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1 EXECUTIVE SUMMARY
The aim of this OBC is to seek approval for the allocation of funds to develop a Health & Wellbeing Hub
(H&WH) at the remaining vacant land of the former St George’s Hospital in Hornchurch, part of the Borough
of Havering in North East London (NEL).

1.1

A new model of integrated care

The investment objectives for the proposed development of the H&WH, developed and agreed by
stakeholders at two engagement workshops, are described in the strategic case and encompass the following
categories:
•
•
•
•

Provide prevention and person centred care
Boost out of hospital care
Expand primary care model and embed PCN offer
Increase capacity in diagnostics

Health and care partners across NEL have been working together to design the hub at St George’s which
will provide integrated primary, community, mental health and local authority care services on a single, local
community site. The hub will also allow for renal dialysis and some outpatient services to be delivered in the
community closer to home, away from an acute hospital site. It will provide an integrated person-centred
model of care to wrap-around the needs of local residents, as well as much needed additional capacity for
the system. The hub will also help to address social determinants of health by providing care closer to home
and focusing on wellbeing and prevention of poor health in the local population. The goal is for the hub to
develop an exemplar model of integrated health and social care that can be shared as an example of good
practice and innovation, and that other systems can learn from.

1.2

Development of this investment case

Delivering on the vision for the model of care at the Health and Wellbeing hub has been worked through over
a number of years. The ideal model is to have services co-located within a building that can serve as a health
and care facility as well as a wider community asset. The requirements in terms of capacity and space have
been established through engagement with stakeholders and forecasting future activity. A number of options
have been put forward and appraised against the investment objectives, supported by detailed financial and
economic analysis of costs, revenue, benefits and risks. This has arrived at the preferred option to develop
the Health and Wellbeing Hub at the old St George’s hospital site in Havering, South Hornchurch, which
delivers the best value for money.

1.3

How the system is working together to support this OBC

The OBC is the result of a collaboration between the following local health and social care organisations:
•
•
•
•
•

North East London Health and Care Partnership (NELHCP)
NHS North East London Clinical Commissioning Group (NELCCG)
The London Borough of Havering (LBH)
South Havering Primary Care Network (PCN)
Barking, Havering and Redbridge Integrated Care Partnership (BHR ICP)
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•
•
•

North East London NHS Foundation Trust (NELFT)
Barking, Havering and Redbridge University Hospitals NHS Trust (BHRUHT)
Barts Health NHS Trust (BHNT)

The two Senior Responsible Officers (SROs) are Professor Oliver Shanley OBE, Chief Executive of NELFT
on behalf of NELFT and Steve Rubery, Director of Commissioning & Performance at BHR ICP, on behalf of
the ICS. They are supported by the NHS project governance structure and a number of external advisers.
The proposed investment was identified as the number one investment priority within the North East London
Estates Strategy (See Appendix 1.1) and the STP Capital Wave 4(b) bid was approved by the Prime
Minister’s announcement in 2019. Given the advanced stage of design and detailed planning application,
the aim is for the Hub to be built and in operation by the autumn of 2023, meeting the timetable for the STP
Capital Wave 4(b) allocations.
This OBC seeks approval of:
•
•
•

Total net capital investment of £27.7m to redevelop the St George’s Hospital Site in Hornchurch into
the new H&WH
Central support of £17m from Wave 4b funding with the remaining £10.7m cash to be provided by
NELFT, partially offset by the sale of Elm Park at £968k
The remaining CDEL cover after Wave 4(b) funding of the same amount will be met within the ICS
CDEL limits over the 22/23 and 23/24 financial years, with a potential upside of London CDEL cover
if there is slippage during the build period
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2 INTRODUCTION
2.1

Purpose of the OBC

The purpose of this document is to demonstrate a compelling case for change and set out a clear Outline
Business Case (OBC) for the development of the St George’s Health and Wellbeing Hub (H&WH), in order
to confirm the preferred option, prepare the scheme for procurement and plan for successful delivery. St
George’s H&WH is part of the government’s Health Infrastructure Plan (HIP) as a Wave 4(b) scheme.
The OBC also ascertains affordability, quantifies the benefits, and details the funding, procurement and
management arrangements that need to be put in place for successful delivery of this scheme. The strategic
case explains how the proposed solution will address service requirements and constraints.
The OBC follows the recommended Five Case Model as per the UK HM Treasury Business Case Guidance
(The Green Book: appraisal and evaluation in central government HM Treasury guidance on how to appraise
and evaluate policies, projects and programmes 3 Dec 2020 1). The five cases are strategic, economic,
financial, commercial and management.
The OBC is underpinned by local and national transformation strategies, and detailed and innovative design
proposals. Feedback from public consultation on the design of the building has indicated strong support for
the project. The scheme has been submitted for full planning application and the design team is continuing
to develop the design to RIBA Stage 4.

2.2

Scope of the OBC

This OBC specifically addresses the health care needs of the population of Havering and develops the model
for transforming services to deliver integrated care closer to peoples’ homes.

2.3

How local partners are working together to support the OBC

The OBC is the result of collaboration between local health and social care organisations, who have identified
this project as a top local priority and have worked in partnership for the last five years to deliver it. The
partners are shown in the table below:
Figure 2.1 Local partners helping to support the OBC

1

Organisation

Description

North East London
Health and Care
Partnership
(NELHCP)

•

NHS North East
London Clinical
Commissioning
Group
(NELCCG)

•

•
•

•

Supports delivery of integrated care systems within North East London to
drive transformation of care at the local level.
The building block of the approach is the 8 borough-based partnerships.
Covers a population of over 2 million people.
Single CCG formed on 1/04/2021 through the merger of the 7 CCGs in North
East London and is made up of 276 GP practices and 49 PCNs.
Key aims are to tackle health inequalities and unwarranted variation and
to respond to the health and care needs of local people by redesigning
services differently to meet increasing demand.

https://www.gov.uk/government/publications/the-green-book-appraisal-and-evaluation-in-central-governent
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The London
•
Borough of Havering
(LBH)
Havering Health and
Wellbeing Board
(HH&WB)

•
•
•

South Havering PCN

•
•

•

North East London
NHS Foundation
Trust
(NELFT)

•
•
•

Barking, Havering
and Redbridge
University Hospitals
NHS Trust
(BHRUHT)

•

Barts Health NHS
Trust (BH)

•

•

•
•
•
•
•

The Borough works with their local community helping young and old fulfil
their potential through high-achieving schools and by supporting people to
live safe, healthy and independent lives.
Partnership between the Borough, the local NHS and Havering Healthwatch
with the aim that ‘everyone in Havering enjoys a long and healthy life; and
has access to the best health and social care services’.
Focuses on the wider determinants of health, lifestyle and behaviours as
well as local health and care services.
A key aim is to promote the integration of health, housing and social care
services at a locality level.
17 member practices and 76 GPs in total. Given the natural geography of
South Havering PCN, the registered patient population of c.107,000 people
will be primary users of the H&WH.
Each Havering PCN is small enough to provide the personal care valued by
both people and GPs, but large enough to have impact and economies of
scale through better collaboration between GP practices and others in the
local health and social care system.
Facilitates collaboration between service providers and long-term care
coordination for their population, whilst GP members, and the wider primary
health care teams, act as advocates for their patients.
Provides an extensive range of integrated community and mental health
services for residents of the London boroughs of Barking & Dagenham,
Barnet, Havering, Redbridge, Waltham Forest and Medway.
A key aim is to lead and support integrated working and care delivery,
collaborating with partners and to focus on integrating physical and mental
health, and social support services to achieve patient centred outcomes.
Priority is to standardise care, reduce variation across the services to deliver
the best care consistently to patients and deliver the care as close to home
as possible.
Services operate from 2 main sites: Queen’s Hospital in
Romford (Havering) and King George Hospital in Goodmayes (Redbridge)
and provide outpatient services at Brentwood Community Hospital, Barking
Hospital, Loxford Polyclinic and Harold Wood Polyclinic.
Queen’s Hospital is a large acute hospital which opened in 2006 and
operates a full A&E service with a hyper-acute stroke unit and an Urgent
Care Centre. Its specialties include one of the largest maternity units in the
country together with the Queen’s Birth Centre, a renal dialysis unit and a
specialist neurosciences centre.
BH operate from a group of hospitals: The Royal London, St Bartholomews,
Whipps Cross, Newham Hospital and Mile End Hospital
Royal London Hospital is a major teaching hospital, providing local and
specialist services
St Bartholomews is a regional and national centre of excellence for cardiac
and cancer care
Whipps Cross and Newham Hospital are district general hospitals
Mile End Hospital provides non-acute inpatient, rehabilitation, diagnostic and
community services
The specialist medicine division provides renal dialysis services
across North East London from facilities in:
o The Royal London – 60 stations
o Whipps Cross Hospital – 53 stations
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o
o
o

Newham hospital – 30 stations
King George’s Hospital – 20 stations (satellite unit)
Queen’s Hospital – 19 stations (satellite unit)

The two Senior Responsible Officers (SROs) for this project are Professor Oliver Shanley OBE, Chief
Executive of NELFT and Steve Rubery, Director of Commissioning & Performance at BHR ICP, on behalf of
the ICS. There is a Project Board that reports to all stakeholder Boards. This structure is set out in the
Management Case.
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3 STRATEGIC CASE
3.1

Purpose of the Strategic Case

The purpose of the strategic case is to:
•

•
•

3.2

Outline a robust case for change that demonstrates a clear understanding of the existing
arrangements and challenges faced within the system, as well as the rationale, drivers and objectives
for the investment proposal.
Demonstrate how the proposal for improvement provides strategic fit with relevant policies and local
health strategies.
Identify the SMART (Specific, Measurable, Achievable, Relevant and Time constrained) objectives
that will demonstrate the shift from business as usual to the delivery of the investment objectives and
the associated benefits.

Structure of the strategic case

The strategic case sets out:
•
•

•
•

•

•

Part A: The strategic context – alignment with national and local strategic drivers
Part B: The case for change – identifying the challenges
o Challenges for the residents of Havering (demographics and health needs)
o Challenges for service provision and estate
Part C: The Investment Objectives
Part D: Responding to the Case for Change – developing the new model of integrated care
o Investment objective 1: Promote and maintain wellbeing and person-centred care
 The community hub
 Principal benefits
o Investment objective 2: ‘Boost out of hospital care’
 Including rationale and patient benefits for each service
o Investment objective 3: Expand primary care model and embed PCN offer
 Including rationale and patient benefits for the service
o Investment objective 4: Increase capacity in diagnostics
 Including rationale and patient benefits for each service
Part E: Enablers for delivering the new model
o Workforce
o Engagement in developing the model
o Digital infrastructure
Part F: Meeting the requirement
o Capacity required for each service to meet the demand
o Background of St George’s as a viable location to deliver the model

The strategic case demonstrates an understanding of historical and existing arrangements: the business as
usual (BAU) needs and related problems and opportunities, and the potential benefits, rationale and
dependencies associated with the proposal for the H&WH.
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3.3

Part A: The Strategic Context

3.3.1 Strategic drivers for change
This OBC responds to, and aligns with, national and local strategic drivers by outlining a solution that will:
•
•
•
•
•

Integrate community, primary, mental and social care services to reduce fragmentation for patients
Deliver services outside an acute hospital setting
Move care closer to people’s homes
Build resilience in primary care
Make optimum use of public estate.

The national and local strategies and policies that are relevant to this OBC are listed below:
National
•
•
•
•
•
•
•
•
•
•

NHS Five Year Forward View (October 2014) and the Next Steps on the NHS Five Year Forward
View (March 2017)
NHS Five Year Forward View for Mental Health (Feb 2016)
General Practice Five Year Forward View (Apr 16)
NHS Long Term Plan and Long Term Plan Implementation Framework (2019)
Transforming Urgent and Emergency Care Services in England (2013)
The Naylor Report (2017)
Primary Care Estates: Ownership Reformation and PCN Cavell Centres
We are the NHS: People Plan 2020/21 – action for us all
Next steps to integrating care (2020)
ICS Operational Planning Guidance (March 2021) that includes the COVID-19 recovery plan for
patient care and staff wellbeing

Local
•
•
•
•
•
•
•
•
•
•

Journey to a New Health and Care System – NHS London (Apr 2020)
Towards Integrated Care: Delivering on the NHS Long Term Plan Commitments in North East
London (March 2019)
Strategic Delivery Plan (2019/20)
North East London Primary Care Strategy
Joint Havering Health and Wellbeing Strategy
North East London Health and Care Partnership Estates Strategy
BHR Strategic Estates Plan
North East London Foundation Trust (NELFT) Estates Strategy
North East London’s response to the COVID-19 pandemic – next steps (Phase 3)
October 2020
North East London NHS Foundation Trust (NELFT) Strategy

The tables attached within Appendix 3.1 describe in detail how the proposals in this case are strongly aligned
with these strategies.

Page | 13

St George’s Health & Wellbeing Hub: Outline Business Case

3.3.2

Bringing care closer to home

A key part of the future direction for the NHS, as set out in the NHS Long Term Plan, is the development of
Integrated Care Systems (ICSs). ICSs are part of a fundamental shift in the way health and care are
organised. Following several decades which emphasised organisational autonomy, competition and the
separation of commissioners and providers, the ICS depends instead on collaboration and a focus on places
and local populations as the driving forces for improvement.
The NHS was set up primarily to provide episodic treatment for acute illness, but there are growing numbers
of older people with complex needs and people living with long-term conditions. As a result, the NHS and its
partners need to work differently by providing more care out of hospital closer to people’s homes and breaking
down barriers between services.
The case for collaborative working in the health and care system has been strengthened by the experience
of the COVID-19 pandemic. The response to the pandemic has rested on different parts of the system working
together to address the public health emergency, enable continued provision of essential services and to
support people to remain well in their communities. Many health and care professionals emerged from the
initial stages of the pandemic with renewed conviction about the benefits of collaboration and a determination
to build on the progress made.
Much of the activity to integrate care and improve population health will be driven at a place or borough level
within the ICSs and through teams delivering services working together on neighbourhood footprints.
Havering is such a place where integration, collaboration and moving care closer to home will result in an
improved model of care to address the health needs of the local residents.
The planned development outlined in this OBC supports delivery of these strategies by:
•
•
•
•
•

3.4

Transforming primary and community care
Integrating health, social care and the voluntary sectors
Building new models of patient centred care focused on prevention and self-management
Building resilience, capacity and capability in general practice
Improving efficiency and effectiveness of the NHS estate

Part B: The Case for Change – identifying the challenges

This section outlines the population health needs of the local residents of Havering, and the main challenges
facing the delivery of services across the system.

3.4.1

Challenges for the residents of Havering

Demographics
The health and care services in Havering are all coming under greater pressure due to a growing and ageing
population, a capacity pressure on the system that current service provision is unable to accommodate.
Based on the Greater London Authority (GLA) housing-linked population projections, the population of
Havering is projected to increase from 258,334 in 2019 to 292,396 in 2029 - a 13% increase over 10 years.
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Much of this growth is due to occur in and around the town centre and in the south of the borough, particularly
in South Hornchurch due to housing development (see Appendix 3.2).
The analysis in Figure 3.1 shows that the largest increases in population are amongst the older adult groups
and children and young people (0-19 years).
Figure 3.1 Population age profiles for Havering

Havering has the oldest population compared to other boroughs in London. Almost half (48%) of all oneperson households in Havering are occupied by persons aged 65 years and over, (the highest proportion in
London). Assuming the population continues to be affected by ill health at the current rate, then the demand
for health and social care services will grow significantly in line with this population growth, particularly for
frailty and dementia services and those supporting long term condition management.
People living in the most deprived wards of the population have significantly shorter life expectancies than
the Havering average, highlighting the health inequalities in the borough. For many, the increased years of
life achieved in recent decades are marred by ill-health, frailty and dependency on health and social care
services. There are marked inequalities in health outcomes between communities, reflecting variations in
socioeconomic factors and levels of deprivation within the Borough (see Appendix 3.3).
There is also significant growth in the population of children and young people aged 0-19, meaning a model
of care is required which can cater for the needs of all age groups and families.
Key health issues for the residents of Havering relevant to the OBC (based on JSNA outputs 2018/19,
unless otherwise indicated)
Obesity
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In 2019/20, 67% of adults registered with a General Practice in Havering were overweight or obese and
proportion of Year 6 children in Havering that are overweight or obese is higher than the England average
(19/20).
Obesity is a major risk factor for multiple long-term conditions and cancers. Preventative strategies need to
be prioritised to reduce this, particularly in the more deprived parts of the borough.
Long Term Conditions (LTCs)
Cancer, heart disease and stroke are the main causes of premature deaths in the borough, causing 620
(28%) premature deaths each year (defined as deaths occurring before 75 years of age). The prevalence of
patients with long-term conditions such as diabetes, chronic heart disease, cancer, chronic obstructive
pulmonary disease (COPD) and hypertension in Havering is significantly higher than the London average,
although similar to the England average (see Figure 3.2). Within Havering, South Havering PCN has the
highest proportion of patients with a long-term condition at 24%. This is likely to be linked to the older age
profile of the PCN catchment. There are an increasing number of Havering residents living with long-term
conditions and this has a significant impact requirement for healthcare services, particularly use of urgent
and emergency health and social care services.
Figure 3.2 LTC prevalence rates

National/Region/Borough
England
London region
Havering CCG
Redbridge CCG

%
22.8
16.7
24.0
18.9

Barking and Dagenham CCG

18.5

Data source: Bridges to Health Segmentation model, NHSE

The number of people living with diabetes in Havering is increasing – albeit prevalence varies between wards.
The prevalence of diabetes is lowest in Upminster (47.3 per 1000 persons aged 17 and over) and highest
in South Hornchurch (70.1 persons a88ged 17 and over).
Complex long-term conditions and multimorbidity are also on the rise. Existing systems are inefficient in
caring for people with multimorbidity and a wider, multidisciplinary and integrated approach is necessary. The
impact of multi-morbidity is profound; individuals with five or more long term conditions are three times more
likely to attend A&E and 13 times more likely to be admitted for an emergency. The average number of
inpatient bed days is predicted to be up to 23 times greater compared to patients with no LTC. People with
multiple long-term conditions also have markedly poorer quality of life, poorer clinical outcomes and longer
hospital stays – as a result, they drive the greatest level of spend within the NHS.
Challenges relating to the care of people with multiple needs are system-wide and require a collaborative
care model comprising early intervention and prevention, multi-disciplinary case management, systematic
follow-up and working that is better integrated.
Cancer
In Havering, the number of patients registered as living with cancer has grown over the past 5 years, from
2.1% in 2014/15, to the most recent figure of 3.3%. Current rates exceed those of neighbouring boroughs,
as well as the average for London as shown in Figure 3.3.
Figure 3.3 Cancer prevalence rates
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National/Region/Borough
England
London region
Havering CCG
Redbridge CCG
Barking and Dagenham CCG

%
3.1
2.1
3.3
2.0
1.6

Data source: NHS digital QOF, 2019/20

The under 75 mortality rate from cancers considered preventable (2017/19, 2019 definition) is higher for
Havering than for the London region as a whole. There are also marked variations in mortality rates between
the local boroughs:
Figure 3.4 Under 75 mortality rate from cancers considered preventable by CCG (2017/19, 2019 definition)

National/Region/Borough
England
London region
Havering CCG
Redbridge CCG
Barking and Dagenham CCG
Data Source: Fingertips PHE profile, 2017-19

%
54
48
54
35
62

Renal dialysis
For Havering, approximately 10 out of the 85 (12%) chronic dialysis patients currently dialyse at a renal unit
that is not the closest unit to their home. With most dialysis patients attending units three times a week for
four hours each time, travel time is a key determinant of patient experience. The growth rate of patients
requiring renal dialysis services over last 10 years are shown in this table:
Figure 3.5 Growth rate of patients with expanded haemodialysis (HDx) therapy (the latest evolution in haemodialysis)
over the last 10-years

National/Region/Borough
Havering
Redbridge
Barking and Dagenham
Total for BHR
Total Barts Health

%
40
33
61
43
29

Data Source: General Manager for Specialist Medicine, Barts Health

There is a level of underlying growth in outer NEL where dialysis services growth is 4-5% per year. Major risk
factors for kidney failure include obesity, diabetes, hypertension and age. As rates of these conditions are
expected to rise with the growing population of Havering, growth in the demand for renal dialysis is also
expected to continue rising. Additional capacity will be required in the future to accommodate this growth and
to ensure dialysis is made available to individuals within their catchment area.

Dementia and frailty
Dementia is a growing, global challenge. As the population ages, it has become one of the most important
health and care issues facing the world. The number of people living with dementia worldwide today is
estimated at 44 million people, set to almost double by 2030. Dementia and dementia care costs the health
and social economy more than cancer, heart disease and stroke combined.
Frailty is a common diagnosis in older people and those with long-term conditions, often characterised by
reduced physical and cognitive function and increased vulnerability to adverse health outcomes. ‘Frailty
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syndromes are used to describe these adverse health outcomes and include falls, immobility, incontinence,
delirium and medication side effects. As populations are becoming older and prevalence of long-term
conditions are on the rise, more people are being identified as frail. Although in the past frailty has been
considered a chronic condition, evidence suggests that early interventions within the community, including
home visits, health education and physical activity to build muscle strength, can significantly reduce indicators
of frailty and improve overall frailty status. 2
The proportion of people in Havering with dementia or frailty is 1.4%, which is similar to England overall, but
significantly higher than London and surrounding boroughs (see Figure 3.6). South Havering has the highest
proportion (1.7%) of patients with frailty or dementia out of all the Havering PCNs. This will be an increasing
problem in the future for Havering because of its ageing population.
Figure 3.6 Dementia and frailty prevalence rates

National/Region/Borough
England
London region
Havering CCG
Redbridge CCG
Barking and Dagenham CCG

%
1.4
0.9
1.4
1.0
0.8

Data source: Bridges to Health Segmentation model, NHSE

Figure 3.7 (from the Joint Dementia Strategy for Havering 2017- 2020) shows that dementia is more common
in Havering (0.7%) than in London (0.49%) but similar to England (0.74 %), based on GP registers. It is
estimated that around half of people living with dementia are undiagnosed.
Many people with dementia will also be living with other long-term conditions, as the risk factors for certain
dementia types are similar to those that result in conditions such as cardiovascular diseases (CVD) and
diabetes. People with a learning disability are more at risk of developing dementia compared with the general
population, with a significantly increased risk for people with Down’s syndrome and at an earlier age.
This emphasises the requirement for future models of care to cater for the needs of an ageing population,
particularly addressing the needs of those who are frail or have dementia.

Figure 3.7 Prevalence of dementia in registered patient, all ages, London boroughs and England 2014/15

2

John Travers, Roman Romero-Ortuno, Jade Bailey and Marie-Therese Cooney. British Journal of General Practice 2019; 69
(678): e61-e69. DOI: https://doi.org/10.3399/bjgp18X700241
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Mental Health
The prevalence of depression in people 18 and over in Havering is increasing. Rates more than trebled over
the years 2013/14 and 2019/20 from 3.1% to 9.9%. Symptoms of depression, as with many other health
conditions can be linked to deprivation. The prevalence of depression varies between wards, from 56.6 per
1000 persons aged 17 and over in Upminster to 113.0 per 1000 persons aged 17 and over in Gooshays (a
more deprived ward in Havering).
Figure 3.8 Prevalence of depression for people aged 18+

National/Region/Borough
England
London region
Havering
Redbridge
Barking and Dagenham

%2013/14
6.5
4.8
3.1
4.0
3.8

% 2019/20
11.6
8.2
9.9
6.3
8.1

Data source: PHE Fingertips, QOF

COVID-19 pandemic and long-term conditions
During the height of the COVID-19 pandemic, attention was diverted away from primary care’s key roles in
early detection of disease and management of long-term conditions. Comparing April to August 2020 with
the same period in 2019, the total number of general practice appointments in England fell by 20.8%, from
120.66 million to 95.52 million. This suggests that substantially fewer planned care appointments took place
in 2020. The resulting backlog, combined with the prioritisation of COVID-19 in secondary care, has led to
further shortfalls in the care of non-COVID-19 illness.
Between 27 March and 5 June 2020, most excess mortality was associated with COVID-19. However, delays
in diagnosis and suboptimal management of people with long term conditions will cause rises in non-COVID-

Page | 19

St George’s Health & Wellbeing Hub: Outline Business Case

19 mortality, particularly from cancer and cardiac disease. If lower consulting rates persist and the backlog
of planned care is not cleared, people with long term conditions are more likely to experience adverse
outcomes, including death (Source: BMJ 2020;371:m3793).
COVID-19 and estate
Learning from the experience of COVID-19, we know that planned new facilities will need to build in resilience
to help minimise the impact of future pandemics.
The NEL infrastructure plan highlights a number of key areas for consideration:
•
•
•
•

Layout of premises should facilitate social distancing, including segregated flows and make best use
of waiting areas.
The size of estate required should take into account the impact of digitising records, location agnostic
working, and opportunities for flexible working.
Centralised hubs can provide alternative treatment locations hubs can provide alternate access points
to health and care, where primary care practices are sparse.
Modernising technology – there should be appropriate technology and connectivity to access the right
information at the right time, digital and telephone access to health and care and opportunities for
innovation in communicating with patients to promote self-care.

