  

o Total s.12 salary costs equated to £222,722.00 per annum. 

o The products were divided by 1,599 hours, to determine the hourly cost of 

£139.29.  

• The fourth benefit stream has been illustrated in Figure 4.  
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Figure 4: Benefit stream 4 – s.12 doctor time released to further care. Figures in dark blue are kept consistent across 

AHSNs. Figures in light blue vary between AHSNs. 

 

Benefit stream 4 assumptions 

• Assumed that the doctor uptake rate, across each of the AHSNs, is 85% (Wessex 

AHSN, 2020).  

• Assumed that the reduction in monthly mileage for s.12 doctors, using S12 Solutions, 

was the same across KSS and Wessex (Wessex AHSN, 2020).  

• Assumed that this reduction in mileage was relevant between April 2020 to April 

2021. 

• Assumed that travel time occurred during practice hours, and that a reduction in 

travel time results in time released to further care. 

• Assumed that s.12 doctors travelled on Local ‘A’ roads (Department for Transport, 

2020, p. 10). 

• Assumed the average speed of travel by car in the UK was 27.30 mph, (Department 

for Transport, 2020, p. 10).  

• Assumed the annual salary of an s.12 doctor was equivalent to that of a band 9 

scientific and professional staff member (£100,285.00; Curtis & Burns, 2020, p. 119). 

• Assumed that s.12 doctors worked 42.6 weeks a year, 37.5 hours per week (Curtis & 

Burns, 2020, p. 119). 
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• Assumed that qualification costs, the ratio of direct and indirect time, and 

London/non-London multipliers were not relevant to the s.12 doctor costs (Curtis & 

Burns, 2020, p. 119). 

 

Cost calculations 

As previously noted, a 15% optimism bias has been applied unilaterally to all modelled 

costs. For example, cost stream x (1+0.15). To avoid repetition, this element has not been 

added in the cost descriptions below. 

Cost 1 – s.12 doctor training costs 

The total cost attributed to the time spent by s.12 doctors on platform training was calculated 

as follows: 

• The number of s.12 doctors trained (215 in KSS and 75 in Wessex; Edwards, 2022) 

was multiplied by the time taken to train a doctor (1 hours; Edwards, 2022). 

• Finally, this was multiplied by the hourly cost of an s.12 doctor (£139.29; calculations 

as explained in Benefit stream 4).  

• The first cost has been illustrated in Figure 5. 

 

 

Figure 5: Cost 1 – s.12 doctor training costs. Figures in dark blue are kept consistent across AHSNs. Figures in light 

blue vary between AHSNs. 

 

Cost 1 assumptions 

• Assumed that training was completed during working hours.  

• Assumed that there was only one initial training session for staff.  
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Cost 2 – AMHP training costs 

The total cost attributed to the time spent by AMHPs on platform training was calculated as 

follows: 

• The number of AMHPs trained (119 in KSS and 54 in Wessex; Edwards, 2022) was 

multiplied by the time taken to train an AMHP (1 hour; Edwards, 2022). 

• Finally, the products were multiplied by the cost of a AMHP (£50.56; calculations as 

explained in Benefit stream 1).  

• The second cost has been illustrated in Figure 6. 

 

 

 

Figure 6: Cost 2 - AMHP training costs. Figures in dark blue are kept consistent across AHSNs. Figures in light blue 

vary between AHSNs 

 

Cost 2 assumptions 

• Assumed that training was completed during working hours.  

• Assumed that there was only one initial training session for staff.  

 

Cost 3 – solution cost (annual) 

The annual solution fee is dependent on the number of Local Authorities (LA) within the 

AHSN using the solution (5 in KSS and 3 in Wessex: S12 Solutions, 2021). Table 1 below 

details the solution cost structure (S12 Solutions, 2020). The costing structure was provided 

by S12 Solutions.  
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Table 1: Cost 3 - Solution cost structure, dependent on the number of Local Authorities. 