3.4.2 Challenges for service provision and estate
With increasing numbers of elderly residents in the locality, along with the increase in associated health
needs such as dementia, and frailty, the proposed investment will need to address a number of existing
challenges within the local health and care system. These include:
•
•
•
•
•
•
•
•
•

Unsuitable, insufficient and unsustainable General Practice accommodation in the South
Havering/Hornchurch area
Requirement for space to accommodate expansion of PCN teams through additional roles
Community teams operating from different sites which does not help to facilitate integrated working
to benefit patients
Requirement to relocate and re-model Renal Services currently located in Queen’s Hospital in line
with national strategy
Provision of dedicated Frailty services in the community
Pressure on the local A&E (exacerbated by COVID-19)
Urgent need for the expansion of A&E capacity at Queen’s Hospital in order to respond to CQC
required improvements
Requirement for increased capacity across the system for Cancer Diagnostic services
Requirement for increased capacity across the system for Talking Therapy services

Primary Care
There is a compelling need to address unsuitable, insufficient and unsustainable General Practice
accommodation in the South Havering and Hornchurch areas. There is also a need to provide additional
capacity to accommodate expanding PCN teams and the new roles being recruited to such as clinical
pharmacists, physiotherapists, social prescribers. In turn, this will support the delivery of more primary care
services, to help meet growing demand and expand the offer to patients.
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For most people, general practice is the first and most commonly used point of access to health care in the
UK, accounting for 90% of patient consultations and just below 8% of the total NHS budget. Primary
healthcare teams that include GPs, practice nurses, community nurses, midwives, health visitors and support
staff have had a major impact in helping patients to minimise the impact of chronic disease. Evidence of the
health-promoting influence of these teams has been accumulating ever since researchers have been able to
distinguish primary care from other aspects of the health services delivery system. 3 This evidence shows that
primary care helps prevent illness and death, even when taking into account confounding variables such as
socio-economic status.
Nationally, general practice is facing significant challenges in terms of growing demand, increasing
expectations and patients living longer with more complex morbidities and more than one long-term condition.
Recruitment of GPs is also a national issue. Currently poor retention of GPs is due to many leaving the
profession or retiring. To address some of these challenges, practices are coming together at scale to work
in primary care networks and new roles are being introduced, resulting in the creation of multidisciplinary and
multi-agency teams. GP practices, via these networks, are now working together with community, mental
health, social care, pharmacy, hospital and voluntary services in their local areas.
Making these teams function effectively is a complex task which can be supported by providing suitable
infrastructure. Whilst it is not necessary to be co-located to integrate teams, for example integration can be
supported by technology, co-location does support informal, social contacts which aids communication and
team building.
Primary care in Havering
Havering is amongst one of the most challenged boroughs in London in terms of the numbers of GPs and is
‘under-doctored’ with a lower GP to patient ratio than the national and London average.
Figure 3.9 GP and Practice Nurse to patient ratio in Havering (June 2021)

Area

GP to patient ratio

National average
1:1796
London average
1:1993
South Havering PCN
1:2191
For the practices considering a move into new facilities:
Upminster Bridge
1:2717
Upminster Medical Centre
1:4692*
(currently in caretaking)
*No GP WTE data available for
June 21 so March 21 figure has
been used instead
Drs Rahman and Tsoi, The
1:1627
Surgery

Practice nurse to patient
ratio
1:3729
1:6747
1:5346
1:2504
1:7640

1:6338

Data source: NHS Digital, Sep 2015 - June 2021

The current Havering primary care estate is characterised by converted, ageing residential buildings, which
impacts on the ability to enact service or workforce change. 72% of the current Havering primary care estate
is over 55 years old and transformation of the primary care estates is a key enabler in delivering the overall
vision for integrated care. Poor quality estate has also been outlined as a contributor to the challenges in
recruiting and retaining primary care staff in the area. Aside from outdated estate, there have been further
3

Starfield, B. et al Milbank Q. 2005 Sep; 83(3): 457–502. Doi: 10.1111/j.1468-0009.2005.00409.x
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issues where former partners who own the premises want to sell the premises, with three practices recently
having to find new locations as a result.
Many of the buildings within South Havering PCN do not offer any great potential to deliver operational
efficiency savings, or to increase the range of services being offered to patients and lack the capacity to cope
with the growing population. High level capacity planning, using the NHSE/I Space Estimator tool, indicates
that there is a current primary care capacity deficit of 1,029sqm as shown in the table in Appendix 3.4. With
the expected population growth in the area, this will equate to a further 250sqm requirement which the
existing practices cannot accommodate.
Added to the capacity and capability challenges of the primary care estate, some single-handed GPs are
nearing retirement age, with no succession plans in place. Alongside this, there is a national recruitment
crisis in general practice, to the extent that in many areas it is proving almost impossible to recruit new GP
partners.
Patient access is also an issue, with many residents struggling to get through to their GP on the phone or
facing long waits for appointments. Physical access can often present a problem for many people with
domestic buildings having clinical rooms upstairs with no space to install a lift.
Initiatives are already underway in primary care to improve retention and recruitment, such as the GP and
nurses SPIN model (Salaried Portfolio Innovation Scheme) and fellowship opportunities. In fact, two practices
in the area have recently taken on younger partners. However, certain enablers are required from the system
to support delivery of this work, for example, by providing high-quality facilities in which to work with more
appealing development opportunities 4.
The importance of investment in general practice infrastructure, including premises, has been emphasised
by the General Practice Forward View (2016) which has supported major capital investment in practice
premises to accelerate development. Primary care infrastructure is critical to support the ambition for care
closer to home, recruitment and retainment of workforce, and to enable improvement and expansion of
joined-up out of hospital care.
There is also a requirement to build capacity in the local system for the enhancement of PCN services in line
with national policy, this would require space to support the new PCN roles.
Community services
NELFT delivered community health services from the former St George’s Hospital until 2012, when services
were distributed to other buildings nearby, out of the locality, and sometimes out of the borough. This has
resulted in patients having to travel longer than necessary to receive some services and has created
disjointed teams that are often scattered across many different sites. It has made the integration of
community and mental health services with a wider range of services, including PCNs, extremely challenging
due to the lack of estate that can accommodate MDT working.
NELFT owns the freehold of Elm Park Clinic, which acts as a base for community health teams covering the
Hornchurch locality. The clinic was built in 1938 and despite refurbishments over the years, has reached the

4

https://www.england.nhs.uk/wp-content/uploads/2019/07/making-general-practice-a-great-place-to-work-gp-toolkit.pdf
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end of its life as a viable clinic. A new base is required for these within the locality and ideally co-located with
other services used by the same patient groups.
Acute service challenges
BHRUT currently delivers most of its acute services to the residents of Havering from Queen’s Hospital in
Romford. However, capacity issues are impacting on the ability to provide critical services that must be
delivered from an acute setting, such as A&E services. BHRUT also delivers services that could be more
appropriately provided in the community such as frailty assessment and treatment and certain outpatient
services, as well as hosting a Barts Health outpatient dialysis service. The challenges within acute capacity
are expected to worsen as the population across NEL continues to grow, and to age.
Accident and Emergency
The Accident and Emergency (A&E) department at Queen’s Hospital has approximately 200,000
attendances each year. Performance against the 4-hour target has not achieved the 95% standard for a
number of years, and CQC reports going back to 2013 rate the department as requiring improvement. A&E is
under severe pressure both in terms of physical space and the number of presentations to the department
which are unsustainable. Two of the most significant factors driving performance issues are the absence of
available inpatient beds and insufficient space to see and treat patients with minor injuries and illnesses at
Queen’s Urgent Treatment Centre. This leads to long waits in A&E which, for patients being admitted, has
the potential to significantly impact on patient length of stay, as well as increasing the risk of poor health
outcomes. High volumes of patients also increase the risk of nosocomial infection.
The availability of more physical space in Queen’s A&E could provide opportunities for improvement as part
of an overall A&E improvement programme to address the issues raised by the CQC
Frailty Unit
Situated on the ground floor at Queen’s Hospital adjacent to the A&E department is the Frailty Unit. Frailty
service readmission rates are high at Queen’s Hospital and the ability to transfer patients out of hospital when
they are medically fit for discharge is an on-going challenge, leading to longer than necessary length of stays.
These admissions are partly due to a lack of available preventative and support services in the community.
Rates of ambulatory care sensitive conditions
Unplanned emergency admissions for ambulatory care sensitive conditions (ACSC) describe those that could
have been prevented by interventions within the community, for example by primary care services. In
2019/20, there were approximately 2,361 emergency admissions for chronic ambulatory care sensitive
conditions in Havering. The rate for Havering is lower than national rates but higher than the London average.
Figure 3.10 Rate per 100,000 of emergency admissions for chronic ambulatory care sensitive conditions in Havering
(2019/20)

National/Region/Borough
England
London region
Havering
Redbridge

Rate per 100,000 registered
patients
921.6
765.9
840.6
828.3

Barking and Dagenham
1196.7
Data source: Hospital Episode Statistics (HES) Admitted Patient Care (APC), GP registered patient counts
from NHAIS (Exeter) and European Standard Population 2013, NHS Digital
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Renal Dialysis Service
Barts Health NHS Trust delivers a Renal Dialysis service from Queen’s Hospital for the residents of Havering
and Barking & Dagenham, consisting of 19 stations. This department is also located adjacent to the A&E on
the ground floor and would provide potential capacity for improvements to the A&E if it moved to the new
H&WH.
Patients with end stage kidney failure visit the facility three times a week for about four hours at a time and
the accommodation is inadequate in relation to quality, functionality and accessibility for patients. For
example, spaces do not comply with Health Building Note-07 standards, which include planning, design and
space requirements that impact on patient care such as infection control. Also, many patients find travelling
to and from an acute hospital site several times a week very difficult in terms of accessibility and the difficulty
of finding car parking space at Queen’s Hospital.
There is a level of underlying growth in outer NEL where dialysis services growth is 4-5% a year. This reduced
during the COVID-19 pandemic as patients were not going to their GP and health problems were not being
diagnosed. Demand is now high again as the system catches up. Capacity is currently at its maximum at
Queen’s Hospital, with limited space, which means that some patients are not always able to access their
local service.
There is a major opportunity to improve how Renal Dialysis services are delivered, as due to the level of
treatment required, the impact of getting it right plays a huge part in the quality of patient lives and will affect
thousands of patients over the next 10+ years, as identified in the Barts Health renal strategy. Clinically, the
service does not need to be delivered from an acute hospital setting as it is predominantly nurse-led (with
consultant oversight).
Nationally and regionally the strategy for renal services is to move towards more self-dialysis to improve
patient experience and self-management. Across the patient cohort there are varied levels of self-care, peer
support and learning. Current facilities at Queen’s Hospital are not designed with self-dialysis as a focus and
equipment and facilities required for this are limited. A new base for these services would enable better
support for self-dialysis, alongside nurse led dialysis, if required.
Outpatients
Queen’s Hospital is not always an accessible convenient location for patients requiring a face-to-face
outpatient consultation. There are many hospital-based clinics, including dermatology, respiratory,
gastroenterology, neurology and cardiology, that could be provided in a community setting instead of an
acute, bringing services closer to the patient’s home and freeing capacity in the acute setting. Particularly in
light of the COVID-19 pandemic, there is added focus on the benefits of avoiding unnecessary hospital
attendances for patients.
In addition, services are experiencing high demand in the aftermath of COVID-19 and a growing population.
The number of outpatient attendances per year for Havering is projected to increase by 13% over the next
10 years from 248,587 in 2019/20 to 280,072 in 2029/30. This growth is likely to also be compounded by
added pressure on services due to increased backlogs as a result of the pandemic. The ambition to transform
outpatient services, in line with Long Term Plan ambition to avoid 30% of face-to-face consultations, will
increase the proportion of consultations carried out virtually. Nevertheless, virtual consultations still require a
space from which to be delivered.

Page | 24

St George’s Health & Wellbeing Hub: Outline Business Case

Cancer Diagnostics
In 2018 Queen’s Hospital was one of the pilot sites in the development of Rapid Diagnostic and Assessment
centres (RDC), part of a broader strategy to deliver faster and earlier diagnosis of cancer and improved
patient experience. The provider of the service is BHRUT cancer service which already operates mobile
scanners on community sites at full capacity.
The number of people diagnosed with cancer has been rising in recent years, with a 29% increase in the
number of cancer diagnoses expected between 2016-2028. RDCs complement work to improve screening
programmes, augment the potential of artificial intelligence (AI) and genomic testing, and utilise partnerships
with Primary Care Networks to improve early diagnosis in their localities. More information can be found
in Appendix 3.5.
The need for radical investment and reform of cancer diagnostic services has been amplified due to the
COVID-19 pandemic and more capacity is required to meet the significant demand in Havering.
Diagnostic activity
Diagnostics activity for imaging is highest across Havering compared to Barking and Dagenham and
Redbridge, at 104,522 examinations per 100,000 population. Diagnostic activity rates in Havering are
expected to increase by 12.8% between 2019-2029 based on forecasted population changes (GLA 2018based housing-led population). (Data source: Digital Imaging Dataset (DID), data covers diagnostic imaging
booked via Radiological Information System).

3.4.3 Workforce challenges
Workforce is a top concern for health and social care providers across the country, with staffing challenges
as pressing as the financial challenge. Recruitment and retention of sufficient staff with the right skills and
experience is increasingly difficult. These pressures can have a direct impact on providers’ ability to deliver
safe and sustainable high-quality care. Similar issues are shared across the system by acute, community,
primary and social care partners.
The NEL ICS System Development Plan, (Draft June 2021) identified the following specific workforce
challenges for North East London:
•
•
•
•
•
•

There is a need to improve recruitment and retention of enough staff to support growing need and
new ways of working
Workforce worked tirelessly during the pandemic and need to be supported to recover
The need to ensure staff are equipped with the skills and support to work flexibly to enable them to
deliver integrated care
The need to recognise the impact COVID-19 has had on our people and their loved ones and support
their recovery
The need to find ways of building resilience, recruiting and retaining staff and developing new skills
and ways of working
The need to build participatory structures for our residents and communities to embed participatory
decision making.

Workforce challenges in primary care
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Across BHR, workforce challenges are particularly pertinent in primary care. Vacancy rates for primary care
roles are high and despite best efforts, current recruitment methods are struggling to attract the required
talent. Retention is also poor, with many moving to roles within inner London areas due to lack of career
progression and support to meet an increasingly challenging population. Difficulties filling the additional PCN
roles limits the ability to fulfil on the system’s offer of personalised care to patients. Gaps in advanced
workforce planning for PCNs limits the ability to adapt to future needs and pressures and inform the longterm workforce strategy.
Examples of reversible challenges being faced within recruitment and retention currently:
• Insufficient induction, supervision and training to provide staff with the necessary skills to perform their
roles
• Workforce not being released to attend necessary training / learning opportunities
• Limited career progression and portfolio opportunities
• Estates that are outdated or inappropriate for their use
• Gaps in the rate of pay and funding in BHR compared to inner London areas
• Staff not feeling valued
• Excessive workload, lack of support and poor attention to wellbeing at work
• Limited incentives for permanent GP roles leading to a dominance of GPs within locum positions.
Initiatives to recruit and retain staff are already underway across NEL and each organisation has developed
a workforce strategy to tackle the challenges faced. Whilst initiatives outlined within these strategies are
responsible for addressing these challenges, they can be supported by the provision of necessary
infrastructure, integration of care, flexible working, personal development opportunities, and innovative
service models to the system, to help attract talent and deliver on promised ways of working. Efforts to tackle
the increasing demand and increase capacity within the system and improve patient pathways will also help
to relieve pressures on teams who are feeling overwhelmed, helping to improve wellbeing and allowing more
time for personal development.

3.4.4 Summary of service and estate challenges
Current services are disjointed and inefficient leading to poor communication and duplication. Practitioners
are working from many different locations so that current service models and facilities do not support essential
information sharing. Business as Usual is therefore contributing to a lack of truly integrated services for the
people of Havering. This is out of line with both national strategic and local ambitions and does not deliver
the quality of patient centred care we want for our patients.
Existing configuration of services and estate in Havering is contributing to:
•

•
•
•

Risk of GPs closing and increasing difficulties for patients accessing local primary care services if
premises development and succession planning is not addressed along with further development of
primary health care teams
Limited opportunities to deliver patient centred, integrated health and care services
Lack of multi-use facilities not supporting joint working with local partners and delivery of Integrated
Care Systems
Lack of fit-for-purpose premises meaning strict segregation of COVID-19 and non-COVID-19 areas
and separation between urgent and elective work by site will be very hard to achieve – posing a risk
to delivering on elective recovery
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•
•
•
•
•

3.5

Cancer screening and diagnosis limited estates capacity, exacerbated by the COVID-19 pandemic,
resulting in increased levels of demand
Current service models too heavily focused on treatment, not supporting a fundamental shift in
model of care towards prevention and wellbeing services
Limited ability to re-orientate services towards prevention and early intervention because of capacity
constraints
Inadequate community health facilities for residents
A&E at Queen’s Hospital not meeting its targets, intense pressure from capacity constraints and
unsustainably high number of attendances

Part C: The Investment Objectives

As described in the Case for Change, the current system is struggling to respond to the increasing pressure
on health and care services, particularly in the context of a growing and ageing population who have
increasing levels of complex health needs. A series of workshops with stakeholders have been held to
develop and agree a new model of care to address these challenges and investment objectives, which specify
the desired outcomes for the proposed investment, were developed and agreed with the stakeholders
(described below).

3.5.1 Engagement process for developing the investment objectives
Following their initial development at a stakeholder workshop in March 2020 (attended by representatives
from NELFT, BHRUT, NECCG and ELHCP; see appendix 3.15 for full list of workshop attendees) the
objectives for this investment were further refined at a workshop in August 2021 and used to inform a set of
SMART criteria (specific, measurable, achievable, relevant and timely). These criteria identify specific actions
to deliver the investment objectives and by when, and how these achievements will be measured.
Figure 3.11 Investment Objectives

Ref

Category

Investment Objective SMART criteria
•

IO1

*

To enable local
•
residents of South
Hornchurch and wider
Havering to maintain
their wellbeing and
Promote and maintain
receive timely, holistic
wellbeing and person centred
and personalised
•
care
social, health and care
support to meet their
needs. *

Enable a range of related health,
mental health and care services
personalised to a person’s
specific needs to be available at
the same time in the same place
Receive service user feedback
that they feel better and more
holistically supported such as
feeling “healthier”, less socially
isolated, less vulnerable and
more confident
Ensure Voluntary and Community
Sector groups can input to
support this objective and work in
tandem with statutory health and
care support services, sharing
information and location when
needed

See Appendix 3.19 for a list of the services and similar H&WH case examples
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•

•

•

IO2

Boost out of hospital care

To
enable transformational
change for the
•
system to meet the
demand of a growing
population over the
next 10 years,
•
and deliver a new
model of integrated,
wrap-around primary,
community, acute and
social services from
•
2023.

•

IO3

•
To deliver resilience for
the system in local
General Practice to act
as the cornerstone of
Expand primary care model
local, integrated placeand embed PCN offer
based care by 2023
•
and deliver the
requirements of the
Long-Term Plan and

To establish a high-quality
community frailty service for the
population of Havering with
capacity of 320 attendances per
week by 2023, supporting
preventative care in the
community and avoiding c.3,000
hospitalisations per year
Improve access to IAPT through
increased capacity by 15,000
attendances per year for patients
from South and meet the 50%
national target for moving to
recovery
Expand and transform the
outpatient renal dialysis service
within the ICS for the population
of BHR which:
Has increased capacity of 9
stations from 2023 to meet
projected increase in demand of
c.4-5% per year
Delivers national and local
strategy to provide outpatient
renal dialysis out of hospital, and
provide facilities for 14% of
patients to self-dialyse from 2023
Improve staff recruitment and
retention for the system by
delivering ways of working across
organisational boundaries to
provide training and experience
opportunities
From 2023, deliver a new model
of integrated care that enables
joined up care for patients
through a multi-disciplinary
approach, allowing patients to
have multiple needs addressed
holistically in the same
attendance, enabled by shared
care records and integrated
booking systems
Enhance primary care provision
for South Havering by c5,000
patients by 2023 to meet
increased demand due to
population growth in Havering of
c.13% by 2029/30
To provide c.100msq fit-forpurpose space to accommodate
improved, holistic PCN services
with 15 WTE workforce (including
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2019 new GP
contracts.

•

In 2023, establish
community diagnostic
capacity to:
•

•
IO4

3.6

Increase
capacity
in diagnostics

•

•

Support delivery •
of communitybased services
in the H&WH
•
Provide rapid
access to
diagnostics
Support the
system to
achieve earlier
diagnosis of
cancer, through
increased
capacity to meet
targets set in
the NEL Long
Term Plan

newly funded across social
prescribing, health and wellbeing
coaches, community pharmacists
etc) by 2023, thus enabling PCN
development
Allow primary care services to
transfer out of at least 2 non-fitfor-purpose premises by 2023 to
improve primary care
infrastructure and make compliant
with modern standards

To enable delivery of up to c.13,000 diagnostic MRI and
CT scans in the community per year by 2023 through a
mobile, community based delivery model as an alternative
to attending hospital
To deliver up to c.5,200 rapid-access diagnostic
procedures (X-ray and Ultrasound) in the community to
support activity in the frailty service and the wider
expansion of community diagnostics by 2023
To support the system to increase earlier cancer
diagnosis in stages 1 or 2 to 75% by 2028 in line with
national strategy, meaning an additional 15% of people
diagnosed with cancer per year will survive for at least 5
years post diagnosis 5[NÓT1]

Part D: Responding to the Case for Change: Integrated Health and Wellbeing hub
model

The objective of this investment is to deliver a model of care which incorporates services relevant to the
needs of Havering residents whilst bringing together community activity, interaction and, most importantly,
wellbeing. Responding to the changing demographics in Havering will require a more proactive and integrated
model of care which supports those with complex needs and long-term conditions. The model will need to be
sensitive to these expected changes as they will shape the nature of the facilities that need to be delivered.
5

https://www.longtermplan.nhs.uk/online-version/chapter-3-further-progress-on-care-quality-and-outcomes/better-care-for-majorhealth-conditions/cancer/#:~:text=This%20Long%20Term%20Plan%20sets,least%20five%20years%20after%20diagnosis This
Long Term Plan sets a new ambition that, by 2028, the proportion of cancers diagnosed at stages 1 and 2 will rise from around half
now to three-quarters of cancer patients. Achieving this will mean that, from 2028, 55,000 more people each year will survive their
cancer for at least five years after diagnosis. In 2028, approximately 370,000 people will be diagnosed with cancer in England.
https://www.cancerdata.nhs.uk/incidence/base_numbers tells us 266,029 people were diagnosed with cancer in 2008. This rose to
320,395 in 2018. Assuming the increase from 2008-2018 is the same from 2018-2028, 55,000 / ((320,395-266,029)+320,395) =
14.67%
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The model will achieve this by integrating physical, mental and social health care within a community setting
whilst drawing on community support in the voluntary sector to bring care closer to home. This can be
achieved through the development of a Health and Wellbeing Hub (as described in more detail within the
patient stories below).
The model of integrated care was developed by first understanding a patients’ perspective of what lack of
integration feels like. Evidence suggests that many patients, particularly older people, are ‘falling through
the gaps’ and experiencing fragmented care, particularly those with multimorbidity and frailty. 6 Due to the
higher incidence of hospitalisation and the number of providers involved with their care for different medical
conditions, this group commonly deals with health and functional challenges and reports almost twice as
many problems resulting from poorly integrated care compared with those without multimorbidity.
A particular complaint for patients is having to repeat information many times over to numerous different
healthcare professionals, on different occasions. Transitions between services and care settings were
generally seen as significant points at which patients were susceptible to lapses or losses of continuity
demonstrating that effective communication at the point of handovers in care is vital. For patients, clarity,
attentiveness, empathy and respect are generally considered to be important elements of ‘good’ patient–
professional communication and relationships but are not always present. These circumstances, both
individually and combined, can compromise patient care, further contributing to poorer health outcomes,
reduced quality of life and increased healthcare utilisation and costs.
The new model of integrated care will be built on an understanding of these barriers to integration and
approaches to counter them. Pathways of care within the integrated Health and Wellbeing Hub (H&WH)
model will reduce the risk of fragmentation through:
•
•
•
•
•
•

Going to the patient, and not the patient to us
Enabling patients to see more than one professional in a single visit
Not asking the patient to tell their story to more than one health professional. This will be assisted
by shared technology between the different teams
Co-location of different health and care teams to enable improved communication through building
informal relationships and shared development opportunities
Building a shared a knowledge of patients, helping us to communicate better with our patients
Minimise handovers of care, reducing the risk of patients ‘falling through the gap’

The services to be co-located in the H&WH will target cohorts of patients most commonly requiring multiple
service input e.g. diabetic patients and frail elderly people, and therefore most at risk of fragmentation of care.
The model of integrated care will provide continuity, both in terms of care relationships and management,
seamless transitions between care services and settings, and coordinated care that delivers quick access,
effective treatment, self-care support, respect for patient preferences, and involves carers and families. One
size will not fit all, and care givers will be required to adjust interactions with patients according to the need
of the patient and not the need of the service.

3.6.1 Stories to illustrate the patient journey

6

Shaw S, Rosen R, Rumbold B. What is integrated care? An overview of integrated care in the NHS. London: Nuffield Trust, 2011.
https://www.nuffieldtrust.org.uk/research/what-is-integrated-care
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Some examples of patient stories have been developed to illustrate the types of patients within the community
of Havering that could be treated at the H&WH and how they will benefit from the future model of integrated
care. These examples include a range of ages and conditions to represent the diverse population of Havering,
and the scale of needs services at the hub will help address.
For each patient there is a ‘before’ narrative based on the challenges that individual might face within the
current system. An ‘after’ story has then been developed to help bring to life the experience of that patient
within the integrated H&WH model. These narratives illustrate how the hub will help to enhance patient care,
including how services will integrate seamlessly with one another to address multiple patient needs. The
stories emphasise that patients and the community are at the heart of what is being proposed, with services
and care wrapped around them.

Patient Story 1: Catherine
BEFORE - Catherine has recently been feeling under the weather and is quieter and more disorientated than
usual. At a routine GP appointment her GP refers her for a needs assessment with Havering Council. A few
days later she has a fall at home and is taken by ambulance to the frailty unit at Queen’s hospital. After 3
hours of waiting, she is admitted to the ward with a urine infection and fractured arm. Here she spends 10days recovering where she loses strength in her muscles. Finally, she is confirmed as medically fit for
discharge and is assessed for a package of care. Catherine is discharged with carers but becomes
increasingly frail and isolated over the next few weeks following her fall. A month later the decision is made
to admit Catherine into a local care home.
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Patient Story 2: Leo
BEFORE - Leo has recently begun dialysis and has to travel 30 minutes by bus three times a week for 4hour long sessions. He is struggling to manage his dialysis sessions alongside his part time job, his regular
GP appointments, and hospital visits with the renal and diabetes consultants. He often misses appointments
as a result. Leo’s physical and mental health deteriorates over the next few months and he decides to resign
from his job. He starts to skip his meals and forget his insulin due to his low mood. He is referred to the
community adult mental health team but is told he must wait 2 months before his first appointment.

Patient Story 3: Anthony
BEFORE - Anthony’s parents are struggling to cope with managing his worsening condition, whilst also
supporting their daughter with complex learning needs. They spend much of their time off work transporting
the children to various appointments across NEL. As Anthony grows older, he starts refusing his medication
at school because he worries what his friends will think. His performance and attendance at school deteriorate
due to an increased number of acute asthma attacks. Despite struggling financially, Anthony’s dad decides
to cut his work hours in half so he can better support the continued needs of both Anthony and his sister.
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Patient Story 4: Amisha
BEFORE - Amisha registers with a local GP surgery in Hornchurch and visits for her booking appointment
where she is seen by a community midwife. The GP and ultrasound appointments available to Amisha often
clash with her shifts at work, and she struggles to get through when she calls to arrange appointments. She
is not informed of the antenatal classes in her local area and ends up doing a lot of her research online.
Amisha feels unsupported by local services and extremely isolated within her community throughout her
pregnancy.

3.6.2 Benefits of the H&WH
Stakeholders have identified many benefits from the new integrated model of care that will form the basis of
the H&WH. These are identified in this Strategic Case, and in the Economic Case. Four principal benefits
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identified by stakeholders at the workshop in August 2021 are summarised in Figure 3.12 below. For full
outputs of the workshop, please see Appendix 3.7.
Figure 3.12: Principal benefits of the H&WH as outlined by stakeholders

The H&WH will provide a number of key services as part of its care model. The details of these,
including how they will support achievement of the investment objectives, are described in this
section.

3.6.2.1 Investment Objective 1: Promote and maintain wellbeing and person centred care
To enable local residents of South Hornchurch and wider Havering to maintain their wellbeing and receive
timely, holistic and personalised social, health and care support to meet their needs
The overall aim of the H&WH is to provide the opportunity to bring the new integrated care services model to
life, bringing something different and innovative to the people of Havering. The elements are designed to
facilitate integrated care.
1. Integrated care services
The H&WH model focuses around integrated, person centred care, providing a wrap-around service for
patients, comprising primary care, community health and mental health services, outpatient services and
diagnostics, as well as integrated preventative and social care support. Multidisciplinary teams will meet
patients’ needs as a ‘one stop shop’ approach, with support from services that address the wider
determinants of health and where the services come to the patient. From the resident perspective they will
experience a seamless, combined service and not encounter multiple organisational boundaries. For
example, caring for dementia patients will involve input from multiple services including frailty, social care
and memory services.
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Having these services all in one place will bring value to patients by enabling input from professionals to meet
multiple needs at the same time, covering health aspects, social support and mental health (examples of how
these services fit together are illustrated in the patient examples below). However, co-location is not sufficient
alone to ensure delivery of true integrated care and stakeholders have highlighted the work that would be
required in practice to operationalise these pathways:
•
•
•
•
•

Formation of robust networks between services by agreeing ways of working to help provide seamless
pathways
An MDT approach where different healthcare professionals are available to address patient needs as
they arise e.g. phlebotomists and psychologists
Digital innovation to prevent repeated information gathering and help support information sharing
between services
Flexible, multifunctional space operating via a shared booking system across services
Cross-service learning and personal development opportunities

2. A Community hub for wellbeing and prevention
The hub will support the holistic wellbeing of people in the local community. Community facilities such as an
integrated café and education facilities, and extensive communal, sensory gardens, will provide not only a
therapeutic environment but also a community facility, a flagship destination for the neighbourhood to help
bring people together. It is also intended that the front door, café and community gardens will be run by a
local community interest company, helping to truly integrate the community into the hub and ensure the
H&WH is a valued community asset.
The vision is for health promotion and prevention support to be delivered through the hub, to support all
members of the local community across all ages. This will be supported by voluntary and community sector
organisations, as well as statutory services. Space within the H&WH could be used for health promotion
activities, support groups and healthy living seminars. Stakeholders have outlined their views on how this
vision could be achieved at the H&WH:
•
•
•
•
•
•
•
•

Condition and medication management courses run by nurses and clinical pharmacists
Antenatal and postnatal classes
A virtual learning resource centre with information about conditions and healthy lifestyles
Health promotion seminars e.g. knowing your body, common illnesses in a baby’s first year, ageing
well
Activities for children to encourage healthy living e.g. cooking classes to encourage healthy eating
Smoking cessation services
Support groups e.g. weight loss
Community exercise groups with the hub as a meeting point

3. High quality facilities and service design for patients and staff
The innovative, new design of the H&WH and the available facilities will make the hub an attractive place for
patients and for the staff who work there. The design facilitates the provision of gold standard care and
equitable access to the Havering population and beyond.
4. One-stop shop approach
Patients can be seen by multiple healthcare professionals during one visit:
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•
•

This will enable joined-up care and avoid repetition of information gathering – a one-stop shop
approach
Access to other HCPs on-demand can address patient needs as they arise and prevent deterioration
of health e.g. psychologists, phlebotomists

The one-stop shop approach will be supported by primary care and avoid the need for secondary care
referrals. Patients seen by multiple services in one place all in one visit can save time and money and
promoting collaboration between services.
A single reception desk coordinated across the available services will mean patients are only required to
state their purpose for attending once.
Electronic wayfinding for staff and patients will help to make navigating the building straightforward. Colocation of services and shared learning will help to build relationships (both formal and informal) between
providers and improve communication and adoption of good practice.
5. Shared space
The shared space at the H&WH will be truly multifunctional and flexible. Flexible use of space has been one
of the key learning points of importance from the pandemic. The space will not be owned by one individual
or organisation and can be adapted for use. For example, where possible equipment will be mobile and able
to be moved into different spaces in the building.
There needs to be a co-ordinated approach to the use of the shared space across organisations. An existing
NELFT booking system, currently used for agile working arrangements, can be adapted to help coordinate
this. Generic rooms will be suited for multiple functions, procedures and examinations could be booked
according to demand. There is an opportunity for patient centred rooms where Healthcare Professionals
(HCPs) visit the patient in their dedicated room as opposed to rooms being service centred.
Stakeholders have identified 4 key enablers for successful delivery of the integrated care model. These
include:
•
•
•
•

Formation of robust networks between services
An MDT approach, key to delivering patient-centred care
Coordinated use of the shared space across organisations
Digital innovation

More detail about these enablers is in Appendix 3.7.

3.6.2.2 Investment Objective 2: Boost out of hospital care
Enable transformational change for the system to meet the demand of a growing population over the next 10
years, and deliver a new model of integrated, wrap-around primary, community, acute and social services
from 2023.
1. Community services
As highlighted in the case for change NELFT delivered community health services from the former St
George’s Hospital until its closure in 2013, when services were distributed to other buildings, out of the
locality, and sometimes out of the borough. This resulted in patients having to travel longer than necessary
to receive services and created disjointed teams that are often scattered across different sites. It has made
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the integration of community and mental health services with a wider range of services, including PCNs,
extremely challenging.
The H&WH model will drive the transformation of community-based care across the Borough, transferring an
extensive range of community and mental health services provided by North East London NHS Foundation
Trust (NELFT) to the H&WH in South Havering. Benefits for patients will include the provision of services
locally, in one place, by integrated teams eliminating the need to travel.
Figure 13 below shows the rationale and patient benefits of relocating the community and mental health
services into the new H&WH:
Figure 3.13: Community services

Current Service
Delivery
Services moving to H&WB
Locations
Elm Park Clinic
• Phlebotomy
•
• Community Services
•
• Adult Speech and
Language Therapy
(SALT)
• Leg ulcer provision
• District nursing
• Community therapy
Cranham Health • Phlebotomy (Partial
•
Centre
relocation of some
activity)
•
South Hornchurch •
Health Centre
•
•
•

•
•

Harold Wood
Polyclinic

•
•
•
•

Universal Children’s
•
Services
Children’s Targeted
Services
Community Services
Paediatric Medical- Child
•
& Adolescent Mental
Health Services
(CAMHS)
•
Adult Speech and
Language Therapy
Adult Fibreoptic
Endoscopic Evaluation
of Swallowing (FEES)
Podiatry
Continence Service
N&D
Musculoskeletal (MSK) •
Services including a new
gym [partial relocation of
some activity]

Benefits for
patients

Rationale
Elm Park Clinic listed for
•
disposal
Improved multidisciplinary
•
working as staff would have one •
base

Improved
access
Reduced travel
Integrated with
other services

Phlebotomy activity for patients •
around the H&WH site would
relocate
•
More space would allow
•
additional activity to be delivered
from H&WH
Some services are currently
•
operating within incorrect spaces
(e.g. IAPT desks in the X-ray
•
suite) so would allow specialist
•
space to be returned to its
intended use
Services would benefit from colocation with other services closer
to people’s homes
Improved multidisciplinary
working as staff would have one
base

Improved
access
Reduced travel
Integrated with
other services

•

Improved
access
Reduced travel
Integrated with
other services

Improved access for the south
Havering cohort

•
•

Improved
access
Reduced travel
Integrated with
other services
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Harold Hill Health •
Centre
•

Diabetes Services
(Partial relocation of
some activity)
Falls Service

•

•
Petersfield
Avenue

•
•
•

Health and Phycological •
Services
Psychotherapy
•
Improving Access to
Psychological Therapies
(IAPT)
•
•

•
•
•
Long Term
•
Conditions Centre

Community
Rehabilitation Service
(CRS) (has already
transferred out of the
LTC into a temporary
location)

•
•
•

Gubbins Lane
Partial activity
move

•

Memory service

•
•

Other

•
•
•
•
•

Respiratory services
Cardiology services
Integrated case
management
Health visiting
Planned midwifery

•

Improved multidisciplinary
•
working as staff would be working
alongside other
•
services e.g. primary care,
•
PCNs and BHRUT OPA
Services could be delivered
closer to where people live
Services would benefit from co- •
location with other services closer
to people’s homes
•
Improved multidisciplinary
working as staff would have one
base
Move will improve recruitment
•
and retention (recruitment issues •
for IAPT)
IAPT model benefits from
integrated care with as the first
point of contact for MH and then
links into the mainstream MH
offer
LTC management -patients also
experience psychological burden
which links with IAPT/MH
Link with primary care is at the
heart of the MH transformation
programme
Provides the opportunity to
rationalise a third-party lease
Services would benefit from co- •
location with other services closer
to people’s homes
•
Improved multidisciplinary
•
working as staff would have one
base
Opportunity to dispose of an NHS
PS asset not currently fit for
purpose or economically viable
for refurbishment

Improved
access
Reduced travel
Integrated with
other services

Ageing population leading to
•
higher rates of memory loss and
dementia in residents
Links with the frailty hub which
will be caring for a high number of
dementia patients
•

Integration with
the frailty unit
and other teams
to support those
with dementia
Improved
access
Reduced travel
Improved
access
Reduced travel
Integrated with
other services

•
Improved multidisciplinary
•
working as staff would be working
alongside other
•
services e.g. primary care,
•
PCNs and BHRUT OPA

Improved
access
Quicker
intervention
through link to
PC
Reduced travel
Integrated with
other services

Improved
access
Reduced travel
Integrated with
other LTC
services
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•

Services would benefit from colocation with other services closer
to people’s homes

Stakeholders have emphasised the importance of:
•

Access to both community and acute specialists in one building will help provide an enhanced
community offer to patients and help prevent hospital admissions
Incorporation of community services into the hub can support the promotion of self-care and
prevention education to improve local health outcomes

•

2. Frailty Hub
Proposals for a new frailty hub at the H&WH sit within plans produced by the BHR Older People’s
transformation board and form part of the wider strategy for older people across BHR:
Figure 3.14: BHR Frailty services

Focus of the BHR ICP Frailty
Strategy
•
•
•

Tackling the wider
determinants of health
Prevention & early
intervention of frailty
Non-medical support &
interventions

Focus of BHRUT frailty strategy

•
•
•
•

Integrated Community Hub
provided by BHRUT
Providing expertise to the
system
Supporting community
diagnostics
MDT assessments
Coordinating care planning

•
•
•
•

BHRUT hospital-based
Frailty Services
Part of Urgent and
Emergency Care services
Rapid intervention
Ambulatory care/same day
emergency care
Initial discharge planning

The BHRUT frailty hub has 4 key aims:
1.
2.
3.
4.

Reduce attendances to acute hospital
Support ageing well agenda
Reduce re-admissions
Reduce External discharge delays

Rationale for change
The proposed creation of a community-based Frailty Hub as part of the H&WH model will support the
vulnerable elderly patient cohort in the locality and further enhance community support for the over 75’s. This
in turn will act as a critical enabler for the accommodation improvements to the A&E. This community-based
Frailty Hub is additional to the Urgent and Emergency Care Frailty unit located at Queen’s Hospital.
As has been highlighted in the case for change, the proportion of people with dementia or frailty in Havering
is significantly higher compared to the London average, and there is a recognition that the system is over
reliant on reactive acute hospital care for these patients. Frailty is considered a reversible condition, if
captured and managed in the early stages. The longer elderly patients stay in hospital, the more likely they
are to deteriorate and lose functionality and independence. This calls for a need to devise a service model
for frail older people that moves from an individual provider focus to a system-wide perspective, with
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emphasis on proactive care. At the same time healthcare services in NEL are all coming under greater
pressure as a result of an ageing population with growing demand for services.
Hull Frailty model
Hull CCG recognised their system’s over-reliance on reactive, hospital care and workforce deficits and
developed a modernised service model for frail older people that moved from individual provider focus to a
system-wide perspective, with emphasis on proactive care. The community-based model they developed has
saved an average on drug costs of £110.17 per patient per annum. They have also seen a 15% reduction in
A&E attendances and a 29% reduction in emergency admissions.
BHRUT undertook a review of the innovative ‘Hull model’ of frailty care and support and then developed a
strategic case to support a community-based Frailty Hub (see Appendices 3.8a and b). Analysis from the
Hull work showed that, in an average week, there are 597 presentations to the A&E from those over 75 (as
depicted in the flow chart in Figure 3.15 below).
Of the 331 patients admitted, it was estimated that about 30% of these could have avoided admission by use
of a Frailty Hub (100 people) in addition to the 266 attendees that were not admitted. This would have led to
a reduction of 366 visits to the A&E per week (over 19,000 attendances per annum).
Figure 3.15 Illustration of the Hull Frailty Model: A&E Demand for over 75s per week

Following the review of these findings, BHRUT, NELFT and NELCCG have developed a similar model for a
specialist facility for those people over 75 that do not require emergency care (and this is discussed in section
D of the strategic case below).
Benefits for patients:
•
•
•
•

Early geriatric assessments
Anticipated 28% of acute admissions of the patients treated at the hub avoided by utilising the Frailty
hub model
Delayed discharges can be reduced as the Frailty hub will provide capacity for follow-up assessments
and referral once patients discharged from hospital
Direct access to diagnostics e.g. X-rays, which can also be used by the wider community if needed
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The hub will also provide an escalation of care facility. This is a point of referral for deteriorating patients who
need urgent assessment but not hospital care. Patients can then be referred to hospital, social services or
sent home with appropriate care package in place as appropriate.
The graphic below illustrates the model of care for the frailty hub:
Figure 3.16 Components of the Frailty Hub

Stakeholders have emphasised the importance of recognising:
•
•
•
•
•
•

Unmet need is likely to increase due to recent adjustments to the frailty index classifying more people
as frail
Frailty is a chronic condition better managed in the community vs. hospital
There are opportunities to reverse the symptoms of frailty if identified early on and managed
effectively
The hub will allow timely intervention for patients to provide required package of care in community
and prevent hospital admission
Improved access to family, voluntary and community sector (VCS) resources, and social care services
will reduce delays in arranging packages of care
How the frailty hub will benefit the growing dementia population

3. Renal dialysis
The development of the H&WH would provide an opportunity to improve how renal dialysis services are
delivered. Inclusion of a new renal dialysis base as part of the integrated health and wellbeing model will
enable the provision of updated facilities, designed to facilitate self-dialysis and improve patient experience.
Rationale for relocating the service
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Due to the level of treatment required for dialysis patients, the impact of getting care right plays a huge part
in the quality of patient lives and will affect thousands of patients over the next 10+ years. As highlighted in
the case for change, there are challenges in terms of growth in demand for dialysis, very limited capacity in
Queen’s Hospital and the need to address strategic improvements in the quality of service including increased
availability of a self-dialysis service. The shift from Queen’s Hospital into a more suitable community setting
would be a cost-effective way of doing that, whilst aligning with local and national renal strategies to move
outpatient dialysis services out of an acute setting. Clinically, the service does not need to be delivered from
an acute hospital setting as it is predominantly nurse-led (with consultant oversight). Therefore, the H&WH
presents the opportunity to provide a Health Building Note compliant, more accessible, and greatly improved
therapeutic community setting for patients who are required to spend twelve plus hours each week for months
or years receiving treatment.
Moving the unit will increase patient access and allow them to attend dialysis units away from hospital,
especially important given the frequency and regularity needed. The new facility will also provide the space
for training for self-dialysis which means patients can dialyse at their convenience without nursing
supervision. A new dialysis unit should include dialysis bays that are kitted in a way to encourage self-care
so patients can do as much themselves and take control of their own care. Many patients not able to dialyse
at home in NEL due to their home circumstances.
Benefits for patients:
•
•
•
•

Improved patient choice
Improved patient experience
Improved patient access
Providing equitable access to self-dialysis, and/or transition to shared-self-care, where housing
accommodation is unsuitable

4. Outpatients
BHRUHT will provide a range of outpatient services within the H&WH, helping to meet the demand for
increased capacity, supporting the development of integrated care pathways for complex conditions and
improving patient experience by providing another point of access closer to home.
Space dedicated for outpatient services will be multifunctional and will be used flexibly by different specialties
according to changes in system demand. A note of caution is that providing additional capacity for outpatient
services elsewhere is not necessarily going to release capacity at Queen’s. Other modernisation
improvements may be needed to increase efficiency e.g. digital systems to enable more appointments,
multidisciplinary or group outpatient appointments, such as those developed for diabetes or to reduce follow
up appointments.
For residents of South Havering, the outpatient specialties which lead to the greatest number of attendances
to Queen’s Hospital are depicted below in Figure 3.17. Some attendances for these specialties (eg.
Orthopaedics, dermatology) could be safely undertaken from generic consultation space (without highly
specialised equipment) in the community closer to home, while still providing a clinic of sufficient scale to be
viable. BHRUT have confirmed they would make full use of such community facilities. BHRUT are currently
developing their clinical strategy, which would finalise the activity types and volumes that could be provided
to patients from flexible space through a clinic in the community, as well as from existing capacity at Queen’s
Hospital.
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Outpatient services to be delivered in the community will be determined on the basis of need of the local
population, and this may change over time, facilitated by the flexible use of generic consultation space.
Delivery of outpatient services co-located with the frailty service and other community services could benefit
integration of pathways for patients requiring input from multiple teams. For example, provision of outpatient
endocrinology services, alongside community podiatry, outpatient renal dialysis, general practice and
community diabetes teams would deliver a wrap-around service for diabetic patients.
Figure 3.17 Map to show South Havering and the top 30 specialties with the largest volume of outpatient attendances
to Queen’s Hospital in 2019/20

Rationale for change
Outpatient services in Queen’s Hospital are not always accessible in a convenient location for the patient.
There are many hospital-based clinics, including dermatology, respiratory, gastroenterology, neurology and
cardiology, that do not require patients to travel to an acute site, bringing services closer to the patient’s
home and freeing capacity in the acute setting.
Benefits for patients
•
•
•

Care closer to home
Improved access and convenience
Improved co-ordination and integration of care

Impact on acute services of moving services to the H&WH
A&E services at Queen’s Hospital are under great pressure, both in terms of physical space and the number
of presentations to the department which are unsustainable in terms of service delivery and necessary
performance improvement.
Renal dialysis services are currently located adjacent to the A&E department at Queen’s Hospital. Relocating
the renal dialysis services into the community will not only benefit the quality of dialysis care but will also
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provide A&E with opportunities to address capacity issues. For example, space to develop a Same Day
Emergency Care (SDEC) assessment facility would help prevent unnecessary admissions to hospital and
create additional bed capacity, thus improving patient flows and reducing length of time spent in ED.
Releasing sufficient capacity to implement such changes will in turn enable A&E to make progress in meeting
targets and accommodate future population growth.
It is expected that the development of a community-based Frailty hub, as an expansion to the Urgent and
Emergency (UEC) Frailty services already provided at Queen’s Hospital (also adjacent to A&E), will serve
320 people per week. It is expected to reduce A&E attendances for the patients treated by 28% through the
provision of earlier assessments and diagnosis, and additional support and follow-ups in the community. It
is also expected to result in a lower length of stay for those who do require admission to hospital through
supporting acute services with patients who are medically ready for discharge but require some additional
clinical input. (Data modelled based on evidence from the Hull model of care). This will give the Queen’s
Urgent and Emergency Care Frailty unit the capacity to meet growing demand from a growing and ageing
population.