Number of LA’s Cost 

1 £26,250.00 

2 £35,700.00 

3 £45,150.00 

4 £54,600.00 

5 £64,050.00 

6 £73,500.00 

7 £82,950.00 

8 £92,400.00 

 

Cost 3 assumptions  

• Assumed that AMHP teams were a proxy for the number of LAs (S12 Solutions, 

2021). 

• Assumed 5 LAs exist within KSS (S12 Solutions, 2021). 

• Assumed 3 LAs exist within Wessex (S12 Solutions, 2021).  

• Assumed that the number of LAs within an AHSN remained constant over the period 

of April 2020 to April 2021. 
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3. Findings 
This section of the report will detail the high-level analysis findings for S12 Solutions across 

the two AHSNs. Findings include: 

• Net benefits 

• Gross benefits 

• Costs 

• Respective units per benefit stream 

After applying an OB, implementation of S12 Solutions across the AHSNs resulted in an 

approximate net benefit of £237k, and an indicative benefit cost ratio (indicative BCR) of 

2.17. These findings suggest that for every £1 spent, there is an indicative £2.17 return 

across the AHSNs. The outcomes of each AHSN implementing S12 Solutions have been 

detailed in Figure 7 and Appendix A (Table 4 and Table 5). 
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Figure 7. S12 Solutions outcomes for KSS, and Wessex (April 2020 to April 2021). The figures are inclusive of the 

unilateral OB (15%).  
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Four workforce benefit streams were considered across S12 Solutions programme: 

• AMHP time released to further care 

• Reduction in admin staff time required to process claim forms 

• Reduction in s.12 doctor mileage claims 

• s.12 doctor time released to further care 

Across the AHSNs, the benefits in descending order as a percentage of the total gross 

benefits (£440k) are benefit stream 1 – AMHP time released to further care (78%; potential 

gross benefits of £229k and £116k for KSS and Wessex, respectively), benefit stream 4 – 

s.12 doctor time released to further care (17%; potential gross benefits of £57k and £20k for 

KSS and Wessex, respectively), benefit stream 2 – admin time required to process claim 

forms (2%; potential gross benefits of £7k and £3k for KSS and Wessex, respectively) and 

benefit stream 3 – the reduction in s.12 doctor mileage claims (2%; potential gross benefits 

of £6k and £2k for KSS and Wessex, respectively). The unit savings per benefit stream have 

been detailed in Table 2.  
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Table 2. Gross benefits expressed in respective units per AHSN.  

Benefit stream Monetary value* Unit value* 

Benefit stream 1 – AMHP 
time released to further care 

KSS 

£229k 
Approximately 4,531 hours of 
AMHP time released to further 

care. 

Wessex 

£116k 
Approximately 2,301 hours of 
AMHP time released to further 

care. 

Benefit stream 2 – reduction 
in admin staff time required 

to process claim forms 

KSS 

£7k 
Approximately 317 hours of 

admin time released. 

Wessex 

£3k 
Approximately 161 hours of 

admin time released. 

Benefit stream 3 – reduction 
in s.12 doctor mileage claims 

KSS 

£6k 
Approximately a reduction of 

11,109 s.12 doctor miles. 

Wessex 

£2k 
Approximately a reduction of 

3,875 s.12 doctor miles 

Benefit stream 4 – s.12 
doctor time released to 

further care 

KSS 

£57k 

 

Approximately 407 hours 
released to further care due to 

a reduction in travel time. 

 



S12 Solutions Workforce High-level Impact Analysis 

 

26 

Benefit stream Monetary value* Unit value* 

Wessex 

£20k 
Approximately 142 hours 

released to further care due to 
a reduction in travel time. 

*Notably, the difference in AHSN outcomes is due to the population figures that have been 

included within the calculations. This is further discussed in the Difference in AHSN 

outcomes section.  