3.6.2.3 Investment Objective 3: Expand primary care model and embed PCN offer
Deliver resilience for the system in local General Practice to act as the cornerstone of local, integrated
place-based care by 2023 and deliver the requirements of the Long-Term Plan and 2019 new GP
contracts.
As key coordinators of patient care in the community, inclusion of primary care services as part of the
H&WH model is essential to ensure success of the integrated care model and streamlined transfer of care
between services. Providing capacity for primary care services within the H&WH can create additional
capacity within the system to accommodate primary care teams and help deliver an enhanced primary care
offer to the community of Havering. The local South Havering PCN could also benefit from a central base to
coordinate education and training and provide capacity to accommodate the additional PCN roles. A
community H&WH would offer a suitable location for this.
Rationale for change
As has been described in more detail in the case for change, major challenges exist for general practices
and their wider health care teams in parts of Havering. There are significant workforce issues in terms of
‘under-doctored’ and ‘under-nursed’ practices, limiting patient access to secure appointments. Also, much of
Havering primary care estate is underfunded and housed in unsuitable, poorly converted domestic buildings
with physical barriers to access, such as patients being unable to reach upstairs clinic rooms. These building
are unlikely to support future models of primary care.
Added to the capacity and capability challenges of the primary care estate, some of these local practices are
single handed with no succession plan in place. This is against the backdrop of an ageing population and
concomitant growth in multiple, complex morbidities and long-term conditions.
The incorporation of GP services into the hub will provide much needed transformation and resilience for
primary care across the locality, by providing a more attractive place for GPs to work through training
opportunities, more flexible working, and a wider portfolio of career opportunities.
The H&WH model offers the potential to invest in the future of primary care for Havering through the
rationalisation and improvement of the primary care estate. Primary care services could be delivered within
an integrated setting with improved facilities, enhancing the overall integrated model of care. Alongside the
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core GMS services, practices as part of the Primary Care Networks would also deliver a range of additional
services (as described in the case for change) from the new H&WH. This would include a primary care
ultrasound service and social prescribing.
Benefits for patients
Research shows that early access to primary care is associated with positive health outcomes 7. Primary
care provides early detection and treatment of disease, chronic disease management and preventive care.
The more timely the access to that care the better the health outcomes for the patient. This has been starkly
demonstrated during the COVID-19 pandemic where a large drop in GP consultations has resulted in a
significant increase in late detection of disease and chronic conditions.
GPs and the wider multidisciplinary primary health care teams also act as patient advocates and coordinators of care. These roles would be supported and expanded within the H&WH leading to better
integration and co-ordination of care for patients. One of the practices interested in transferring its list to the
H&WH, Upminster Bridge, is one of the best in the borough in terms of performance and quality of care,
which is a testament to the level of support and positive view on the potential for the H&WH model.
Stakeholders have emphasised the importance of recognising:
•
•
•
•

Provision of primary care at the hub is vital to increase capacity for the growing population as well as
provide better accommodation for patients and staff
This development is an opportunity to attract a younger and more varied workforce into primary care
Other healthcare professionals involved in primary care delivery, as well as GPs (see case for change,
primary healthcare teams)
Delivering primary care in the same facility as diagnostics can help align and reduce delays in
pathways of care

Logistics of providing primary care at the hub
Clear plans have been outlined for the provision of primary care at the H&WH through the relocation of
various local practices:
Figure 3.18: Logistics of providing primary care at the hub

Practice
name

Upminster
Bridge

7

List size
(Jun 21)

3840

Notes

Status

• List size < 8,000 so not sustainable long-term
• Current provider is seeking to take on a new
partner to help expand patient list and make it
viable
• Current lease is up for expiry in 2 years
• Plans to move to alternative premises, which
will also support expansion of list

• Have shown genuine
interest in
transferring to the
future H&WH
• Letter of intent
received (see
Appendix 3.9)

Starfied, B. et al Milbank Q. 2005 Sep; 83(3): 457–502. doi: 10.1111/j.1468-0009.2005.00409.x
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Upminster
medical
centre

Drs Tsoi
and
Rahman,
The
Surgery

3667

• Currently a vacant list under caretaking
arrangements
• List size < 8,000 so not sustainable long-term
• BHR ICP are soon to embark on procurement
to commission a provider for two vacant lists in
Havering: one of the lists being Upminster
Medical Centre and the other Rainham Health
Centre
• Plans to advertise as a combined list (totalling
c.9,500 patients), operating across two sites
• The Upminster medical centre part of the
combined list is likely to be advertised with
premises at the new primary care hub
• Although transfer of the list to a new site will
involve a ‘new contract’ for the provider, the list
will not be a zero-list size meaning a premium
payment is not a requirement as the list expands.

4817

• Located in South Havering
• List size < 8,000 so not sustainable long-term
• Premises not sustainable for long-term

• NEL PCC have
approved plans to
advertise this list for
location at new
premises as part of
the procurement
• N.B. This is subject
to engagement and
consultation on the
future of the list
which will be handled
as part of the
procurement process
• Have been engaged,
still exploring the
potential to transfer
• No letter of intent yet
secured

The new primary care hub will provide capacity for approximately 13,000 patients, GPs and their primary
healthcare teams. This accommodates the Upminster Bridge and Upminster Medical lists (totalling c.8000
patients) and provides space for an additional c.5,000 patients to accommodate the growing population
expected within wards local to the H&WH. This growth will either be accommodated through the Upminster
Bridge or Upminster Medical Centre lists: Upminster Bridge is seeking future expansion of their list size to
make them viable and the procurement of a new provider for Upminster Medical Centre, with likely premises
at the H&WH, will also provide opportunities to expand.
These developments are enough to assure that there will be two practice lists available for inclusion at the
primary care hub as a minimum, with further potential to transfer another existing practice in the form of Drs
Tsoi and Rahman. In the unlikely scenario that the practice lists mentioned are not secured at the hub, the
significant population growth projected for the area means NEL CCG has committed to securing funding to
procure a brand-new list at the hub if necessary.

3.6.2.4 Investment objective 4: Capacity in diagnostics
In 2023, establish diagnostic capacity in the community to:
•
•
•

Support delivery of community based services in the H&WH
Provide rapid access to diagnostics
Support the system to achieve earlier diagnosis of cancer, through increased capacity to meet
targets set in the NEL Long Term Plan

1. Diagnostics within the community
Provision of community-based diagnostics will support the integrated care activities proposed as part of the
H&WH model and provide rapid access to diagnostics. This will include Ultrasound and X-ray machines to
support the Frailty Hub, as well as other services.
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Rationale
The Rapid Diagnostics Centres vision set out the future vision for diagnostics including that acute and elective
diagnostics should be separated wherever possible to increase efficiency. This strategy is influencing the
need for increased diagnostic capacity in the community. Community diagnostic hubs should be established
away from acute hospital sites and kept as clear of COVID-19 as possible.
The Community Diagnostic Hubs (CDHs) strategy has identified a number of benefits that support increasing
diagnostics as part of the H&WH model:
•
•
•
•
•

Improve population health outcomes (earlier, faster, more accurate diagnosis)
Increase diagnostic capacity (invest in new facilities, equipment, training new staff)
Improve productivity and efficiency of diagnostics (redesigning clinical pathways where necessary)
Contribute to reducing health inequalities (meeting local need)
Support integration of care across primary, secondary and community care

Benefits for patients
•
•
•
•

Improved access to diagnostics services
A better, more personal, diagnostic experience (single access point and suite of services)
Service provided closer to home avoiding need to travel to hospital
Help to achieve improved prognosis and health outcomes

2. Early cancer and community diagnostics
Rationale
As highlighted in the case for change there is high demand for cancer diagnostics in Havering. Diagnostic
services should be organised so that as far as possible patients only have to attend once. This is particularly
pertinent in the early diagnosis of cancer as the number of new cases is increasing by around 1% per annum,
though by 3% in the most recent year and the aim is to extend the use of molecular diagnostics so that over
the next 10 years genomic testing will routinely be offered to all people with cancer for whom it would be of
clinical benefit.
The added value of the provision of hard standing and associated infrastructure for two mobile scanners (CT
and MRI) at the H&WH will increase existing capacity to meet unmet need and mean that the H&WH could
be identified as a potential Community Diagnostic Hub spoke (CDH) for North East London.
Benefits for patients:
•
•
•
•
•

Early identification of cancer and timely diagnosis
Broad assessment of symptoms
Timely referral and appropriate onward referral
Co-ordinated testing
Improved co-ordination and support

Planning assumptions for the H&WH:
•

MRI: 12-hour day, 6 days per week, expecting to see 18-20 patients per day
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•
•

3.7

CT: 12-hour day, 6 days per week, expecting to see 20–30 patients per day
Ultrasound: expect to see 45 patients per week in addition to frailty patients[NÓT2]

Part E: Enablers for delivering the new model of care

3.7.1 Workforce
Whilst developing an appropriate workforce model, with the right skills, will be an important enabler to help
deliver the new model of care described above, it is also necessary that the H&WH itself will be beneficial in
tackling some of the workforce challenges around recruitment and retention that are described in the case
for change. Each organisation in NEL has developed a workforce strategy, setting out clear plans and
initiatives to address these challenges. However, the H&WH model will provide an opportunity to attract
resource into the area by offering unique benefits that are appealing to a workforce that currently feels
unsupported and overwhelmed (details of these benefits are outlined below).
The model at the H&WH will help with recruitment and retention in a number of ways:
•
•
•
•
•
•
•
•
•
•
•

By providing the potential to build a diverse career portfolio
By providing an opportunity to attract a younger and more varied workforce into primary care
State of the art facilities and a bespoke integrated hub model making the hub a more attractive place
to work
Integrated and varied multidisciplinary training and education that will support team working
Flexibility and new ways of working across teams
The development of new roles and career opportunities
Opportunities for innovation and quality improvement
Enhanced support with service delivery
Improved wellbeing offer to staff
Enables virtual working
Offers recruitment opportunities from within the local community

There will be benefits of having attractive, new estate at the H&WH. The new building will be a community
asset in itself with its accompanying housing development. It should have excellent facilities for staff as well
as patients and provide a pleasant environment in which to live and work. Staff wellbeing will be supported
by the design and working environment of the H&WH, with staff terraces providing views across the
community gardens and the country park.
The intention is to achieve a modern health and care system, which is robust and equipped to manage the
needs of a growing and ageing population. Central to this will be a multi-professional integrated workforce
delivering primary and community health and care services.8 The teams that will be working together as part
of the proposed model will be multi-organisational and flexible and provide co-ordinated patient centred care
built around the patient. For example, to meet the needs of older, frail patients with multiple long-term
conditions, the H&WH will provide a multidisciplinary approach to comprehensive geriatric assessment and
implementing appropriate packages of care.

8

https://www.eastlondonhcp.nhs.uk/downloads/ourplans/Long%20Term%20Plan/Chapter%206.1%20Workforce.pdf

Page | 48

St George’s Health & Wellbeing Hub: Outline Business Case

The Frailty Hub team at the H&WH will be supported by a subset of existing specialist staff currently involved
in frailty services at Queen’s Hospital. They will work with local community nurses, geriatricians, allied health
professionals, members of the community mental health team and with GPs, practice nurses and other
specialist nurses. They will co-ordinate support with social care colleagues, and with the voluntary sector.
Multidisciplinary education and skills training, and organisational development will be incorporated into the
hub, with support from the BHR academy, to help maximise the effectiveness of integrated team working.
This will form part of the ICS plans for place partnerships working. Plans to base South Havering PCN at the
hub provides a central location for coordination and provision of education and training to all primary care
providers across the ward.
The new model of care at the H&WH will provide the infrastructure to deliver this collaborative model of care.
The model will also provide members of the team the opportunity to work differently in the future, building on
the collaboration, co-operation and togetherness that was fostered during the COVID-19 pandemic.

3.7.2 Engagement in developing the model
Involvement of both the public and stakeholders through open discussions and regular feedback is vital as
part of any change process.
Public Engagement
Engagement to date
One of the many challenges the COVID-19 pandemic has created has been in relation to public engagement
and consultation. With no face-to-face meetings and no public events, it has been very difficult to engage
with the public in a traditional way. NEL CCG recognised its statutory duty to comply with NHSE’s good
practice guide: “Planning, Assuring and Delivering Service Change for Patients”. A Communications and
Engagement Plan has been developed (see Appendix 3.10), which sets out the public engagement done to
date and plans for further engagement in the near future.
An initial public consultation for this investment was held in 2013 between February and May. Overall, there
was strong support for a new health centre providing a range of integrated services including diagnostics
(supported by 95%) and services for older people (supported by 93%).
More recent public consultation was also conducted in March/April 2021 in relation to the designs and full
planning application. This showed that 86% of respondents support the provision of the H&WH (81% strongly
support, 5% mildly support). Only 8% object and the remaining 6% did not respond (see Appendix 3.11).
Local politicians have also been engaged throughout the process and a letter of support for this OBC has
been written by Julia Lopez, Member of Parliament for Hornchurch and Upminster (see Appendix 3.12). Work
with local residents so far has involved an informal planning consultation workshop and local councillors at
Hornchurch RAF in July 2021. The Hornchurch residents’ group has also been kept informed, publishing
updates from the BHR CCGs in its regular newsletter.
Future engagement
The development of the H&WH will result is some service moves, which will necessitate further public
engagement.
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There are concerns around plans to move renal services from Queen’s hospital to the new H&WH facility.
However, the overall impact of this move does not mandate formal consultation, as set out in more detail in
the communications and engagement plan (see appendix 3.10). Further engagement will take place involving
the BHR Overview and Scrutiny Committees.
Public engagement will also be carried out regarding the other services to be transferred to the H&WH,
including primary care and community services, although again, the impact of these moves does not mandate
formal consultation.
A public document that sets out the public involvement approach will also be developed following the approval
of the final OBC. The document will summarise the background, clearly state the current proposals and
service offer for the Health & Wellbeing Hub.
Stakeholder, Clinician and Staff Engagement
Despite the pandemic, there has been good engagement with staff who may be required to change their base
and work in new, more integrated ways. Clinical leaders and staff from all prospective tenants, such
as NELFT, BHRUT, Barts Health, GP Practices and PCNs, have been included in the process in the form of
regular project meetings, 1:1 interviews and integrated engagement workshops.
Staff have expressed their support for the development and the changes that may affect new ways of working
or the location they deliver services from. (Please see Sections 6.5 and 7.6 for more information; minutes of
meetings are in Appendix 3.14.)
Regular Finance Group and Analytics Group meetings took place to support development of the OBC. During
later stages of the OBC development, a series of interviews were conducted with senior stakeholders from
partner organisations to reconfirm the vision and aspiration for the H&WH. Two engagement workshops,
which were well attended by key stakeholders across the NEL system, were held in March 2020 and August
2021 (See Appendix 3.15 for invitees). Input from these helped to shape development of the investment
objectives and the new model of integrated care. The workshops gave stakeholders the opportunity to provide
their feedback and contribute to the development of this OBC.
3.7.3

Digital transformation

The H&WH will have access to the One London Shared Care Record, through which all organisations will
have collaborative access to patient records under pre-existing systems and information governance
arrangements.
The digital strategy for the H&WH will need to incorporate various additional digital solutions to fully deliver
on the joined-up model of care that has been outlined for the H&WH. These will align with the key expected
digital outcomes as set out within the Digital strategy for NEL (see Appendix 3.16).
A summary of the types of digital solutions to be provided as part of the H&WH:
•

Smarter and more integrated digital systems
o A single network connection for the hub which branches out to each relevant organisation’s
network to avoid having multiple Trust networks in the same building
o Provision of a totally independent internet-based Wi-fi for visitors, guests, and staff easily
accessible throughout the building
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o
o
o
o
o

Systems that allow tracking of staff across sites to allocate resource appropriately
Systems collecting data on energy consumption to help towards net zero goals
Integrated patient records and shared technologies across the system will allow patients to be
served from one location
Digital patient passports combining notes from all service areas at the hub could support virtual
integration of care across disciplines
A shared platform to incorporate video conferencing, team messaging etc. and provide a
comprehensive communications solution for patients and staff

•

Support for patient access
o The hub will be patient friendly and digital support will help patients to access and navigate
the system in different ways
o A virtual map and digital check-in system upon arrival will help to support a patient as soon as
they arrive in the hub
o The Patient Knows Best (PKB) application will enable storage of patient data across services
in one place. Patients can review their records, input their own information and schedule their
own appointments virtually.
o Access to healthy lifestyle tools such as Fitbit, healthy eating logs and health coaches via the
PKB application

•

Staff friendly technology
o More advanced systems will help to support remote working and allow for more virtual
consultations in a post-COVID-19 world
o Booking systems for securing shared space are vital to ensure streamlined coordination

Despite the level of digital infrastructure required to maximise the benefits of the H&WH model, it is vital that
a quality experience is also maintained for patients without access to services via digital means, as
emphasised within the NEL digital strategy.

3.8

Part F: Meeting the requirement

As set out in the Strategic Case, the vision for the H&WH is to co-locate services to deliver integration, and
to provide capacity that is fit for the future, including future predicted growth.
In order to understand what it would take to deliver this vision, the capacity required to meet expected demand
has been established. The result is a Schedule of Accommodation for the H&WH (see Appendix 3.17). This
has been developed through a triangulation of:
• Current demand, clinic sessions and capacity in the system
• Projected activity in 2029/30, based on demographic and non-demographic growth, and demand and
capacity calculations
• Clinical expertise to ensure that planned capacity meets clinical best practice while ensuring flexible
and efficient use of estate
The demand and capacity modelling has been developed by NEL CCG Business Intelligence Unit. The model
projects forward current activity from a 2019/20 baseline over 10 years up to 2029/30 based on demographic
growth projections and historic non-demographic growth trends. An Analytics Group, comprised of CCG BI
team members, the Project Team and representation from NELFT met weekly during the development of the
demand and capacity modelling.
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The projected activity has been used as inputs for assumption-based calculations which translate demand
into capacity. This piece of work has validated the capacity planned within the Schedule of Accommodation
with a summary below (See Appendix 3.18.3 for detail):
Service
Primary Care

Gap
10 treatment rooms

Community health
services
Community mental
health services

10.8 rooms required
for community health
services
11 rooms for the
expanded services

Outpatient services

10 rooms

Renal

9 bays

Frailty

Hub as designed

Methodology/Evidence
2 lists to transfer and additional population
growth run through the NHSE “Digital
estimator tool”
Expected appointments inflated for
demographic growth and using average
appointment times and opening hours
Expected appointments inflated for
demographic growth and using average
appointment times and opening hours
8 rooms capacity alone from South Havering
patient’s outpatient appointments for 4
community specialties (Cardiology,
Respiratory, nutrition and community
matrons) and top 10 acute outpatient
services
5% annual growth in renal capacity with no
ability to increase site at Queen’s
Hub is sized to allowed for the planned
activity on site.
Do Nothing demand for A&E within older
age group is expected to grow from 54k to
64k by 2029/30

Primary care
The H&WH hub is planned to provide primary care services for approximately 13,000 patients, to deliver two
existing lists and provide capacity for growth. This constitutes a capacity requirement of 11 clinic rooms,
including consultation space, and treatment room space. Additionally, to build capacity in the local system
for the enhancement of PCN services in line with national policy, this would require space to support the new
PCN roles. As part of the development of the Schedule of Accommodation, the Healthcare Planners have
estimated the space requirement for a staff base for South Havering PCN to include:
•
•
•
•
•
•
•
•

Clinical Pharmacists – 2 WTE
Health and Wellbeing Coaches – 2 WTE
Care Coordinators – 1.75 WTE
Social Prescribers – 2 WTE
FCP – 2 WTE
Mental health practitioners – 4 WTE
Paramedics – 2 WTE
PCN managerial staff
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Community and outpatient services
While some community health services (such as tissue viability), require specific treatment rooms to comply
with clinical best practice, many community health, mental health and outpatient services can be delivered
from generic consultation room space. This allows space to be used in a flexible and efficient way, which can
change over time to meet different patient needs. The requirements of the services planned to be co-located
at the H&WH have been estimated based on current and projected activity volumes, and validated with
clinical and operational stakeholders from each service, to ensure that the Schedule of Accommodation
provides sufficient specific treatment and generic consultation rooms. The flexible space within the H&WH
can be used by a number of different services, with operational details to be built around patient needs and
pathways.
Frailty
Plans for the frailty hub have described the expected demand and consequent operational functioning of the
service. Approximately 320 attendances per week are expected, with Comprehensive Geriatric Assessment,
diagnostic scan, observations, clinical review and care planning completed throughout a 2-hour attendance.
This generates a requirement of 20 treatment spaces to deliver this activity, as well as an Ultrasound and Xray facility.
Renal dialysis
Growth in demand of c.4-5% a year generates a capacity requirement in 2029/30 of 28 dialysis treatment
spaces, from a baseline of the 19 currently located at Queen’s Hospital. The H&WH plans to accommodate
28 treatment spaces. Queen's Hospital is currently operating at maximum capacity, experiencing pressure
from increasing demand. A number of patients are not able to dialyse at their closest unit as a result. The
H&WH seeks to provide increased capacity to address this pressure for the system but is not intended to be
the sole solution for BHR. For example, plans for Barking Community Hospital include space for outpatient
dialysis.
The space in the H&WH would be configured differently to the current layout at Queen’s Hospital (18 dialysis
treatment chairs and 1 isolation room). The 28 treatment spaces would include 3 isolation rooms and a 4chair bay for self-dialysis and training. The COVID-19 pandemic has emphasised the importance of having
sufficient isolation space, to allow effective infection prevention and control. The H&WH would also provide
the facility for patients to self-dialyse, in line with national and local strategic aims.
Diagnostics
The H&WH provides an opportunity to support the system to address increasing demand for diagnostics,
particularly cancer diagnostics. For Havering, demand for MRI scans based on demographic growth and
historic trends is projected to increase by 60% between 2019/20 and 2029/30. Demand for CT scans for
Havering is projected to double over the same time period. Space within the H&WH, which could provide
additional space for MRI and CT scanners, would help to address this significant growth. The plans for the
H&WH include the addition of hard standing and associated infrastructure for two mobile scanners (CT and
MRI). The cost of the mobile scanners is not within scope of this OBC.
Schedule of Accommodation
Appendix 3.18 sets out the demand and capacity modelling, explanation of services to be located within the
hub and current associated clinic sessions delivered, and the translation of activity into capacity.
The project’s Healthcare Planners (GBPartnerships, See Management Case for further detail) have
developed the Schedule of Accommodation for the H&WH, which encompasses:
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•
•
•

Clinical space set out above
Clinical and non-clinical support space
Additional space to house non-clinical aspects of the H&WH such as the community café and
entrance area

The Schedule of Accommodation has quantified the capacity requirement in terms of room numbers and
space, in line with requirements set by Health Building Notes and P22 guidance.
St George’s Hospital Site
The site of the former St George’s hospital is located on Suttons Lane in Hornchurch, South Havering, and
would be a prime location for the H&WH. This would reinstate clinical services on the site which is an
important historic landmark held in great affection locally, and would provide a focal point for the health and
wellbeing of the local community.
St George’s was used as residential accommodation for airmen based at nearby RAF Hornchurch during the
Second World War. Following the National Health Service Act 1946 it was gifted to the National Health
Service as St George's Hospital. Following the closure of the hospital in 2012, the site has remained empty
until its current owners, NHS Property Services Ltd (NHSPS), sold a majority of it for £43m in 2017 for
housing development in line with the Government’s initiative to release surplus public sector land for housing,
but a portion remains uncommitted.
As a site of sufficient size, and already an NHS asset, St George’s offers a viable option for this investment.
You will find the full options appraisal for this investment in the Economic Case.
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4 ECONOMIC CASE
4.1

Purpose of the Economic Case

The purpose of the Economic Case is to identify and appraise the options for the delivery of the project and
to recommend the option that is most likely to offer best value for money.
This includes the following:
•
•
•

4.2

Agreeing the Critical Success Factors (CSFs)
Identifying and evaluating the long list of options
Recommending the preferred way forward in the form of a shortlist evaluation

Structure of the Economic Case

The Economic Case contains:
•
•
•
•
•

Critical Success Factors
Longlisted Options
Shortlisted Options
Economic Appraisal
Preferred Option

A workshop was attended by a panel of clinical and non-clinical stakeholders on 14 October 2020 to identify
the critical success factors for the project and to produce a shortlist of development options to take forward
for economic appraisal. Each of the long-listed options were assessed in terms of how well they are likely to
meet the Investment Objectives and Critical Success Factors. The workshop was attended by members of
the following organisations:
-

North East London Foundation Trust (NELFT)
Barking, Havering and Redbridge University Hospital Trust (BHRUT)
Barts Health
Barking, Havering and Redbridge CCGs (BHR CCG)
South Hornchurch PCN
NHS England Improvement (NHSEI)
North East London Commissioning Alliance

For full details of the Workshop attendees, assessment process and results of the assessment, see
Appendices 4.1 and 4.2.

4.3

Critical Success Factors (CSFs)

Critical Success Factors (CSFs) are vital to the success of this project. CSFs ensure that the project is
focused on its aims and objectives and are used along with Investment Objectives to evaluate the options.
The CSFs used by stakeholders for this project are shown in Figure 4.1 below:
Figure 4.1: Critical Success Factors

Ref. No.
CSF1

Critical Success Factor
Strategic Fit

•
•

Description
Meets agreed spending objectives, related business
needs and service requirements
Aligns with local and national strategic direction
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CSF2

Value for Money

CSF3

Supply Side Capacity
and Capability

CSF4

System Revenue
Affordability

•
•
•
•
•
•

CSF5

Deliverability

•
•

4.4

Enables the integrated model of care to be implemented
Optimises public value in terms of the potential costs,
benefits and risks
Matches the ability of service providers to deliver
required services
Is likely to be attractive to the supply side
The additional capital cost can be met either from central
funds or through the ICS capital allocation
The lease and service charges are affordable to the
tenants
Can the scheme be delivered within the wave 4b
programme timetable?
Are capacity and capability in place to deliver the
scheme?

The Longlisted Options

The options framework, outlined in the HM Treasury Green Book guidance, provides a systematic approach
to identifying and filtering a broad range of options. Generating a broad longlist of possible options at the
outset is recommended best practice in appraisal. This is where the full range of possible scope, delivery and
funding options that could achieve the investment objectives are considered. The longlisting assessment
process is set out in Appendix 4.1. The figure below gives a summary of this process.
Figure 4.2: Long List Assessment process

The Schedule of Accommodation (SoA) produced by the system as the basis for the OBC design was
4,785m2 as a target gross internal area (GIA) abstracted from the building design. The building design was
developed in response to the site and project vision and through efficiencies in the plan derived a drawn GIA
of 4,545m2. The OB forms were based on this design. The scheme developed beyond this towards a detailed
full planning application (as opposed to an update of the existing outline planning approval) to ensure that
the planning scheme would be robust and reflect the detailed engagement on building layout to support surety
around risk moving beyond OBC stage. The GIA of the building increased to 4,629m2 (an increase of c1%)
to reflect input from key stakeholders and feedback from the planning authority following successful
presentation of the scheme at various design review panels. The additional area related to various
adjustments to plant areas, circulation, and Facilities Management related items rather than any increase in
prime clinical space beyond that briefed for the OBC. In material terms this slight increase does not generate
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a risk of concern. The additional area represents a cost of £270K against an optimism bias (OB) amount of
£1.5M and planning contingency beyond that of £1M. The £270K itself contains an allowance of OB and
planning contingency. Please refer to page 14 in Appendix 4.9 for the stage 2 design report as evidence of
the 4,629m2 area.
The list of options include those options with an estimated full scope estates requirement (quantified by the
SoA) and options with a reduced estates requirement due to reduced specification to fit the STP financial
envelope (£17m @2017 prices).
The full scope requirement is circa 4,500m2 and the reduced scope is <3,000m2.
A summary of the results of the long list of options evaluation is provided in the table below which RAG rates
the options against each of the investment objectives and critical success factors.
Figure 4.3: Long List of Options

0.
Business
as Usual

IO and
CSF
IO1
IO2
IO3
IO4
CSF1
CSF2
CSF3
CSF4
CSF5
Shortlisted Y/N

1.
Do
Minimum reduced
scope
build on St
George’s
Hospital
site (to fit
STP
financial
envelope £17m
@2017
prices)

2.
New full
scope net
zero
carbon
build on St
George’s
Hospital
site

3.
Strategic
review and
reconfigura
tion of
existing
estate
across the
locality
including
new build
of renal
unit on
Queen’s
Hospital
site

Options
4.
New
reduced
scope
build on
another
site (as yet
unknown)
(Reduced
spec. to fit
STP
financial
envelope £17m
@2017
prices)

Y

Y

N

N

5.
New
full scope
build on
another
site (as
yet
unknown)

6.
Queens
Hospital
extension
for renal
dialysis

7.
New
full scope
net zero
carbon
NHSPS
build on St
George’s
Hospital site

N

N

N

x

Y
(carried
forward
as a
baseline)

4.4.1 Results of the Longlist Evaluation
A summary of the results of the longlist evaluation is provided in Figure 4.4 below:
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Figure 4.4: Longlist evaluation summary

Option

Longlisted Options

Shortlist?

0
1

Business as Usual
Do minimum - New reduced scope
Primary Care Plus Hub, which excludes
renal services from Queens Hospital and
a Frailty Hub (to fit STP financial envelope
- £17m @ 2017 prices)
New full scope net zero carbon build
on St George’s site

Y
Y

Strategic review and reconfiguration of
existing estate across the locality
including new build of renal unit on
Queen’s Hospital site
New reduced scope build on another site
(as yet unknown) (Reduced spec. to fit
STP financial envelope - £17m @2017
prices)
New full scope build on another site (as
yet unknown)

N

Queen’s Hospital extension for renal
dialysis
New full scope net zero carbon NHSPS
build on St George’s Hospital site

N

2

3

4

5

6
7

Y

N

N

N

Rationale for Shortlisting or
Rejecting
Baseline.
Funding available as it sits within
STP financial envelope (£17m).

Preferred Option
Despite this option not fitting the
original financial envelope of £17m
(see Financial Case), it has been
assessed that, providing the
additional funds can be found, this
is the preferred option as it
delivers all the benefits including
achieving net zero carbon.
Delivers some benefits but may
not deliver full range of benefits
anticipated and does not meet
objectives.
Not strategically aligned.
See Appendix 4.3 for results of
site search.
Would not deliver within timescale
as an alternative site has not been
identified despite property
searches in the area.
See Appendix 4.3 for results of
site search.
Not strategically aligned.
A range of issues as shown in
Appendix 4.4.

Note that following the DHSC ‘Delivering A Net Zero NHS’ initiative, Option 1 and 2 were enhanced to
include Zero Net Carbon requirements with additional capital cost estimated.
Following an assurance process with NHSE & DHSC colleagues, a request was made to do an economic
analysis of an Option 2 without a Net Zero Carbon build (Option 3 in the CIAM) and a reduced scope option
with the frailty unit but without the renal unit (Option 4) in the CIAM. The results of this analysis are included
in the Section 4.21.

4.5

Short Listed Options

The same systematic approach was used for the short list options appraisal as the long list options appraisal
which is outlined in the summary process (see section 4.3). Based on the options appraisal the Panel
confirmed the final shortlist as summarised below:
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Figure 4.5: Short Listed Options

Option no.
0
1

2

Shortlisted Options
Business as Usual
Do Minimum - New reduced scope Primary Care Plus Hub, which excludes renal
services from Queens Hospital and a Frailty Hub (to fit STP financial envelope - £17m
@ 2017 prices)
New full scope net zero carbon build on St George’s Hospital site

Option 0, Business as Usual provides the baseline against which to assess the value for money offered by
options 1 and 2.

4.6

Economic Appraisal

The purpose of the economic appraisal is to evaluate the costs, benefits and risks of the shortlisted options
in order to identify the option that is most likely to offer best public value for money.
This is achieved by undertaking the following actions for each option in line with current HM Treasury Green
Book guidance:
•
•
•

Estimating the capital and revenue costs.
Preparing a discounted cash flow to estimate the Net Present Value (NPV).
Undertaking an assessment of benefits and risks.

4.6.1 Base Capital Costs
Capital costs have been calculated for each of the shortlisted options based on the investment
requirements. These are shown in Figure 4.6 below:
Figure 4.6: Capital requirements for shortlisted options

Business as Usual
Option 0
•
•

Continue with
current
arrangements
Services
delivered from
various existing
facilities

Do Minimum
Scheme within
STP funding
envelope
Option 1
• Develop a
Health and
Wellbeing Hub
on the St
George’s site
• Not all desired
services
accommodated
= 2,860 m2

Scheme to deliver
all benefits plus
net zero carbon
Preferred Option 2
•

•

Develop a net
zero carbon
Health and
Wellbeing Hub
on the St
George’s site
Accommodate
all desired
services =
c4,500 m2

A summary of the assumptions used to estimate the capital costs is provided in Figure 4.7 below:
Figure 4.7: Capital Cost Assumptions

Capital Cost Assumptions
Departmental Costs derived using standard HPCGs
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9% uplift for Location Factor
Professional Fees at 11%
Inclusion of the additional cost of delivering a Net Zero Carbon solution (an
additional c. £600k required to meet Net Zero Carbon performance)
Detailed Outline Business Case Forms (OB Forms) are provided in Appendices 4.5.1/4.5.2/4.5.3/4.5.4 with
an updated OB form replacement, Appendix 4.5, with net zero carbon for option 2. An overview of the
resulting capital costs before contingency, optimism bias, inflation and VAT is below in Figure 4.8:
Figure 4.8: Capital costs before contingency, optimism bias, inflation and VAT

Option
no.
0
1

2

Shortlisted Options

Capital
Cost/£k
(excl. VAT)

Business as Usual
Do Minimum - New reduced scope Primary Care Plus Hub, which excludes
renal services from Queens Hospital and a Frailty Hub (to fit STP financial
envelope - £17m @ 2017 prices)
New full scope net zero carbon build on St George’s Hospital site (excluding
capital receipt from Elm Park Clinic disposal)

0
13,195

20,261

In addition to the capital cost estimates above, we have assessed:
•
•
•
•

the risk profile of the options using the Risk section of the CIAM model to inform a prudent
contingency level for build options.
the optimism bias for build options using the CIAM model structure
an allowance for inflation of 2.66% up to 2023
VAT on all costs except professional fees

The basis of the risk and optimism bias shall be described in the next two sections.

4.6.2 Risk estimation
For the St. George’s options (Option 1 & 2), an assessment of each CIAM risk was done against a framework
of risk type (Figure 4.9) and risk scale (Figure 4.10). This is in the “Risk Inputs” tabs in the supporting model
underpinning the CIAM and Financial Modelling.
Figure 4.9: Risk type

Risk Type

High Impact
Probability

No risk
Well managed
Common project risk
Rare weighted on low impact

0%
0%
2%
0%

Medium
Impact
Probability
0%
0%
3%
1%

Rare weighted on high
impact

2%

1%

Low Impact
Probability

No impact
probability

0%
5%
5%
2%

100%
95%
90%
97%

0%

97%

Figure 4.10: Risk scale
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Risk Scale
1
2
3
4
5

High Impact (Impact as
% of project CAPEX)
50%
25%
10%
5%
1%

Medium Impact (Impact
as % of project CAPEX)
25%
10%
5%
2%

Low Impact (Impact as
% of project CAPEX)
10%
5%
2%
1%

0.5%

0.25%

Each risk in the CIAM for Option 1 & 2 (involving new builds) was given a risk type and risk scale, resulting
in a total risk expected value of £1.4m for Option 2 (5.3% of total project capital, triangulating well with the
5% contingency used in the capital cost) and £1.1m for Option 1 (6.6%, reflecting greater uncertainty due to
earlier stage of design and planning than option 2).
The largest risks by value for Option 2 are in Figure 4.11 below, with the biggest being incorrect cost estimates
for the build cost (which was assessed as a Common Project Risk with the maximum risk scale level of 1).
The value against each risk is in the attached modelling.
Figure 4.11: Largest risks calculated in the CIAM

Risk
Incorrect cost estimates
Incorrect estimated cost of
providing clinical services
Unexpected sudden
increases in demand, due to
major incident
Estimated cost of restricting
the workforce providing
services under the contract
is incorrect
Poor Project Management
Incorrect cost and time
estimate for decanting from
existing buildings
Incorrect cost and time
estimate for commissioning
new buildings

Risk Type
Common Risk

Risk Scale
1

Expected Value (£ 000)
608

2

122

Rare,
weighted on
high impact
Common Risk

3

68

4

57

Common Risk

4

57

Common Risk

4

57

Common Risk

4

57

Common Risk

For the Business As Usual case, there are a number of capital and operating risks / alternative costs
identified in the risk section as per Figures 4.12 and 4.13 below, adding to a total risk of £18.2m under
Option 0.
Figure 4.12: Capital risks

Capital Risk

£000

Upgrading of Premises in Primary Care for Existing
List
Backlog Maintenance on existing Buildings
Investment required in the South Hornchurch site for
variations to accommodate new ways of working and
services/tenants

2,850
1,365
975
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Figure 4.13 Revenue risks in Option 0 (equivalent to NPV of £2m)

Revenue Risks
Annual Lifecycle on NHS Buildings
Annual Premises Costs for increased list size

£ 000 pa
31
50

4.6.3 Optimism Bias
Optimism bias is the demonstrated systematic tendency for appraisers to be over optimistic about key project
parameters, including capital costs, operating costs, project duration and benefits delivery. Over optimistic
estimates can lock in undeliverable targets.
The Optimism Bias for new build options has been calculated using the tool in the CIAM model. For both
Option 1 and 2, the upper bound of optimism bias was calculated at 25%, reflecting:
•
•

Brownfield site
3 or more NHS organisations involved adding complexity

Contributing to a lower upper bound of optimism bias was:
•
•
•
•

A stable environment
Single phase project
Single site project
Less than 2-year build

Using the optimism bias calculator in the CIAM, we have applied mitigations to the upper bound for both
Option 1 and 2. Option 2, being more developed was estimated to have a mitigated optimism bias of 6.1%,
with the main mitigating factors being:
•
•
•
•

Robustness of output specification and design as we approach RIBA stage 4 and 1:50 designs
Use of standard contracts, modern construction methods
A stable policy environment with strong central government support
Strong engagement with stakeholders and positive support from local community

Option 1, being less developed is estimated to have an optimism bias of 14.3%.

4.6.4 Total Capital Costs
Combining risk, optimism bias and inflation for Options 1 and 2 give a total uplift on capital costs of 13% for
Option 2 and 24% for Option 1. The total capital cost, inclusive of VAT is given below for each considered
option.
Figure 4.14: Capital cost including VAT

Option
no.
0

Shortlisted Options
Business as Usual (no new lifecycle costs)

Capital cost,
£000
-
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1

Do Minimum - New reduced scope Primary Care Plus
Hub, which excludes renal services from Queens Hospital
and a Frailty Hub (to fit STP financial envelope - £17m @
2017 prices)
New full scope net zero carbon build on St George’s
Hospital site

2

£19,582

£27,671

4.6.5 Lifecycle costs
An estimate has been made for lifecycle costs over 60 years, which is intended to provide an assessment of
the ongoing capital costs of the resulting asset throughout its anticipated useful life. An overview of estimated
total lifecycle costs for each option is provided below (See Appendices 4.6.1 and 4.6.2 for more information):
Figure 4.15: Lifecycle Costs

Option
no.

0
1

2

Shortlisted Options

Business as Usual (no new lifecycle costs)
Do Minimum - New reduced scope Primary Care Plus
Hub, which excludes renal services from Queens Hospital
and a Frailty Hub (to fit STP financial envelope - £17m @
2017 prices)
New full scope net zero carbon build on St George’s
Hospital site

Lifecycle
Costs over
60 years /£k
(excl. VAT)
0
10,575

14,305

4.6.6 Recurring Revenue Costs
Revenue costs have been modelled and are consistent with the set of assumptions used in the financial case
and organisation SOCIs. A detailed description of the methodology and assumptions to generate the financial
model and statements is in the Finance Case but it incorporates the following that flow through to the
Economic Case:
•

•

•

4 services that can be included in options would be new or expanding – a Frailty Unit, expanded IAPT,
and an expanded dialysis service. The cost of these expanded services are estimated and modelled
in the options where they are included.
Frailty and IAPT are expected to avoid activity, some of which is cash-releasing due to either allowing
greater elective activity (25% of avoided acute inpatient activity assumed cash releasing) or releasing
savings in drugs budgets. This avoided activity is modelled in the BAU case as a cost and then
removed for the options where the services are invested in. This creates a cash releasing financial
benefit counted in the Revenue costs section and not double counted in the benefits section, as per
CIAM guidance.
Premises costs change significantly, with the commissioning and running costs of St. George’s in
Option 1 & 2 combined with a vacation of South Hornchurch and Elm Park.

In reconciling the Financial Model to the CIAM Revenue Costs, the following transformations were applied:
•
•

Deflation of future costs to real prices
Removal of VAT on non-pay costs (assumed to have a blended VAT rate of 15% on non-pay)
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•

Exclusion of intra-NHS charges (e.g., Barts payment to BHRUT for estate at Queens for Renal
service)
Exclusion of new revenue related to the IAPT expansion from MHIS funds
Exclusion of non-cash financial charges (e.g., depreciation, PDC)

•
•

Relative to the baseline option 0, the benefit in Revenue Costs was as follows in Figure 4.16:
Figure 4.16: Recurring Revenue Cost/Benefits Assumptions (Brackets indicates negative value relative to Option 0)

Option
no.
1

2

Shortlisted Options

Do Minimum - New reduced scope Primary Care Plus
Hub, which excludes renal services from Queens Hospital
and a Frailty Hub (to fit STP financial envelope - £17m @
2017 prices)
New full scope net zero carbon build on St George’s
Hospital site

NPV
difference,
£m
(£10m)

(£59m)

All options have greater Revenue Costs, with the full scope St. George’s option being the greatest
additional cost relative to the BAU case, reflecting the expansion of services with a limited cash-releasing
benefit.

4.6.7 Economics benefits of the options
The economic benefits identified for the options are categorised into four types of benefits in the CIAM model
as per guidance. These are: Cash releasing benefits; Non-Cash releasing benefits; Societal benefits and
Unmonetisable benefits.
The CIAM requires the monetisation of all the benefits where possible. The values of financial benefits need
to be entered into the model excluding VAT and inflation.
It is important to note that the CIAM uses a set format to quantify benefits and then to convert them into a £
value. This allows for different benefits to be directly compared against each other but does not necessarily
have budgetary implications. The economic value represented by the benefits are mostly not cash releasing
and therefore are not included in the financial modelling. The cash releasing benefit can be a result of avoided
increase in costs rather than reduction of existing budgets.
Tables detailing the predicted economic value of each benefit, the assumptions behind these and sources to
support assumptions are included in Appendix 4.10.

4.6.7.1 Cash releasing benefits
All cash-releasing benefits identified through the process have been included in the financial modelling and
come through as revenue costs in the CIAM model without being double counted as an economic benefit.

4.6.7.2 Non-Cash releasing benefits
Non-cash releasing benefits are quantifiable in monetary terms but no money is actually released from a
budget. It can represent productivity savings whereby small elements of time are saved, which is not sufficient
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to make headcount savings, or reallocate that resource to a totally different area of work. The saving from
the benefit will be re-invested in the business in some other form, and especially by impacted staff putting
any time savings to additional productive use.
Figure 4.17: Non-Cash releasing benefits calculation

Benefit description and
measure

Calculation of
benefit

Total economic
value 9

Assumptions made in
calculation

Primary care and
community care clinicians
will have improved access
to secondary care
clinicians’ advice and
guidance, avoiding the
need for outpatient follow
ups

• Of the cohort
seen by primary
care and
community care
services within
SGH, they will
see a lower rate
of outpatient
activity – in line
with the
opportunity
identified through
the BHRUT
clinical strategy
work

The movement of renal
facilities from Queen’s to
SGH will allow for
Queen’s estate to be
repurposed. Allowing
reconfiguration and
stopping additional build
on that site

• Calculated based
on the size of the
renal facilities
required at SGH
and multiplied by
the average
value of acute
estate in ONEL

£1,828,000
once-off benefit

• Size of renal facility –
914sqm
• Cost of acute estate
per sqm - £2000

Reduced Ambulance
Waits

• Frailty unit
ambulance
conveyances x
Time saving for
ambulance x
cost per
ambulance hour

£130,000 pa

• Half of non-elective
appointments at
Frailty Unit (80 per
week) will be
conveyed by
ambulance
• Average wait time
saving vs Queens of
15 minutes
(currently over 90%
of ambulances
breach 15 minutes
wait time)
• £250 / hour cost of
ambulance time

£1,198,987 pa

• Opportunity to avoid
outpatient activity –
6%
• Average cost of
consultant led
outpatient
appointment - £152
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Avoided A&E activity as a
result of community frailty
unit intervention

• Patients
attending frailty
unit multiplied by
avoided A&E
attendances
multiplied by cost
of attendance

£596,378 pa

• 28% of patients
attending Frailty Unit
expecting not to
have an A&E
attendance at a cost
of £192 per
attendance.
• Full impact is noncash releasing as
expected to be used
to improve A&E
performance

Avoided bed days as a
result of earlier discharge
to community with frailty
unit support

• Patients
attending frailty
unit multiplied by
avoided inpatient
stays multiplied
by expected
reduction in LoS
multiplied by
inpatient bedday
cost

£1,593,446 pa

• 28% of patients
attending Frailty Unit
expecting not to
have an inpatient
stay
• Expected to use on
average 2 beddays
less per patient at a
cost of £342 per
bedday

Avoided mental health
inpatient costs due to
increased IAPT
intervention

• Additional IAPT
patients x Bed
days saved per
patient x
Inpatient Bed
Day Cost

£353,571 pa

• Patients
undergoing 14
IAPT sessions
expected to use on
average 0.6
beddays less at a
cost of £550 per
bedday

4.6.7.3 Societal benefits
A societal benefit is one which is quantifiable in monetary terms but the benefit is realised by society outside
of the health economy. For example, helping someone to recover from ill health and return to work earlier
than otherwise, increases economic activity but does not impact the health service. Quality adjusted life years
(QALYs) are a common example of societal benefits arising from health care investments. One QALY
equates to one year in perfect health.
Figure 4.18: Societal benefits

Benefit description and
measure

Calculation of benefit

Total economic
value 10

Assumptions made in
calculation
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The delivery of
comprehensive geriatric
assessments within the
frailty unit will have a
beneficial impact on the
quality of life of patients
within that cohort

• Multiply the size of
the expected frailty
cohort at SGH by
the anticipated
improvement in
QALYs
• Convert this into a £
value

£2,636,042 pa

• Frailty cohort =
11,093 patients
• QALYS
improvement per
patient – 0.012
• Value of QALY £19,802

The move of care closer
to homes means that less
time will be needed for
carers to support patients
in travelling to and from
Queen’s hospital

• Multiply the
estimated additional
journey time to and
from the hospital, by
the average carer
wage

£60,870 pa

• Average carer wage
- £9.26
• Average reduction in
journey time – 30
mins (15 mins each
way)

There will be a reduction
of carbon output of the
estate due to the net-zero
nature of the build

• Assume the majority
of the carbon output
of equivalent
services will be
reduced by the new
build
• Multiply the carbon
output saved by
short term traded
carbon value

The presence of services
within SGH will reduce the
requirement for car
journeys to Queen’s and
therefore reduce the need
to spend on carparking

• Estimate the
number of car
journeys involved in
the visits to Queen’s
and that would be
replaced by visits to
SGH
• Multiply that by the
average parking fee
at Queen’s

£167,832 pa

• Average parking fee
at Queen’s - £3.6
• Proportion of
journeys that would
have been
conducted by car –
37%

QALY gains through
expansion of renal unit
activity

• Number of
additional patients
• Multiply by QALY
gain for dialysis
• Multiply by cost of
QALY

£1,086,886 pa

• 47% increase in
dialysis capacity
• 5.267 QALY per
patient
• 5 year turnover in
patients
• £19,802 cost per
QALY
• Linear ramp up of
benefit over 5 year
period

Care home savings
through frailty unit

Multiply:
• Annual frailty cohort
• PP Reduction in
discharge to care
homes

£3,205,530 pa

• 4.3pp reduction in
discharge to care
homes
• 8 weeks assumed
reduction in care
home LOS

£641 pa

• Assumed average
carbon output of
estate is 34.7tCO2e
• Assumed output can
be reduced by 90%
• Short term traded
carbon value per
tonne = £20.54
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• Number of weeks
lower LOS
• Cost of care home

• £840 cost per week
of care home

The above quantified benefits (non-cash releasing and social) have been incorporated into the CIAM for
Option 2. For Option 1, the benefits not related to expanded services are included at 75% of the impact with
the full impact of IAPT and imaging included. The CIAM model calculates the NPV of the benefits (with
different discount rates for QALY outcomes). The resulting overall economic benefits for each option
modelled are summarised below in Figure 4.19.
Figure 4.19: Overall economic benefits for each option

NPV of benefits£m

Option 0 Business as
Usual £m

Non-cash
releasing benefits

£0

Societal benefits
Total benefits

Option 1 –
Option 2 – Hub on
Reduced Scope St.
St. George’s
George’s
(preferred option)
£30.8m

£96.8m

£0

£4.2m

£280.4m

£0

£35.0m

£377.2m

This shows that the total discounted value of benefits accrued from implementing the preferred option
would be £377m.
In addition to the monetised benefits, we have identified three major unmonetized benefits,
namely facilitation of the transformation at Queens, facilitation of an early cancer diagnostic centre, and
meeting renal demand growth and clinical strategy of moving renal dialysis to non-acute settings.