When monetising the possible net benefits of S12 Solutions, it is also important to consider 

the cost of the programme to the healthcare system. Three cost streams were considered 

across S12 Solutions programme: 

• s.12 doctor training costs 

• AMHP training costs 

• Annual solution costs 

Across the AHSNs, the costs in descending order as a percentage of the total costs (£203k) 

are cost 3 – annual solution cost (67%; potential costs of £74k and £63k for KSS and 

Wessex, respectively), cost 1 – s.12 doctor training costs (23%; potential costs of £34k and 

£12k for KSS and Wessex, respectively) and cost 2 – AMHP training costs (10%; potential 

costs of £14k and £6k for KSS and Wessex, respectively). 

 

3.1. Difference in AHSN outcomes 

The potential net benefits, after OB, for the solution could approximate £177k (indicative 

BCR=2.45 with an estimated net benefit per assessment of £33) and £61k (indicative BCR= 

1.75 with an estimated net benefit per assessment of £22) for KSS and Wessex, 

respectively.  

The modelled gross benefits are driven by several factors (e.g., the number of assessments 

submitted, the number of claim forms processed, and number of s.12 doctors trained to use 

the solution; ‘Benefit calculations’). Correspondingly, modelled costs are driven by multiple 

factors which tend to increase with an increased number of AMHPs and s.12 doctors 

trained. Whilst the biggest influencing factor on outcomes has not been defined within the 

current analysis, the recorded metrics indicate that there was greater total assessment 
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activity through S12 Solutions within KSS (5,331 assessments submitted) in comparison to 

Wessex (2,707 assessments submitted).  

Additionally, more AMHPs and s.12 doctors were trained in KSS (119 and 215, respectively) 

in comparison to Wessex (54 AMHPs and 75 s.12 doctors trained); potentially accounting for 

the greater recorded assessment activity (i.e., if there are more trained staff available to 

perform assessments; possibly more assessments could be performed). By exploring these 

metrics further, the ratio of assessments to AMHPs in KSS and Wessex is approximately 45 

and 50 assessments per AMHP, respectively (i.e., the greater the ratio, the more 

assessments are submitted per AMHP). The reasons for the differences in the number of 

assessments submitted per AMHP is unknown and could be due to local need for the 

service, demographic differences, clinical buy-in, a change in system pressures due to 

COVID-19, deployment stage etc. Further analysis should be undertaken to further 

understand the reason for differences in activity across the regions.      

 

3.2. Unmodelled benefits 

As the high-level impact analysis sought to identify the potential workforce benefits and 

costs that could be monetised, several key benefits, as identified within the Wessex 

evaluation, could not be accounted for within this analysis due to the qualitative nature of 

these benefits (Wessex AHSN, 2020). The potential unmodelled benefits (Figure 8) are wide 

ranging and will be beneficial in different ways depending on the outcome (NHS cash 

releasing, NHS non-cash releasing, and social benefits).  
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Figure 8. Potential gross modelled benefits vs. potential unmodelled benefits of S12 Solutions across KSS, and 

Wessex (April 2020 to April 2021). The solid circles represent the analysed benefits (£ values given). Potential 

unmodelled benefits (circles with softer edges) have been indicated but no monetary value has been calculated.  

 

 

4. Caveats 

4.1. General model limitations 

All figures produced are based on literature and collected metrics. Without a service 

evaluation mapping AMHP’s and s.12 doctors’ experience, the true effect of S12 Solutions 

cannot be known and represented appropriately. Additionally, the majority of model 

assumptions are drawn from Wessex sources (i.e., are based on a specific AHSN where 

regional variability may occur for outcomes within other regions). 
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Economic analysis is not an exact science, and the outputs should be seen as a guide to 

decision-making, not as a substitute for experienced local knowledge. There will always be a 

need for assumptions or reliance on secondary data, which limits the ability to generalise 

and draw broad policy lessons from an individual project or programme review. As such, all 

outputs from the model are subjected to a range of risk and sensitivity tests, to understand 

more about the degree of confidence with which the outputs from the model should be 

treated. 