4.6.8 Property and Opportunity Costs
Opportunity Costs have been included to take account of the value of the St. George’s land – estimated at
£850k. Currently with D1 planning consent and occupying metropolitan green belt it is not clear what
alternative opportunity may have been lost and therefore the Net Book Value has been used.

4.6.9 Summary
The assumptions above have been incorporated into a discounted cash flow for each of the options. The
discounted cash flow has been prepared over a 60-year period, using a discount rate in line with the
requirements of HM Treasury. The key assumptions are summarised in table below:
Figure 4.20: Key Assumptions used in the Economic Appraisal

Key Assumptions Used in the Economic Appraisal
A discount rate of 3.5% has been used for future cash flows for years 0-30 and 3% thereafter
Opportunity cost of the unsold portion of the St. George’s site (designated for healthcare and
not residential development).
VAT has been excluded as this represents a circular flow of public funds
Capital expenditure is as per the OB Forms
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The results of the economic appraisal relative to the BAU case are provided in the table below. The
Comprehensive Investment Appraisal Model (CIAM) and supporting Financial Model and workings are
provided in Appendices 4.7.1 and 4.7.2. respectively.
Figure 4.21: Net Present Social Value

Option

£000
Opportunity
Cost
Capital
/Lifecycle Costs
& optimism bias
(excluding risk)
Revenue Costs
Costed Risks
Cash Releasing
Benefits
Non-Cash
Releasing
Benefits
Societal Benefits
Risk Adjusted
Net Present
Societal Value
Benefit: Cost
Ratio
Ranking

Option 0
Business as
Usual

Option 1 Do
Minimum - New
reduced scope
Primary Care Plus
Hub, which
excludes renal
services from
Queens Hospital
and a Frailty Hub
(to fit STP
financial envelope
- £17m @ 2017
prices)

Option 2 New full
scope net zero carbon
build on St George’s
Hospital site
(Preferred Option)

0

132

132

0

(11,776)

(17,266)

0
0
0

(34,675)
(1,125)
0

(59,237)
(1,434)
0

0

30,759

96,780

0
0

4,223
(12,463)

280,372
299,347

0

0.74

4.84

2

3

1

The Net Present Social Value (NPSV) represents the total cost of delivering each option over the 60-year
appraisal period while the Benefit Cost Ratio represents the relationship between benefits and risks.
The results of this analysis suggest that the Preferred Option 2 represents the best value for money since it
results in the highest Net Present Social Value and highest Benefit Cost Ratio.
Following a round of assurance queries, the CIAM was updated to include two additional options:
• Option 3 – An Option 2 equivalent without Net Zero Carbon
• Option 4 – Option 2 without the Renal Unit
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Option 3 was found to have a slightly lower Benefit: Cost Ratio (4.76 vs 4.84). While the CAPEX was lower,
the additional running costs, risks and social benefits did not compensate. In addition, we believe we would
not be allowed to pursue this option due to NHS policy.
Option 4 removed the effect of the renal unit and did result in a higher BCR (5.83 vs 4.84). This is due to
lower capital and revenue costs while losing approx. £40m in benefits from improved QALYs. We do believe
this overestimates the option as we have not yet fully included the BAU risks of not providing for renal growth
nor reflecting fully the value of enabling developments at Queens that freeing up the renal site would allow.
Business as Usual delivers no incremental benefit, results in an increased level of risks and fails to achieve
the investment criteria.

4.6.10 Sensitivity Analysis
The results of the economic appraisal above have been subject to a sensitivity analysis to examine the impact
of potential movements in capital and revenue costs.
We have calculated 3 significant sensitivity scenarios, namely:
1. £1m increase in the cost of clinical services for St. George’s without additional benefits
2. £10m increase in the capital cost for the St. George’s
3. Assuming 50% benefits from social benefits
The cost-benefit ratio remains the highest in Option 2 vs Option 1 under all scenarios. The detailed outputs
of the CIAM for these sensitivity analyses are attached in Appendix 4.8.
Figure 4.22: Sensitivity Analysis

Scenario

Sensitivity Modelled

Benefit-cost ratio of
Option 2
3.7

1

£1m increase in the cost of clinical
services for St. George’s without additional
benefits

2

£10m increase in the capital cost for the
St. George’s

4.3

3

Assuming 50% benefits from social
benefits

3.3

4.7

Preferred Option

A robust economic appraisal has been undertaken to evaluate the costs, benefits, and risks of each of the
four shortlisted options. This has been prepared using indicative values based on the best information
available at this time in consultation with Finance Directors of all key stakeholders who have verified the
approach taken. It considers the costs over a 60-year appraisal period.
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Following this appraisal process, it is recommended that Option 2, to build a new full scope, Zero Net Carbon
Health and Wellbeing Hub on the St George’s site, is the preferred option with the highest value for money
and the recommended way forward.
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5 FINANCIAL CASE
5.1

Purpose of the Financial Case

The purpose of this section is to set out the high-level financial implications to the health economy/public
sector of delivering the preferred option as set out in the Economic Case.
In developing this Financial case, we established a Finance Support group for the project meeting weekly to
oversee the financial and economic modelling of the St. George’s project. This included FDs and deputies
from all providers involved in the project as well as ICS and CCG Finance colleagues.
The financial model underpinning this financial case has been reviewed and approved by this Finance
Support Group. The group recognises that the preferred option does represent a financial pressure on the
NEL system of approximately £0.5-1m annually, driven by the net expansion of clinical services over a
modest assumption around cash releasing benefits from a reduction in activity resulting from the expanded
services. In addition, it has recognised a likely additional pressure related to St. George’s but to come in a
separate business case of approx. £2m per year in revenue costs related to an early diagnostics centre for
cancer at St. George’s, though there is potential for additional funding to relieve this revenue pressure.
The Finance Support Group believes that this cost pressure is within financial affordability limits, and is
consistent with assumptions made in the system-wide financial recovery plan around investment in services
and growth. The Finance Support Group was unanimous in support of the project to develop to FBC stage.

5.2

Structure of the Financial Case

The Financial Case contains:
•
•
•
•
•
•

5.3

Capital cost of preferred option
Sources and application of funding
Impact on income and expenditure
Modelling of impact on individual organisations
Overall system impact on income and expenditure
Balance sheet impact

Capital Cost of preferred option

The total project cost is estimated at £27.7m which has risen from the £18m estimated in 2018 and which
formed the basis for the funding allocation under Wave 4(b).
The increase in costs to the scheme reflect the NHS Long Term Plan and the COVID-19 pandemic but has
also been subject to unavoidable cost pressures. These are itemised in Figure 5.1 below:
Figure 5.1: Increased Cost Pressures since 2019

Item
Inflation
Net zero carbon
Green belt issues

£’000
Comment
2,195 Unavoidable – costed to 2023 outturn price
600 Mandatory NHS requirement not in SOC
650 Unforeseen change in policy direction from GLA requiring
upgraded landscaping scheme
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Item
Increase in optimism bias
EDC for cancer
New Electrical Sub Station
Frailty and x-ray

Increase in café for
training, healthy
eating/well being
Renal dialysis increased
for demand/self-dialysis
and discreet entrance and
lift
Additional capital pressure

£’000
Comment
511 As advised by cost consultant increase to 7%
500 Establishment of community-based service to achieve new
diagnostic policy
350 Unforeseen as original hospital power supply now
assessed to be inadequate.
3,390 Addition of community frailty unit based in St. George’s

335 Unforeseen additional requirement to both fulfil the system
wide public health agenda, assist with loneliness issues
which is also associated with the community gardens
1,140 Relates to COVID-19 secure discreet ingress and egress,
increased demand for training for and use of self-dialysis

9,771

During the procurement phase of the project, every effort will be made to bring the scheme costs down further.

5.4

Sources and application of funding, including CDEL impact

The sources and application of capital is shown in the table below in figure 5.2.
Figure 5.2: 5 year sources and application of funding

CAPITAL
£000
Funding Source
Trust self-finance within Operational STP/ICS
Capital Envelopes
Emergency Capital within Capital Envelopes
Disposals
Grants or Donations
NHSX
Wave 4(b) Funding
Other - please describe
Other - please describe
Total
Application of Funding
Build costs
Oncosts
Location Factor
Professional Fees
Non-works costs
Equipment costs
Planning contingency
Optimism bias
Inflation
VAT (excluding VAT on fees)
Total

21/22 22/23

23/24 24/25 25/26 Total

850

4,486 (118)

4,486

9,703

968

14,432 2,568

850

18,918 7,054 850

-

-

9,339
1,306
1,014
731
510
619
738
1,085
441
3,134
18,917

-

850

850

3,483 850
487
378
273
190
231
275
404
164
1,169
7,054 850

-

968
17,000
27,671
13,672
1,793
1,392
1,854
700
850
1,013
1,489
605
4,303
27,671
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Source less Application

-

0

(0)

-

-

-

The assumptions underlying the table include:
•
•
•
•
•

£27.7m of capital cost
£850k of early works in 21/22, covered by funds within ICS
£850k retainer paid in 24/25
Majority of capital cost spent in FY22/23 and FY 23/24 with a weighting towards 22/23
Assumed that Wave 4(b) funding is drawn down with that profile and that ICS cash of £4.5m per year
is spent in 22/23 and 23/34
Elm Park disposed of £968k in 24/25 and balance between disposal and retainer owed is repaid to
ICS

•

Figure 5.3: CDEL application for preferred option

CDEL

21/22 22/23

23/24

Gross Capex (approval value)
Less NBV of Disposals
Less Grants and Donations (must be in the
same financial year as the capex)
CDEL

850

18,917

7,054

850

18,917

7,054

24/25 25/2
6
850
-968

Total

(118)

26,703

-

27,671
(968)

While £17m of CDEL cover comes with the Wave 4(b) funding, an additional CDEL of £9.7m is required to
be covered within the ICS CDEL allowances. This CDEL pressure has been recognised and an agreement
that this will be met through a top-slicing of ICS CDEL budget.
The mandatory tables as required are included in Appendix 5.1.

5.5

Impact on Income and Expenditure

While the scale of the St. George’s development and the expansion of services are relatively small relative
to the overall size of the NEL system, it is a significant development and the system has been under historic
financial pressure with a financial recovery plan in place. In this context, it is important to give a good
estimation of the recurring financial impact of the preferred option on the system and to give assurance
around the financial affordability of the preferred option.
The main financial impacts of the preferred option are as follows:
•
•
•

•

•

St. George’s Premises costs - Recurring £1.5m costs for the running of St. Georges (running costs,
depreciation, PDC) and how that charge is allocated to organisations within the system.
Queens premises income – Barts have paid £500k to BHRUT for use of estate at Queens that would
no longer be paid.
NELFT Premises costs – NELFT will transfer services out of multiple buildings (Elm Park, South
Hornchurch) that will no longer require running costs and leases where leased. There are also
estimated to be 3 months of void space in South Hornchurch.
New Community Frailty Unit – a new frailty unit is provisionally modelled to have a cost of £1.7m
per year and generate additional margin through elective work as a result of freed capacity worth
£0.5m in BHRUT with a drug saving of £1.2m generated for the CCG.
Expanded IAPT NELFT services – additional costs of £1.6m – based on This is funded by additional
income through the LTP with no cash-releasing benefit assumed.
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•

•
•

5.6

Expanded Renal services – the renal service is expected to grow to meet strong growth in patient
need. This is modelled to have an additional annual cost of £634k without any cash-releasing financial
benefit.
Transition costs – we have made an allowance of £200k in 23/24 for transition costs related to
productivity during the move onto the St. George’s site.
Additional efficiencies – There is a £90k reduction in expected primary care reimbursement charge
from primary care lists moving onto the St. George’s site. Additionally, it is expected that there will be
a £150k efficiency in portering and reception from combining multiple sites and services on one site.

Modelling of impact on individual organisations

In order to develop financial statements for all organisations that are consistent with the CIAM and economic
case, we have built a single model with consistent assumptions. We have also made some modelling
assumptions around how the impacts of the financial costs and benefits are transferred around the system.
The main underlying modelling approaches are as follows:
•

•

The full cost of expanded services is assumed to be covered by funding from the CCG. Where there
is an associated avoided activity, it is assumed that 50% of the benefit is netted from the increase in
commission revenue.
The premises costs of St. George’s are approx. £1.5m per year - £460k in running costs, £756k in
PDC, £346k in depreciation (noting that the depreciation and PDC cost profile will change over time).
The other costs are provisionally allocated as a charge to each organisation based on their usage of
the space.

Figure 5.5: Apportionment of 23/24 Costs

£000 per annum
CCG/Primary Care
NELFT
BHRUT
Barts Health Renal
Total

Share of Space
20%
21%
34%
25%
100%

St. George’s Costs
313
328
531
391
1,563

In addition, the costs of inflation have been calculated based on the following annual increase assumptions:
•
•
•

Inflated pay by 1.5%
Inflated non-pay by 1.8%
Inflated drug costs by 5%

In practice, the above modelling assumptions will put a financial pressure on the CCG and improve the
positions of providers. This impact is a modelling result rather than a financial plan of how the system financial
pressure will be allocated and will be subject to further discussions and financial management at a local level.

5.7

Overall system impact on income and expenditure

When modelled through fully, the overall financial pressure on the system is expected to be approx. £1.0m
in 2023/24, reducing over time (reflecting no transition costs, void costs charged in first year, reducing
depreciation and PDC impact and higher inflation assumptions for the drug savings as a result of the frailty
unit).
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Figure 5.6: Overall financial pressure on the system over time

In the context of the overall CCG operating expenditure, this is approximately 0.02%. This financial pressure
has been recognised by the Financial Support Group for the project and is consistent with an expected
investment in services as part of system financial recovery plans.
Supporting Statements of Comprehensive Impact for NELFT as well as Incremental Statements for BHRUT,
Barts and NEL CCG are included in Appendix 5.2.

5.8

Cash Flow & Balance Sheet Impact

The implications of the financial modelling on the NELFT cash position is expected to be:
• Positive ongoing impact on NELFT’s cash position from a lower net premises running costs
• Neutral impact of expanded IAPT service as cost is covered by MHIS funding
• Full capital costs of £27,671, netted by £17m Wave 4 (b) funding and £968k from the sale of Elm
Park
The cumulative impact by 2025/26 is a worsening of NELFT’s cash position by £7.7m, compared to a
current cash position of approx. £40m. This position would maintain more than a month of cash with NELFT
and is supported by the Trust.
Figure 5.7: Incremental NELFT SOCF
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The NELFT balance sheet impact of Option 2 is:
• A net increase of approx. £19.9m in property assets (£27.7m with a 20% impairment, netted by the sale of
Elm Park)
• The £7.7m reduction in cash position as identified above
• This net asset increase of £12.3m is financed by £17m of the Wave 4(b) PDC funding and a P&L reserve
reduction of approx. £4.7m
Figure 5.8: Incremental NELFT SOFP

Page | 77

St George’s Health & Wellbeing Hub: Outline Business Case

6 COMMERCIAL CASE
6.1

Purpose of the Commercial case

The purpose of the commercial case is to demonstrate that the preferred option will result in a viable
procurement and that the proposal is commercially feasible and deliverable. The commercial case identifies
the procurement route to be taken to secure the best public value in a contractor.

6.2

Structure of the Commercial case

The commercial case sets out the:
•

•
•
•

6.3

Procurement strategy
o Summary of key stakeholders
o Procurement strategy development
o Procurement options
o Procurement framework
 Contract type
 Pricing model
o Additional benefits of the procurement strategy
Procurement timeline
Design and planning
Commercial and legal issues

Procurement Strategy

6.3.1 Summary of key stakeholders
The procurement strategy development and design process have been supported by a number of key
stakeholders and special advisors as described in Figure 6.1 below (with further detail provided in the
Management Case):
Figure 6.1: Key stakeholders in the procurement and design process

Stakeholder
North East London NHS
Foundation Trust (NELFT)
Northmores
Bryden Wood
Currie & Brown
Ramboll
Arc Landscape Design and
Planning
XCO2 Ltd
Project team

Project Board

Key role
Project owners; will be freeholder of St George’s H&WH on behalf of the
ICS
Project Managers and Lead Consultants, appointed by NELFT
Design Architect, Civil and Structural Engineer, part of Northmores team
Cost consultants, part of Northmores team
Building Services Engineer, part of Northmores team
Landscape architect, part of Northmores team
Sustainability and energy strategy leads
Monitors and manages timescales, risks, changes and project budget.
Ensures stakeholder/user involvement
See further detail in Appendix 7.1
Provides decision making framework. Ensures compliance with the agreed
programme and considers and approves any changes.
See further detail in Appendix 7.1
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6.3.2 Procurement strategy development
The procurement strategy (Appendix 6.1) has been developed by Northmores, with advice from Currie and
Brown. The purpose of the procurement strategy is to select the most appropriate procurement route for the
St George’s H&WH. Following analysis, the best option for the procurement route was recommended by
Northmores to the Project Board.
In developing the procurement strategy, Northmores considered the following criteria:
•
•
•
•
•
•

Public procurement regulations
Opportunity to work as a collaborative and integrated team
Procurement process must be able to demonstrate value for money has been achieved in delivering
the project
Commercial framework must encourage all parties to successfully deliver the project on time and on
budget
Level of risk to the project
Certainty of programme delivery to achieve successful delivery of the new integrated model of care
at St George’s given the clinical and commercial dependencies with the local health economy

The design brief is at an advanced stage of development but there will inevitably be variation as the work
stages progress and this will be carefully managed through a change control process to ensure minimal delay
or disruption

6.3.3 Procurement options
There are four options for procurement methods, each with a different approach. These commercial options
range from a fixed price, through to time and materials. The table below sets out the four procurement options,
approach, pricing implications and advantages and disadvantages for the employer.
The four procurement options are listed below and summarised in Figure 6.2:
1.
2.
3.
4.

Design and build
Traditional
Management Contracting
Construction Management

Figure 6.2: Procurement options

Procurement
approach
Design and
build: Single
contractor
undertakes
detailed design
and
construction

Pricing

Advantages

Disadvantages

Lump sum
price fixed at
contracting
stage

•

•

•
•
•

Least risk posed to
employer as maximum risk
transferred to contractor
Increase cost certainty as
contractor take commercial
risk for delivery
Single point of responsibility
for employer post-contract
Increased programme
certainty as design and
construction can overlap

•
•

Construction can be inflexible
post-contract if there are
significant changes to plans
Any complex refurbishments
required in the future likely to be
more expensive
Risk that materials and finish do
not meet optimum quality or
standards although this can be
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•

Increased ability to achieve
design continuity

mitigated through robust
Employer’s Requirement

• Adequate time must be allowed
Contractor responsible for
building work and financial
for production of complete
risk; employer takes
design documents before
responsibility for the design
tenders are invited
work
• Contractor can make claims if
• Employer retains greater
design documents are not issued
control over design and
to time
quality
• Certainty of cost
• Employer can decide which
specialist firms the
contractor is to use
• All matters of valuation are
the responsibility of the
employer’s consultants
Traditional, two-stage tender route: A two-stage tender route is possible whereby the main contractor is
appointed early. It is considered that the project does not contain enough complexity to warrant a twostage procurement approach.
Management
Not a
• Managing contractor holds
• High level of risk (price risk) for
contracting:
predetermined
the employer
responsibility for the
figure or firm
Managing
•
Use of this approach has
programme
contract price
contractor
diminished over recent years as
• Suited to large, complex
before work
appointed on
it does not offer significant
projects where early
begins on site.
the basis of a
advantage over other
completion desirable
Decision to
percentage fee
procurement routes
go-ahead
to manage all
• If management contractor
usually based
the works
appointed at early stage,
contractors and on an
their knowledge and
estimate.
to deliver the
expertise is available to the
project.
design team in the preconstruction period
• Detailed design work can
proceed in parallel with
early site operations
• Employer has high degree
of flexibility on design,
which can be adjusted as
construction proceeds
Construction
No firm
• Usually best suited to large, • All risks placed with employer
management:
contract price
and requires high level of
complex, fast-moving
before work
Construction
professional understanding from
projects where early
starts on site.
manager
the employer
completion is the main
Decision to go
appointed and
• Construction manager role relies
criteria
ahead usually
design,
on strength and expertise of key
• Allows complete choice of,
based on an
tendering and
personnel
estimate.
construction
and access to the trade
• Uncertainty of price
overlap. Works
contractors
packages,
controlled by
Traditional:
Main contractor
appointed on
standard form
of contract.
Strictly work
and materials
contract.

Lump sum
fixed price

•
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construction
manager, are
subject to
separate
contracts.