 

4.2. External validity  

Some of the model’s input data was taken from an evaluation conducted in Wessex. This 

included time released to admin staff, the reduction in time spent by AMHPs in arranging 

assessing teams, the AMHP and s.12 doctor uptake rate, the reduction in travelled miles, 

and the reduction in time spent travelling were taken from an evaluation conducted in 

Hampshire and Southampton (Wessex AHSN, 2020). Notably, Hampshire AMHP findings 

were utilised due to a greater sample size. The evaluation was based on questionnaire 

results. Limitations of using the questionnaire’s results include a small sample size, AMHPs 

(n=22) and s.12 doctors (n=27). Samples were bound to a specific region in the UK and may 

not produce results that are representative of the AMHP and s.12 doctor populations across 

the UK. Additionally, the number of baseline questionnaires collected was not equivalent to 

the number of follow up questionnaires collected; potentially limiting findings post the 

implementation of S12 Solutions.  

 

4.3. In-year analysis 

Within this analysis, the base year and first year are the same, therefore, certain economic 

factors could not be included within the model. For example, no discounting was applied. As 

this evaluation entailed an in-year analysis, benefits have been explored retrospectively and 

typical economic measures could not be obtained. Instead, the net benefit and the indicative 

BCR were used as a proxy for a Net Present Value (NPV) and Benefit Cost Ratio (BCR). 

Although the in-year analysis assesses population and uptake figures within the year the 

data were collected; a definitive impact cannot be calculated as patient outcomes and 

pathways were not recorded. While these elements also apply to a cost-benefit analysis 

(CBA, which estimates future economic impacts), a CBA is considered more economically 

robust than the in-year analysis as the CBA assesses forecasted economic outcomes over a 

more prudent five-year period rather than the one-year period.   
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As this is an April 2020 to April 2021 in-year analysis, the health economic findings cannot 

be compared against other sites in future years. To compare NPVs and BCRs for different 

sites in future years a CBA would be the more robust and prudent analysis to utilise. The in-

year analysis should only be used as an estimate of past impacts based on an analysis that 

has been conducted using retrospectively collected metrics.  

External quality assurance of the high-level impact analysis has been carried out by Richard 

Heys, an experienced economist who is content that the modelling undertaken is accurate 

and that optimism bias has been appropriately applied. An internal quality assurance 

process verified modelling assumptions in terms of reviewing model sources. 

 

4.4. Time released 

This high-level analysis suggests that time has been released across admin staff, AMHPs 

and s.12 doctors; however, the analysis could not detail which area of the pathway benefits 

from this non-cash releasing impact. S12 Solutions enables s.12 doctors to spend less time 

travelling; however, the intervals and duration of this time released to further care have not 

been explored within this evaluation paradigm. For example, the type of care, or activities 

that could be delivered would differ if just over 2.5 hours of clinician time a year are released 

as several five-minute slots as opposed to 30-minute slots. 

AMHP time released 

Due to a lack of data and small sample sizes, an anecdotal figure has been used to 

articulate the potential AMHP time released to further care. Notably, within this high-level 

analysis the time released only relates to the potential time saved through S12 Solutions 

when arranging an assessing team for an s.136 assessment (i.e., there is no distinction of 

the potential time saved through different types of assessments; therefore, time savings 

could vary depending on the type of assessment performed). Additionally, the percentage of 

hours worked outside of contracted hours have not been considered (i.e., in this instance 

benefits could be understated).  

Further work, using qualitative and quantitative methods, should be undertaken to produce 

more robust figures regarding time released across professional groups 

(‘Recommendations’ section).  
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4.5. Associated solution costs 

It is worth noting that some sites may have received funding from NHS England for S12 

Solutions. Furthermore, the AHSN Network has supported the growth of S12 Solutions by 

helping leverage £500k investment in the company (The AHSN Network, 2021). The split of 

this investment between the AHSNs remains unknown, for this reason it was not included as 

a cost and costs may be understated within the model. 