•

•

•

•

Allows timely purchasing of
works packages at good
price level
Allows flexibility of dealing
with different contractors
depending on their area of
expertise
If construction manager is
appointed at early stage,
their knowledge and
expertise is available to the
design team in the preconstruction period
Detailed design work can
proceed in parallel with
work on site

Preferred Procurement Approach
It has been agreed by the Project Board that the preferred procurement approach is a single-stage Design
and Build. This can achieve greater value for money in terms of time, cost, quality, flexibility and an
appropriate transfer of risk.
This approach will allow the Project Team to hold design control for longer, facilitating more direct input and
control over development of key aspects of the scheme. The Architects, Bryden Wood, will take the design
to RIBA stage 4a (Concept design for the preferred option) whereby 50% of the overall RIBA stage 4 work is
completed. This will provide certainty around the technical coordination of the design and performance
specification before the overall and full technical and specialist design is completed by the main contractor.
Although this procurement approach means that some risk is transferred to the client, as they will responsible
for any design changes post-contract, the designs are at an advanced and detailed stage (see section 5.9).
This mitigates the risk of significant changes at a late stage.
The single-stage approach has been selected. While bringing a contractor team on board early can be
beneficial to assist with logistics, buildability, live-site considerations and phasing, this comes at a cost.
Northmores have advised that this project does not require a high level of contractor input in the early stages,
and a two-stage approach would not provide value for money.
Furthermore, a single-stage Design and Build approach will generate a higher level of competition once
tenders have been invited. This will enable extraction of a better commercial position and encourage
innovation.

6.3.4 Procurement framework
Northmores and Currie and Brown have undertaken an extensive review of the OJEU compliant public
procurement frameworks including:
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•
•
•
•
•
•
•

Crown Commercial Services
London Construction Programme
Pagabo Major Works
ProCure 22
Procurement Partnerships Framework
Scape Major Works
Southern Construction Framework

Following review of the OJEU compliant frameworks, Northmores and Currie and Brown advised that Procure
Partnerships Framework (PPF) provides the best option. A detailed matrix showing outputs of the review for
each procurement framework is contained within the Procurement Strategy (Appendix 6.1). The advantages
and disadvantages for two key frameworks, which contributed to the decision to procure through PPF are set
out below in Figure 6.3:
Figure 6.3: Two key procurement framework options

Procurement Advantages
Framework
ProCure 22 • DHSC preferred route for deliver
(P22)
of NHS capital project
• Two-stage design and build
procurement route which
provides early contractor
engagement and a guaranteed
maximum price (GMP) for the
construction

Disadvantages
•

•
•

•

•

Procure
Partnerships
Framework

•
•
•

•

Provides ability to select different
suites of contracts
Allows freedom to apply specific
terms and conditions to these
contracts
Enables shaping of supply chain
for major packages (eg
Mechanical and Electrical),
without placing risk on the
employer
Sets targets for measurable
social value

•

Two-stage Design and Build procurement
route, which is most effective when early
contractor engagement is required on complex
healthcare projects of a major scale, with multiphasing and live environments
The St George’s site is effectively ‘greenfield’,
and therefore there are no phasing
requirements
The P22 approach comes at a premium,
comprising client access fee to the framework
and contractor risk cost for signing up to the
GMP
The level of complexity of this project does not
necessitate the increased overheads of this
approach, Pre-Contract Services Agreement
fees and programme costs.
P22 does not offer flexibility around contract
type, associated terms and conditions, or
around one-stage vs two-stage procurement
routes
No guaranteed maximum price (GMP) means
there is less certainty around the overall
contract sum, which under GMP cannot exceed
a specified maximum
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•
•

Provides long list of bidders
which can be shortlisted by an
Expression of Interest process
Supply chain partners are as
healthcare focused as those on
P22, but offer reduced Overhead
and Profit rates.

6.3.4.1 Contract type
A further advantage of the PPF framework is that it offers options in relation to contracts – such as Joint
Contracts Tribunal (JCT). P22 does not offer this option.
There are particularly benefits of the JCT contracts in context of the COVID-19 pandemic. Under JCT
contracts, contractors cannot claim loss and expense for any delays associated with the pandemic. This
means contractors are encouraged to deliver as soon as is practicable.
It is proposed that construction works will utilise the JCT Design & Build form of contract (but this is yet to be
confirmed).
Northmores, acting as Project Managers, will administer the construction contract.

6.3.4.2 Pricing model
The proposed procurement route via the Procure Partnerships Framework will provide a Lump Sum price for
the works under a Design and Build Contract following a single stage tender to five bidders.
As much construction risk as possible will be transferred to the Main Contractor – inevitably there will be a
small number of site / project specific items which will require negotiation ahead of Contract execution.
The Lump Sum will be a fixed price against the tendered works with a construction contingency contained
within the contract for any unforeseen variations and a further contingency held client side outside of the
Contract beyond this.
This is not too different from a GMP. The GMP tends to be a higher figure than one that is market tested in
the way proposed for St George’s, as it is negotiated with a single Main Contractor under a two-stage
procurement route. Advice from the Cost Consultants is that a negotiated two-stage tender would derive a
10-15% increase to the construction cost versus the single stage approach taken for the project.
The GMP does not guarantee a risk-free price through to completion of the project – variations (agreed or
otherwise) are dealt with as compensation events or claims in the same way as with other procurement routes
or forms of contract.
Contract management processes will be in place as standard to monitor and manage cost, programme,
change control and quality. This is approach with rigour as standard practice regardless of the procurement
route taken. The lump sum fixed price will be managed in the same way as a GMP. Northmores will lead this
process against the overall approved out turn budget as Project Manager and Employer’s Agent.
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The proposed route taken is not novel or contentious so does not to require a legal view – the Procure
Partnerships Framework is an established OJEU and Public Contracts Regulations 2015 compliant
framework which has been reviewed and accepted by NELFT Procurement for use on this project and others.
Case examples
Jane Atkinson Health and Wellbeing Centre - Walthamstow
Northmores were commissioned by NELFT as Lead Consultants for the development of the Jane Atkinson
Health and Wellbeing in Walthamstow, on the Thorpe Coombe site. The 4000m2 facility, delivering community
health and mental health services was opened in 2019. Northmores were responsible for the project and full
design and cost team management.
The Thorpe Coombe redevelopment was part of a programme of projects under P21+. Following significant
value engineering (including reducing floor areas by c40%) the P21+ was abandoned as the Trust were
unable to achieve value for money within the affordability envelope. The project was restarted, a new design
and cost team appointed through Northmores via NHS Shared Business Services Framework and the
scheme re-briefed to achieve the original 100% floor area. The enabling works (site clearance, services
diversions and demolitions) were then procured under a Design and Build contract and delivered ahead of
the main build. The main build was procured as a traditional JCT Contract through OJEU tender based on a
traditional design. The project was delivered successfully in October 2019.
Corringham Integrated Medical Centre - Thurrock
Corringham Integrated Medical Centre (another development which is part of NELFT’s estates programme)
is currently on site through Procure Partnerships Framework on a single stage Design and Build, due to open
in spring 2022. The Integrated Medical Centre will be home to a range of health and social care services
including adults and children’s mental health services, GP services, blood testing and general outpatient
services. The development is on programme and budget.

6.3.5 Additional benefits of the procurement strategy
Through the procurement strategy, as detailed above, the preferred procurement option, pricing model,
procurement framework and contract type have been agreed by the Project Board.
The procurement strategy for the Health & Wellbeing Hub also features key additional aspects:
•
•

KPIs and payment (mandated by PPF, Appendix 6.2)
Social value (mandated by PPF, Appendix 6.3)

6.3.5.1 KPIs and payment
Under PPF, contractors are performance managed at a project and framework level across 10 Key
Performance Indicators. These are described in Figure 6.4 below.
Figure 6.4: PPF KPIs

KPI
Safety
management

Description
Supply Chain Partners framework wide accident incidence rate is captured
monthly. The number of weeks accident fee for each project is captured.
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Cost / Design
Time / Design

Satisfaction
Defect
management
Fair payment
Cost construction
Time /
Construction
Satisfaction /
Product
Sustainability

Cost predictability is monitored during pre-construction (excl. client changes). The
price with value of client variations is compared to the final account value.
Time predictability is monitored during pre-construction (excl. client changes). The
planned programme period with client agreed extensions is measured against
actual completion period.
Clients score supply chain partners in relation to service satisfaction
Supply Chain Partners ability to deliver projects with zero defects is monitored
through the number of defects at project completion
The framework mandates 30 day payment terms to all subcontractors. The
proportion of payments made within 30 days is monitored through the framework.
Cost predictability is monitored during construction (excl. client changes). The
price with value of client variations is compared to the final account value.
Cost predictability is monitored during construction (excl. client changes). The
planned programme period with client agreed extensions is measured against
actual completion period.
Clients score supply chain partners in relation to product satisfaction
12% of the total project value reinvested in Social Value activities. Also measures
number of supply chain partners within 30 miles of site.

6.3.5.2 Social value
As shown in the KPIs table above, PPF mandates the use of a supply chain procurement strategy to be
adopted on each project. This enables both the client and the contractor to jointly build the tender list for
subcontract packages, ensuring not only Small to Medium Enterprises (SMEs) are engaged upon the project
but also local SMEs. In order to measure sustainability, the proportion of supply chain partners within 30
miles of the site is reported.
Under PPF, contractors are mandated to reinvest 12% of the project’s construction value, to deliver a social
value benefit in the local community. This 12% figure does not come out of the project sum, nor is it an
additional cost to the scheme.
The client and contractor agree the target areas for where the money will be spent. The client and contractor
agree to each target, and quantify the ambition, such that the total social value investment needs to add up
to 12% of the project value. These target areas could include:
•
•
•
•
•
•
•
•
•
•

Number of employees taken on who are long-term unemployed
Number of jobs created for people with disabilities
Number of apprenticeships on the contract
Number of hours spent dedicated to support people into work (eg. career mentoring, mock interviews,
CV advice, and careers guidance)
Amount spent with the Voluntary and Community Sector (VCS) within the supply chain
Total amount spent with local supply chain and SMEs
Initiatives to tackle homelessness
Initiatives to be taken to support vulnerable people to build stronger community networks (e.g.
befriending schemes, digital inclusion clubs)
Number of staff volunteering hours
Savings in CO2 emissions and car miles
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This approach will bring value to Havering’s local population and can also contribute to supporting the
aspiration to maintain health and wellbeing for the local community. By boosting local employment for
residents, particularly for those who may otherwise be struggling to secure employment, there can be a
positive impact (as demonstrated by research) in terms of support for wellbeing and improved mental health
outcomes. The social value framework can also help the project in promoting sustainability.
The delivery of social value is monitored at framework level throughout the project lifecycle on a monthly
basis, through project reporting on the PPF iProcure eportal.

6.3.6 Procurement Timeline
The full Project Programme can be found in Appendix 7.3. The key milestones are shown in Figure 6.5:
Figure 6.5: Procurement milestones

Milestone
RIBA Stage 4 “a”
Full Planning Application submitted to LBH
Full Planning Application validated by LBH
Planning Consent
Tender period*
FBC assembly and submission (based on tender
return)
Contract award
FBC approval
Early works (completed at risk while FBC is in for
approval including demolitions, services diversions,
site clearance etc)**
Construction period
Opening date

Date
May 2021 – September 2021
May 2021
June 2021
November 2021
November to January 2021
November 2021 to February 2022
End of January to early February 2022
mid February to end May 2022
mid February 2022 to end May 2022 (16
weeks)
June 2022 to August 2023 (using MMC)
October 2023

*Recognised that the tender period overlaps with OBC approvals. This has been accepted by the project, and will enable
the programme to securely meet the timeline for HIP Wave 4b projects
**Early works will be completed at risk while FBC is in for approval. The approximate cost of the early works is estimated
between £0.5-1M.

Early works would be carried out over 16 weeks, and would include:
•
•
•
•
•
•
•
•
•

Early orders on key utilities e.g., new substation prep – up to £150,000
Temporary builders power supply – up to £20,000
Procurement of site setup - up to £120,000
Site clearance – up to £50,000
Pre-commencement condition discharge – up to £150,000
Site entrances / temporary haul road – up to £100,000
Demolitions – up to £350,000
Contractor design to support procurement of the above and follow-on packages in anticipation of FBC
approval – up to £50,000
Total = up to £990,000

To ensure readiness of the project to go to market, certain processes have been completed by Northmores:
•

Project Information Form submitted to PPF
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•
•

•

6.4

Expression of Interest issued to suppliers to form a longlist against which suppliers will be shortlisted
for the Invitation to Tender (ITT)
Six responses were received by 31st August 2021, which will be reviewed and evaluated to agree the
shortlist. Responses were received from: Galliford Try Construction, Graham Construction, Kier
Construction, McLaren Construction, McLaughlin & Harvey Construction and Vinci Construction.
The full ITT documentation will include all project requirements, design drawings, specifications,
schedules and PPF template documents. The ITT will be assembled and issued due course and we
will liaise with NHSEI to review procurement documentation as required.

Design and planning

6.4.1 Architect Design Team
Bryden Wood are the Design Architect and Civil and Structural Engineer for the St George’s H&WH. They
joined the programme in March 2020 as part of Northmores team.

6.4.2

Design Process

1. Schedule of Accommodation: A schedule of accommodation was developed to size the
requirements of the building based on the requirements of each stakeholder service
2. Clinical adjacencies: Adjacencies of services established through design meetings with
stakeholders
3. Options appraisal: Bryden Wood developed a number of design proposals to address the site
constraints and opportunities (eg. Green Belt). Options were tested against parameters including
optimal placement of buildings on the site, ease of access, maximum allocation of clinical space on
the ground floor and flexible clinic design. Options appraisal agreed through design meetings and
Pre-app meetings with London Borough of Havering and the GLA
4. 1:500 drawings: Clinical adjacencies within the building and layouts for each floor signed off through
design meetings with stakeholders
5. 1:200 and 1:50 drawings: More detailed drawings developed and signed-off through design
meetings with stakeholders. Following submission of the planning application (based on 1:200s and
typical 1:50s for key rooms), the team have undergone extensive further stakeholder engagement to
agree the detail of the project with all providers at 1:50. All individual rooms have been reviewed. This
information has been developed and agreed alongside the production of the tender design information
for all aspects of the project ahead of the tender issue to the market.
6. Next steps: This design process will mean that RIBA Stage 4a design (RIBA stage equivalent) is
complete. Following the tender process, the successful contractor will conduct a design review and
will be responsible for design development from RIBA Stage 4a onwards. Bryden Wood will be
retained as Technical Adviser.
At each stage, development of the designs has been agreed through detailed review with service user
stakeholders through the design meetings referenced above (Please see Tenants’ Requirements at Appendix
6.4). This includes adjacencies, layouts, functional requirements and room-sizing, to address the needs of
the services to be housed within the H&WH. The 1:50 plans have been approved at the design meetings in
September 2021 and will be signed off by the Project Board in due course. There are no known design
derogations of significance from UK Government Health Building Note design guidance or P22 design
guidance to report at this stage. A Design Team Derogation Schedule can be found in Appendix 6.5.
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The fully developed design (RIBA Stage 4) will comply with Building Regulations and all applicable British
Standards and Codes of Practice. The building will also be compliant in administrative accommodation space
allowances and will meet the requirements of the providers infection control policies. For the project specific
design strategies including:
•
•
•

Design and Access Statement (including landscape design strategy).
Architectural, Civils and Structural Engineering Report.
MEP Engineering Report.

please visit https://download.4projects.com?LinkID=683caf32-837e-4b1d-ae09-383172197973
Please note, this link contains a large number of files.
Bryden Wood has produced the OBC design in Building Information Management (BIM) Level 2. Bryden
Wood will continue to be the BIM lead for the project managing confederated models from all engineering
design disciplines. Appendix 6.6 provides the draft BIM Execution plan, with reference to Government Soft
Landings.

6.4.2.1 Sustainability
In October 2020, The NHS published its report ‘Delivering a ‘Net Zero’ NHS’ which set out the NHS ambition
to become net carbon zero – by 2040 for the emissions the NHS controls directly and by 2045 for emissions
the NHS can influence. One of the early steps set out to decarbonise is to support the construction of 40 new
‘net zero hospitals’ as part of the government’s Health Infrastructure Plan with a new Net Zero Carbon
Hospital Standard.
The design team has therefore assessed and evaluated the implications of delivering the St George’s H&WH
to Net Zero standard. The preferred option for the H&WH is net carbon zero. This is achieved for a cost
increment of £600,000 (incl. VAT) as assessed by the Cost Consultants informed by benchmarking (1.8% for
additional capital expenditure to achieve NZC). This is offset by reduced energy costs over the life of the
building.
XCO2 is a multidisciplinary consultancy which provides carbon management advice. They were procured by
NELFT on behalf of the ICS to lead on the sustainability and energy strategies for St George’s (See appendix
6.7.1 and 6.7.2 for the Sustainability Statement and Whole Lifecycle Carbon Assessment). They have
demonstrated that the proposals meet the sustainability requirements set out in the London Plan and with
London Borough of Havering policies. The proposed development exceeds the London Plan CO2 on-site
savings target of 35% overall.
The design has been developed in such a way as to achieve significant reductions in carbon emissions
throughout the life of the building as the grid decarbonises. The approach is supported by the Sustainability
Strategy and Whole Lifecycle Carbon Assessment submitted as part of the detailed planning application in
accordance with the GLA’s standards for future development.
The strategy for St George’s has been to reduce carbon emissions through a fabric-first approach. Therefore,
certain features have been implemented in design plans including: choice of building materials, controlled
heating and ventilation system, high efficiency lighting and zoning control, specified low air permeability
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levels, and low transmission glazing to reduce the risk of overheating while maintaining a high degree of
daylighting, further reducing the energy demand from lighting.
XCO2 confirms that the strategy has maximised the potential of the development to achieve significant onsite carbon savings, beyond the notional building and policies. Thus, to achieve zero carbon, the development
will contribute to a carbon offset fund. This is equivalent to 2,803 tonnes over 30 years. Any carbon offset
contributions will be subject to viability discussions and detailed design stage calculations when the SAP10
methodology and emission factors are finalised

6.4.2.2 BREEAM
BREEAM is the Building Research Establishment’s Environmental Assessment Method and is a widely
recognised standard to describe a building’s environmental performance. The performance of a building is
quantified by measures across a range of environmental issues. This produces a final BREEAM targeted
percentage score, which can range between Pass (<30% score) and Outstanding (>84% score). In line with
NELFT aspirations, the BREEAM target for the St George’s H&WH is to achieve a minimum BREEAM
‘Excellent’ rating (a minimum score of 70%).
In support of the planning application for the development, a BREEAM New Construction 2018 preassessment has been completed. A BREEAM pre-assessment workshop took place on 30/09/2020, which
assessed the building as a fully fitted healthcare building type. The pre-assessment workshop indicated an
‘Excellent’ rating, with a score of 72.33%. A Stage 2 workshop then took place in April 2021, at which the
target score achieved was 75.16%, achieving the ‘Excellent’ rating. Please see Appendix 6.7.3 for the full
report.

6.4.2.3 Modern Methods of Construction
A core component of the Health Infrastructure Plan is adoption of Modern Methods of Construction (MMC).
The drive to implement MMC is intended to improve the cost effectiveness, productivity and timeliness of
infrastructure delivery.
MMC are at the heart of the technical design ethos of the project. Committed engagement has taken place
across the team. Bryden Wood gave a dedicated presentation in September 2020 from Bryden Wood to
explain the UK Government’s strategy, what it means in practice, how it can be applied to healthcare and
how it will be applied to St George’s, specifically in relation to the p-DfMA structural system (Platform Design
for Manufacturing and Assembly). This engagement has informed the subsequent design approach taken.
The design plans for St George’s H&WH target 75% use of MMC, including through:
•
•
•
•
•
•

Off-site manufacturing (structural frame is a component-based system manufactured off site from
standard components and assembled on site)
p-DfMA platform system
Less material (with associated reductions in cost, carbon, transport etc)
Fewer components (enabling high levels of optimisation, distributed resilient supply chain from major
manufacturers to local SMEs, greater control of logistics)
Standardised processes in manufacture and assembly (enabling creation of new jobs and upskilling,
improved health and safety, increased speed of assembly)
Façade design which lends itself to unitisation and manufacture
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•

MEP services will be unitised / packaged as much as possible to maximise the use of MMC

The use of MMC will be emphasised through the construction tender process. This has already been
demonstrated in the Expression of Interest (EOI) which has been issued. The EOI stated that the design
comprises extensive use of MMC, and asked bidding contractors to ensure their teams who would lead on
the bid are familiar with the benefits and efficiencies in this regard. The full tender documentation is yet to be
finalised as the design process is being completed. We will liaise with the national team to ensure they review
and approve the tender documentation following submission of the OBC.
Please refer to Appendix 6.8 for completed MMC table and matrix (Martin Rooney, NHS National Estates
Delivery Lead, August 2021).
6.4.3

Design review

The project has benefitted from the involvement of an experienced healthcare architect, who has occupied
the role of STP Design Champion (Jonathan Wilson, GBPartnerships; See Management Case for GBP’s
roles and responsibilities). The Design Champion reviewed and informed the emerging design being
developed by Bryden Wood, providing deep understanding of the vision through involvement from the very
early stages of briefing through to the development of the design for planning. This unique approach provided
independent review throughout the design process.
Following the mobilisation of the design team in July 2020, design reviews have taken place with the STP
Design Champion in attendance.
Figure 6.6: Design review progress

Review
Design Review of Concept Design with GLA
Design Champion presentation of the scheme vision and concept
design
Bryden Wood presented preliminary response to brief and concept
design
Design Review 1: Schedule of Accommodation and Functional
Relationships (Adjacencies and Flows)
Design Review 2: Schedule of Accommodation and Functional
Relationships (Adjacencies and Flows)
Design Review 3: Preliminary RIBA Stage 3 Design Proposals
BREEAM Pre-assessment workshop
Design Review 4: Developed RIBA Stage 3 Design Proposals; draft
Design and Access Statement (Outline Planning Application)
Pre-application Meeting/Design Review 1 (LBH)
Pre-application Meeting/Design Review 2 (LBH)
Design Review Panel (LBH and Frame https://www.frameprojects.co.uk/barking-and-dagenham )
Technical Design Review (Health & Safety, Security, Control of
Infection, Fire Safety) with relevant Trust officers and Design Champion
Pre-application Meeting/Design Review 2 (LBH & GLA)

Date
5 May 2020
22 July 2020
29 July 2020
6 August 2020
3 September 2020
14 September 2020
30 September 2020
2 October 2020
16 October 2020
8 December 2020
15 December 2020
3 February 2021
10 March 2021

Independent review of the design has also been provided through the Design Review Panel, run by LBH.
The design was presented to this panel of Local Authority representatives and independent architects on 15
December 2020. The reviewers assessed the scheme and were very supportive, commenting that the
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building would achieve positive patient and visitor experience. The report from this review can be found in
Appendix 6.9.
This series of internal and external reviews has provided rigorous design oversight to the scheme. This
process has also incurred significant internal and external project costs. External costs paid to LBH were
£30,500 + VAT. In view of both these factors, it was not considered necessary or appropriate to carry out,
and incur further costs through, an additional Design Quality Indicator Review (DQI).

6.4.3.1 Fire and Infection Prevention and Control
The design has been reviewed by the NELFT Fire Officer. The Statement of acceptance can be found in
Appendix 6.10.
The design has also been reviewed by the NELFT Infection Control Officer. The Statement of acceptance
can be found in Appendix 6.11. Barts Health and BHRUT are also supportive of the designs from an infection
control standpoint.
The design has been risk assessed for post-pandemic operation. The points considered are:
•
•
•
•

Access, egress and main circulation capable of supporting one-way movement of building occupants
of and when necessary
Layout mitigates potential crowding points
Layout allows flows into and out of the building to be separated as and when necessary
Layout flexibility facilitates adaptation of space use to crisis scenarios

Ventilation design addresses post-pandemic scenarios – the whole building can be mechanically ventilated
to UK Government Health Technical Memoranda standard; the Building Management System allows for both
100% mechanical ventilation and mixed mode.