It is not clear how training costs will vary depending on availability of training material, 

clinician, clinician experience with the solution, implementation stage of the solution etc. (i.e., 

annual training may not be required for clinicians who frequently use the solution). The 

nature and frequency of training required per clinician and associated clinician banding 

should be better defined to further refine associated training costs.  

Furthermore, the number of s.12 doctors and AMHPs trained are approximates provided by 

S12 Solutions. These figures should be viewed as approximates due to the nature of how 

frequently the training is delivered and the change in the way training is tracked by S12 

Solutions (Edwards, 2022). For example, the level of training data is not granular enough to 

understand if a staff member has attended multiple training sessions.  

 

 

5. Recommendations 
If future evaluations on S12 Solutions are to be undertaken, consensus should be reached 

on how metrics are recorded across the AHSNs (e.g., number of claims forms processed, 

frequency and nature of training required to use the solution). By considering the key 

information and metrics needed to quantify potential benefits and costs, data collection 

frameworks could be created and implemented, enabling appropriate comparative data 

sources, rather than the use of anecdotal evidence. Additionally, data collected consistently, 

across comparator sites (AHSNs where S12 Solutions has not been implemented), over a 

longer period could provide insight into potential seasonal variation and embedding periods. 

Recording metrics associated with benefits within the Local Impact Tool could aid in further 

evidencing S12 Solutions’ impact on the healthcare system (Appendix B). 

Further useful metrics could include the reduction in mental health related A&E admissions 

since the implementation of S12 Solutions. For example, the timeous arrangement of MHA 

assessments could reduce the risk of patients becoming distressed (potentially impacting 

QALYs), or causing harm to themselves, or those around them. Such anecdotal findings 

could correlate with a reduction in A&E admissions. Recording and monetising this metric by 

multiplying the number of admissions avoided by the cost of an A&E admission may result in 
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further benefits. Additionally, further potential benefit streams could include the reduction in 

carbon dioxide emissions because of fewer miles travelled. This benefit stream could be 

important due to the Net Zero ambition of the NHS (NHS, 2021).  

Region specific figures could better define time released to admin staff, the reduction in time 

spent by AMHPs in setting up assessments, AMHP and s.12 uptake rate, the reduction in 

travelled miles, and time spent travelling. Furthermore, qualitative studies could be 

conducted to better understand how time released to admin staff, AMHPs and s.12 doctors 

is reallocated within the healthcare system, and what percentage of hours are released 

within contracted hours.  

Utilising a health economic model such as a CBA, which assesses economic outcomes over 

a forecasted period of five years, would incorporate economic metrics such as NPV and 

BCR. These inform solution performance and health economic factors (such as inflation2, 

deflation, discounting etc.) and could provide further robust findings on S12 Solutions. 

Further pragmatism could be added by including benefit and cost specific OB, sensitivity3 

and scenario4 analysis. Additionally, a sensitivity analysis could infer which factors are most 

influencing modelled outcomes and could provide further insights on the difference in 

outcomes across AHSNs. For example, further understanding how assessments submitted 

and training of different professional groups affect outcomes.  

Although focus has been placed on metrics and data that can be converted into a monetary 

benefit, the collection of qualitative data is important in reporting the potential benefits of S12 

Solutions to the workforce and patients. Surveys and feedback provide insight on the 

impacts experienced by staff and patients and may allow for unmodelled benefits to be 

analysed and further metrics to be uncovered. Unmodelled benefits, such as improved 

patient experience has not been included in this analysis. The improved efficiency of patient 

MHA assessments through S12 Solutions, could result in a reduced risk of self-harm or 

harm to others by patients. Part of this analysis used the survey conducted in Hampshire 

and Southampton; however, there were limitations to this survey, such as a small sample 

size and a non-representative geographic orientation of the population of this study. Surveys 

addressing these limitations may result in more representative findings.  

 

 

 
2 Adjusting for inflation removes the general effects of inflation, and presents costs and benefits included within the appraisal in 
‘real’ base year prices rather than in nominal prices. Nominal prices reflect current monetary value (i.e., do not account for 
inflation). 
3 A modelling technique that assesses the extent to which each input is contributing to output uncertainty. 
4 Scenario analysis is a form of ‘what if’ analysis and is considered useful where there are future uncertainties within the 
implementation of solutions or programmes.  
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6. Conclusion 
Within this evaluation paradigm, key monetisable benefit streams of S12 Solutions were 

predominantly workforce focused. Considering the limitations of the collected metrics and 

analyses, this report and methodology provide an initial approach in estimating monetary 

outcomes. 

Overall, S12 Solutions may result in savings for the NHS and could assist a strained 

workforce by addressing the current issues surrounding the MHA assessment process and 

releasing AMHP time for further care; however, further analysis would be required to 

understand the variability of savings across different geographic regions of the UK.  
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Appendices 

Appendix A - Results 

KSS 

Table 3: Potential outcomes within the current S12 Solutions population within KSS across for April 2020 to April 

2021. Indicative BCR= Indicative benefit cost ratio. 

  

 

 

Benefits Total

AMHP time released to further care £229,073

Reduction in admin staff time required to process claim forms £6,580

Reduction in S12 doctor mileage claims £6,221

s.12 doctor time released to further care £56,683

Total Benefits £298,557

s.12 doctor training costs £34,439

AMHP training costs £13,836

Annual solution cost £73,658

Total Costs £121,933

Net benefit £176,624

Net benefit per assessment £33

Indicative BCR 2.45

Workforce benefits

Costs
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Wessex 

Table 4: Potential outcomes within the current S12 Solutions population within Wessex across for April 2020 to April 

2021. Indicative BCR = Indicative benefit cost ratio. 

   

 

 

 

 

 

 

 

Benefits Total

AMHP time released to further care £116,320

Reduction in admin staff time required to process claim forms £3,341

Reduction in S12 doctor mileage claims £2,170

s.12 doctor time released to further care £19,773

Total Benefits £141,604

s.12 doctor training costs £12,014

AMHP training costs £6,279

Annual solution cost £62,790

Total Costs £81,083

Net benefit £60,521

Net benefit per assessment £22

Indicative BCR 1.75

Workforce benefits

Costs
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Combined AHSNs 

Table 5: Potential outcomes within the current S12 Solutions population within KSS, and Wessex across for April 2020 

to April 2021. Indicative BCR = Indicative benefit cost ratio. 

 

 

 

 

 

 

 

Benefits Total

AMHP time released to further care £345,393

Reduction in admin staff time required to process claim forms £9,921

Reduction in S12 doctor mileage claims £8,391

s.12 doctor time released to further care £76,456

Total Benefits £440,161

s.12 doctor training costs £46,453

AMHP training costs £20,115

Annual solution cost £136,448

Total Costs £203,016

Net benefit £237,145

Net benefit per assessment £30

Indicative BCR 2.17

Workforce benefits

Costs
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Appendix B – Local Impact Tool 

The Local Impact Tool summarises the potential impacts of various initiatives on the wider 

health care system. These initiatives have been implemented across AHSNs. 

To fully understand the spread and impact of these local initiatives, the benefit streams 

associated with each initiative and the cumulative change in the metric measured since April 

2020 is reported. To document their impact on the healthcare system, it would be beneficial 

to monetise these benefits. This paper serves as a good example of how benefits for an 

initiative can be monetised using high-level estimation to further evidence initiative impacts. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://prod-uk-a.online.tableau.com/#/site/kssinsights/views/LocalProgrammesDashboard/SUMMARY
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