6.4.4 Planning consent
Green Belt
The site for the H&WH sits within the London Green Belt, which imposes extraordinary constraints on
development. This requires demonstration of the ‘Very Special Circumstances’ for the development to the
GLA. The requirement for, and benefits of, the H&WH are evidenced by the Strategic Case. Richard Cawser,
GLA Strategic Estates Advisor, London Estates Delivery Unit, has been an integral part of the project team
throughout the town planning consultation period. The VSC case has been tested with the GLA, both
informally and in the third Pre-App Meeting (10 March 2021). LBH officers raised no further queries regarding
the VSC case in their last Pre-App response.
Planning process
Initially, the site had Outline Planning Consent for a health centre of 3,000sqm with 110 parking spaces.
However, the spatial requirement for the hub increased as the vision for the model of care developed. The
addition of space to the scheme has been subject to close scrutiny by the Greater London Authority (GLA)
and London Borough of Havering (LBH), given the Green Belt location.
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Design options were developed during August-September 2020. A revised scheme was presented to LBH
and the GLA at Pre-App Meeting 1 on 16 October 2020. The design was further developed through two
further Pre-App Meetings and Quality Review Panel to mid-March 2021. The records of the meetings are
included at Appendix 6.12.
In view of the extraordinary level of detail required for an Outline Planning Application, and the positive
endorsement of the design confirmed by LBH and GLA through the Pre-App Meetings, it was recommended
to the Project Board that a full planning application be submitted to LBH in late May 2021. This saved costs
in application fees and would allow the development to commence at an earlier date.
The full planning application was validated on 6 June 2021. The GLA have asked for certain clarifications,
which will collated by the Design Team (Bryden Wood) and other special advisers to the programme (see
Management Case for details of the special advisers). The H&WH is due to be presented for planning
decision at the Strategic Planning Committee on 4 November 2021.

6.5

Legal and commercial issues

6.5.1 Land transfer
The land on which the proposed development sits is classified as D1, and therefore, is approved for medical
and health services. The whole St George’s site was transferred to NHS Property Services (NHSPS) in 2013.
In 2017, 86% of the land was sold for residential development for £43m. The remaining land, approximately
3.93 acres (1.59 hectares), was retained for the new St George’s H&WH.
Upon approval of the OBC by DHSC and NHSEI, the parcel of land for the development of the H&WH land
will transfer from NHSPS to NELFT at Net Book Value of £854,000. This was agreed with DHSC and NHSEI
in October 2019. Correspondence to demonstrate this agreement can be found in Appendix 6.13. NELFT will
then own the freehold for the land. This will mean that the system can avoid incurring ground rent cost of
£80,000 and management costs of £90,000 per year, which would otherwise be paid to NHSPS. CDEL would
be covered as the land is an NHS asset; additional CDEL would not be required.

6.5.2 Partnership approach to the space
Flexible use of space
A principle for the use of space in the H&WH is that as far as possible (depending on clinical requirements
and best practice), space should be multifunctional and flexible, and not ‘owned’ by one particular service or
organisation. The impact of the pandemic has shown the importance of space being flexible, so that it can
be configured differently as need arises, for example to facilitate separation of different patient pathways. By
having a flexible, generic consultation room, a patient could be directed to a single room, and receive input
from multiple professionals in a coordinated, ‘one-stop’ model. Flexible, ‘hot-desking’ workspace for staff
contributes to integration across service and organisational boundaries.
The stakeholder NHS organisations whose services will occupy space within the H&WH are supportive of
this principle. This approach has informed the design of the building through the design process and was
reconfirmed as a key aspect of the H&WH’s functioning by stakeholders at the workshop held on 26 August.
Community asset
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A second principle of the H&WH is that the space is an asset to the local community, providing wider benefits
than the healthcare services located on site. As such the intention is to invite and actively encourage
Community and Voluntary Sector organisations to use the space.
Legal arrangements
Work is in progress with NELFT and the ICS to confirm the leasing or licensing arrangements which will
facilitate this vision for the operations of the hub. The Project Team is also in communication with NHSEI to
adopt learning and best practice from the development of the Cavell Centre model. The approach will be
developed and finalised between OBC and FBC stage, with full plans included in the FBC, including
confirmation of arrangements for how space will be provided to VCS partners.
Leasing arrangements could be undertaken whereby, except for the proposed renal dialysis unit, Frailty Hub
and the café area, most of the space would not be demised. Tenants would have leases based in their
expected use of space in the building and this should provide efficient, flexible use of the building and
eliminate the risk of void areas. If there are any unexpected void areas, the cost for this would be covered by
NELHCP.
Leases would be based on the standard heads of terms as recommended by the District Valuer and would
generally be for 25 years (with break clauses where appropriate) unless the tenant has received notice from
the NHS commissioners that their contract is to be terminated. If that is the case, the commissioners would
be expected to include in the new service contract that any new provider must make use of the vacated space
in order to reduce the risk of void space and costs.
Should a new APMS practice be tendered at any stage, primary care commissioners would follow the
specified tender process in place at that time.

6.5.3 Estates and Facilities Management (FM)
As freeholder, NELFT would manage estates and FM requirements for the H&WH. Further detail regarding
the Estates and FM strategies for the H&WH will be developed between OBC and FBC stage. However, it is
assumed that Estates and FM support for the H&WH will be delivered through NELFT’s current levels of
resource. Development of the H&WH will enable disposal of some non-fit-for-purpose estate (such as Elm
Park Clinic), which would release capacity in NELFT’s estates and FM team. The CIAM has captured benefits
relating to Estates and FM through reduction in backlog maintenance costs, realised through the ability to
dispose of non-fit-for-purpose estate and through efficiency in portering and reception from combining
multiple sites and services on one site.
This further work will include development of the Premises Assurance Model (PAM). This became mandatory
for Trusts to complete in July 2021, and NELFT are in the process of completing this piece of work. This will
form part of the NELFT Estates Strategy which is currently in development and expected to be finalised and
published by the end of 2021.

6.5.4 Equipment
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A sub-group within the project structure will be established during the development of the FBC to procure the
equipment required for the H&WH. This is in order to ensure that all participants are included in the
procurement process and decisions. Room data sheets will be prepared for every room within the
development to ensure completeness.
Within the OBC project cost plan, an allowance of £850,000 + VAT was initially estimated by the Cost
Consultants to cover the cost of new furniture and equipment, where required, except for specialist clinical
equipment. Such clinical equipment will be purchased or leased by the relevant provider organisation, e.g.
radiology equipment. The allowance includes the cost of new digital equipment. Digital infrastructure
requirements are captured through the building construction costs. A draft equipment schedule has been
provided by Bryden Wood, which is in line with the Cost Consultants’ estimate (see Appendix 6.14).
A great deal of furniture and equipment, including digital equipment, where appropriate will be transferred
from other locations with services. Where this is not the case, items would be purchased from within the
overall project allowance.
All equipment for the development would be procured following the standing orders and standing financial
instructions of the purchasing organisation and would comply with current requirements and strategy on
sustainability and carbon reduction policy.

6.5.5 Human Resources
Staff employed in the services falling within the scope of this OBC would be required to change the location
of their work to the new facilities. For some staff, this would mean that their base changes, for others, they
would operate from their existing base and deliver specific sessions out of the flexible rooms in the H&WH.
The Transfer of Undertakings (Protection of Employment) (TUPE) regulations 2006 would not apply since no
employees would be transferred between organisations. No changes to pensions would be required under
these proposals. However, this will be kept under constant review during the development of the project.

6.5.6 Assurance reviews
During the development of the FBC, various assurance reviews will be undertaken as shown in Figure 6.7:
Figure 6.7: Assurance reviews

Assurance review
Risk Potential
Assessment
Integrated Impact
Assessment
Integrated Assurance
and Approvals Plan
Health Impact
Assessment
Equality Impact
Assessment

Notes
Risks associated with the project will be scored against the Risk Potential
Assessment
This will consider the potential positive and negative impacts of proposed
changes to services on people who live in the area, including potential
mitigations
This will ensure that assurance activities are planned, scheduled and
coordinated, with the necessary resources to deliver, secured in advance
This will consider the impact of the project on local population and patients
This will consider whether any particular protected group will be adversely
affected by the proposals, but it is anticipated that more equitable care will
be provided to a broader group of people and that the proposal offers an
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opportunity to re-provide services in a fit for purpose, accessible, updated
environment
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7 MANAGEMENT CASE
7.1

Purpose of the Management Case

The purpose of the management case is to demonstrate the arrangements that are in place for the
management, governance, delivery and monitoring of the development of St George’s Health & Wellbeing
Hub.
Demonstrating that the preferred option can be successfully delivered requires evidence that the St George’s
Health & Wellbeing Hub development is being managed in accordance with best practice, as identified in HM
Treasury Green Book for business cases 11. This section describes the arrangements in place for programme
management and governance, benefits realisation, measurement and management, and risk
management. Post project evaluation arrangements are also highlighted.

7.2

Structure of the Management case

The management case outlines:
•

•
•
•
•

7.3

Governance arrangements
o Governance key responsibilities
o Use of special advisers
o Partnership working
o Project plan
Benefits realisation
Change management
Risk management
Post project evaluation

Governance

The governance and reporting arrangements and the key responsibilities of each group for the St George’s
H&WH project are outlined in Figure 7.1 and in the supporting narrative below. This reporting structure will
remain in place for the full business case development, if this OBC is successful, and for the commissioning
and construction phases of the project. It will be subject to ongoing review to ensure fitness for purpose.
Further detail on project governance arrangements, including membership of all the groups, and Terms of
Reference, can be found in Appendix 7.1.

11

https://www.gov.uk/government/publications/the-green-book-appraisal-and-evaluation-in-central-governent
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Figure 7.1: Project governance structure

Project Board
The Project Board is jointly chaired by the two Senior Responsible Officers (SROs) who are Professor
Oliver Shanley OBE, Chief Executive of NELFT on behalf of NELFT and Steve Rubery, Director of
Commissioning & Performance at BHR ICP, on behalf of the ICS. Prof. Oliver Shanley has previously held
the role of SRO on a capital redevelopment programme (Hertfordshire Partnership University NHS
Foundation Trust and Harperbury mental health transformation programme, Hertfordshire, £40m). Through
his position at NELFT, he has been involved in the recent delivery of capital projects, for example the Jane
Atkinson Health and Wellbeing Centre in Walthamstow, which opened in 2019.
The Board oversees and provides leadership for the St George’s Health and Wellbeing project. It has
representation from NELFT, BHRUT, Barts Health, NELHCP, BHR ICP, LBH, Havering HealthWatch and
NHSEI. It meets monthly to review progress and reports to all stakeholder boards.
Key responsibilities:
•
•
•
•
•
•
•

Hold and steer the project on behalf of the system
Provide a decision-making framework to ensure the objectives of the project are achieved.
Ensure a comprehensive, affordable strategy is in place for recommendation to the stakeholder Trust
Boards.
Ensure compliance with the agreed programme and consider any changes
Approve any changes in the cost plan
Receive reports from the Project Team managing the development and approval of the Business
Cases and procurement
Agree a programme and timetable for the completion of the entire project

Project team
The Project Team is a small group chaired by the Project Director (Keith Flaxman, BHR CCG). It reports to
the Project Board and takes direct responsibility for delivery of the H&WH and managing the project on a
day-to-day basis.
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Keith Flaxman has significant experience of leading and successfully delivering large capital redevelopment
programmes for the NHS. He was Project Director for the development of six LIFT buildings across Barking
and Dagenham and Havering, Mascalls Park older people’s mental health unit (c.£5M) and is currently
Project Director for the ongoing work on Barking Community Hospital (c.£13M). He has also been involved
at a senior level in the developments of Brentwood Community Hospital (PFI, £29M) and Essex
Cardiothoracic Centre (£59.3M).
Key responsibilities:
•
•
•
•
•
•
•
•
•
•

Monitor and ensure that timescales within the project plan are adhered to
Co-ordinate activities required to develop and complete the Business Case
Ensure stakeholder/user involvement
Manage the Project Risk Register for the Project Board, ensuring that high level risks are escalated
for appropriate action and that other risks are managed to a conclusion.
Manage the budget for the project and delivery of the objectives both in process and project terms on
behalf of the Project Board
Provide a controlled process to document and manage any changes to the programme
Deals with the implementation of the design of the H&WH and any changes to plan, technical issues
arising from contractor issues and compensation events (variations).
Passes issues and other relevant information for consideration to the Project Advisory Group
Manages the construction contract
Reports regularly on progress, risks and costs against plan to the Project Board

Project Advisory Group
The Project Advisory Group Comprises representation from: NELFT, BHRUT, Barts Health, NELHCP, BHR
ICP, LBH and NHSEI and is led by the Project Director. It act as a source of expert advice to the Project
Team.
Key responsibilities:
•
•
•
•
•

Provide advice and direction to the Project Team
Represent the views of their organisations
Gather information needed for the business case process
Ensure there is feedback to their respective organisations
Ensures that there is stakeholder engagement and resource and process within each organisation to
facilitate response to requests for information

Workstreams
There are seven sub-groups that provide detailed technical advice and solutions to challenges as they arise.
The workstreams report to the project team and meet on an ad hoc basis. They report the outcome of
meetings to the Project Team. The leads for each group are shown in Appendix 7.1.
Key responsibilities:
•

Provide technical advice to the project
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•

Produce strategies and recommendations to ensure the development is fit for the future

Partnership working
Effective partnership working between the relevant organisations is essential In order for the St George’s
H&WH to successfully deliver the planned integrated model of care, and provide a valued asset for the local
community. The various partners have been described in the strategic case.
In this innovative development of the H&WH the project owners (NELFT) will be the freeholders on behalf of
the North East London Health and Care Partnership (the ICS). As highlighted above there are two SROs for
the programme. The SROs are responsible for ensuring effective project management arrangements are in
place that will deliver the project on time, budget and quality.
During the development of this OBC the Project Team has ensured that regular engagement has taken place
with stakeholders from each partner organisation as part of the overall engagement strategy for this
development (see St George’s Hospital site redevelopment draft communications and engagement plan in
appendix 3.10). The building and facilities requirements to deliver the shared vision for the new H&WH have
been co-designed with partner organisations who are supportive of this OBC. A letter of support has been
received from NEL CCG and is attached at Appendix 7.2.
The Project Team will continue to work with all stakeholders and partner organisations throughout the
lifecycle of the project both through development of the FBC, and beyond to delivery.

7.4

Programme and Project Management Arrangements for the delivery of St George’s
H&WH

The management of the overall project within the NHS will be in accordance with PRINCE2 methodology,
a process-based project management methodology that supports the organisation, management and control
of the project phases from beginning to end.
7.4.1

Resources in support of project management

NELFT have already committed £1.3M at risk in order to appoint specialist advisers to support delivery of the
project to date.
7.4.2

Use of Special Advisers

The Project Team is supported by significant resource from a number of special advisors contracted to
support the development of the St George’s Health & Wellbeing Hub. These advisers have been used in a
timely and cost effective manner, in accordance with Treasury Guidance.
Lead Project Consultants – Northmores
Northmores were appointed as the lead project consultants. The practice holds accreditation for ISO9001,
ISO14001 and ISO18001 as well as achieving Constructionline Gold Level registration for Project
Management and Lead Consultancy. Northmores have been delivering Project Management and Design and
Cost Team Services to NHS Trusts through the NHS Shared Business Services Framework for Construction
Consultancy Services since 2014 and have retained their place on the next generation of the framework for
2018 – 2022 for all disciplines.
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They were contracted by NELFT on 16th March 2020 to provide dedicated programme, project and design
management.
Previous experience
As a recent example of particular relevance for NEL and St George’s H&WH, Northmores was part of the
successful project team for the development of the Jane Atkinson Health and Wellbeing Centre. Northmores
provided a range of Project Management and Lead Consultant Services to NELFT to complete this £10m
development in Walthamstow on the Thorpe Coombe site. The project encompassed the design,
development and construction of this 4,000msq NELFT facility, which opened in 2019. The Jane Atkinson
Health and Wellbeing Centre houses co-located NELFT community health and mental health services.
Project management approach
Northmores delivers a structured process which encompasses key deliverables, controls and measures for
each project stage applied to cost, programme, health and safety and quality. Having identified appropriate
stages of work, the project manager will set up the process for monitoring and sign-off milestones within the
programme. These milestones will typically occur at the end of a project stage and represent a point at which
a predetermined set of deliverables are compiled by the project team and presented to the client for sign-off.
As Project Managers and Lead Consultant for St George’s, Northmores have dedicated management
resource for overall programme management, design management and stakeholder management to ensure
overall coordination of dependent workstreams. This process is planned and managed to tie in with the
project’s governance and procedures around reporting through to completion and accords with ISO 9001
accreditation.
The team is led by Alex Johnson (Managing Director, Northmores). Northmores are responsible to Paul
McGeary (Head of Estates for Havering, NELFT) aided by NELFT project management support from Edward
Hayden (Capital Project Manager, NELFT). Northmores work closely with the Project Team and Project
Director.
Northmores team
The Northmores wider team also includes other suppliers delivering design and architecture, cost consulting,
building services engineering and landscape architecture as shown below in Figure 7.2:
Figure 7.2: Special advisers working as part of the Northmores team

Adviser
Supplier
Project
Northmores
consultants Ltd

Role and Responsibilities
Northmores are project management consultants, with experience in
leading commissions for NHS projects. They are responsible for
project and programme management, design management and
business case liaison. They occupy the role of Principal Designer.

Design
Architect,
Civil and
Structural
Engineer

Bryden Wood are acting as Designer, Architect and Civil/Structural
Engineer. They have a track-record in delivering innovative, highquality and cost effective projects across the healthcare sector. They
are leaders in theory and practice of Modern Methods of Construction
(MMC) or ‘smart’ construction.

Bryden Wood

Page | 100

St George’s Health & Wellbeing Hub: Outline Business Case

Cost
Currie &
consultants Brown Ltd

Building
Services
Engineer
Landscape
architect

Ramboll

Arc
Landscape
Design and
Planning Ltd

Currie & Brown is an asset management and construction
consultancy, with significant experience in the healthcare sector. They
have delivered a number of projects with Northmores, including recent
work with NELFT. They are Cost Consultants for the programme.
Ramboll is an engineering, architecture and consultancy company.
They deliver MEP engineering services and fulfil the BREEAM
Assessor role for the programme.
Arc Landscape Design and Planning Ltd is a consultancy specialising
in landscape and public realm design and landscape/townscape
assessment. They are leading the landscape design for the
programme.

Additional advisers have also been procured by NELFT on behalf of the ICS to provide specialist advice and
deliver required outputs to inform planning up to this stage of the project, as shown in Figure 7.3:
Figure 7.3: Special advisers continued

Adviser
Building
control

Supplier
Socotec

Planning
consultant

SW Planning
Ltd

Independent
fire consultant

Healthfire Ltd

Flood risk
assessment

Stantec

Environmental
and
sustainability
Healthcare
planner

XCO2 Ltd

Business case
authoring

Carnall
Farrar

Artwork
Advisor

Studio 3 Arts

Gbpartnerships
Ltd

Role and Responsibilities
Socotec are independent providers of building control services.
They support projects of all sizes across all sectors with
innovation in design, construction methods and interpretation of
building regulations.
SW Planning is a planning and development consultancy. They
have extensive working experience of the overall St George’s
Hospital site and its previous development strategies. They have
led the revision to the existing outline permission for the H&WH
through to a new full, application for the OBC. SW Planning have
coordinated inputs from a number of specialists to support the
planning application:
• Transport Planning Consultants Ltd (Transport Specialists)
•

Richard Graves Associates (Ecologists)

•

Tamla Trees (Arboriculturists)

Healthfire is a specialist fire safety consultancy with a focus on
delivering fire safety for hospitals and healthcare premises. They
produced the independent fire strategy for the project in support of
the full planning application.
Stantec are a multidisciplinary engineering firm with experience
delivering infrastructure related services. They delivered design
services for the utilities and site infrastructure up to planning stage
in addition to providing specialist services relating to flood risk.
XCO2 are a multidisciplinary consultancy providing carbon
management advice. They are leading the sustainability and
energy strategies for St George’s.
GBPartnerships are a group of companies providing consultancy,
property development and asset management, with experience
working with NHS and public sector organisations. They acted as
healthcare planners and provided support to the design review
and business case development.
CF are a management and analytics consultancy company
dedicated to improving health and care services globally, with
business case development expertise. CF supported development
of the OBC, including financial and economic modelling support.
Studio 3 Arts is a non-profit organisation based in Barking,
working with communities across East London. They are
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Legal Advisor

Capsticks

providing advice to the programme regarding artwork as interior
decoration and on the hoarding during construction.
Capsticks is a UK law firm, leading in public sector law and
provide legal advice to NELFT. The programme is leveraging their
support.

Following procurement of contractors for the construction phase, a number of these special advisers will be
retained to support the programme:
•
•
•
•
•
•

Northmores retained as Project Manager and Lead Consultants
Bryden Wood novated and key personnel retained as Architect and Civil and Structural Engineer
Ramboll retained as Building Services Engineer
Currie & Brown retained as client Quantity Surveyor
ARC Landscape Architects retained
SW Planning retained

7.4.3 Project Plan
The project plan for the delivery of the St George’s Health & Wellbeing Hub is attached at Appendix 7.3.
The key milestones for the project are set out in Figure 7.4:
Figure 7.4: Key project milestones

Date
Outline Business Case Submission 1
Full Planning Application Submission
Full Planning Application validated
Outline Business Case Submission 2
Outline Business Case Submission 3
Planning Consent
OBC approval: NHS England & Improvement
(Regional) Approval (JIC)
OBC approval: Department of Health and Social Care
(National) Approval
Tender Period*
FBC assembly and submission (based on tender
return)
FBC Approval
Early works (completed at risk while FBC is in for
approval including demolitions, services diversions, site
clearance etc)**
Main Construction Period
Post Project Evaluation (Project Procurement)
[3 months after construction commencement]
Construction Completed [Hand Over of Building]
Operational Commissioning of H&WH
Opening Date
Post Project Evaluation [3 months after operational
commissioning]
Disposal of Asset [Elm Park Clinic {NELFT}

Milestone
November 2020
May 2021
June 2021
June 2021
September 2021
November 2021
December 2021
Late December 2021
November to January 2021
November 2021 to February
2022
mid February to end May 2022
mid February 2022 to end May
2022 (16 weeks)
June 2022 to August 2023
(using MMC)
September 2022
August 2023
August to October 2023
October 2023
January 2023
Following operational
commissioning period
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Post Project Evaluation [12 months after operational
commissioning]
Post Project Evaluation [24 months after operational
commissioning]

October 2024
October 2025

*Recognised that the tender period overlaps with OBC approvals. This has been accepted by the project, and will enable
the programme to securely meet the timeline for HIP Wave 4b projects
**Early works will be completed at risk while FBC is in for approval. Early works will be carried out over 16 weeks,
including demolitions, services diversions, site clearance. The approximate cost of the early works is estimated between
£0.5-1M.

As part of the approvals process at OBC and FBC stage, business cases go through the ICS’s internal review
and approval process, and has been presented at the following levels for sign off:
Figure 7.5: Sign-off process

Sign-off Level
Level 1
Level 2
Level 3
Level 4
Level 6

7.5

Authorisation for sign-off
Senior Responsible Officer
Project Board
Local Authority Cabinet
CCG/NELFT/BHRUT/BARTS Boards
NHS England/Improvement

Benefits realisation

As described through the Strategic and Economic Cases, the benefits expected to be realised by the project
have been identified, captured and appraised. Cash releasing, non-cash releasing and societal benefits have
been defined and robustly quantified through the Comprehensive Investment Appraisal Model (CIAM).
The Benefits Register (appendix 7.4) describes the expected benefit and sets out:
•
•
•
•
•
•
•

The expected outcome the benefit would deliver
The spending objective the benefit aligns with
The category the benefit falls into (cash releasing, non-cash releasing, quantifiable, qualitative)
How the benefit would be measured
The baseline performance
The targeted future performance
The expected timescale for realising the benefit

Engagement process to develop the benefits
The benefits have been identified, reviewed, documented and agreed through engagement with
stakeholders, including the Project Team and Finance Group. The benefits have been signed off through the
economic modelling to prepare a robust CIAM. Further details of the benefits identification and quantification
process are included in the Economic case and set out in Appendix 4.10.
The purpose of the Benefits Register will be to act as a live document throughout the project lifecycle, not
just during investment decision making, supporting benefits management and eventual benefits realisation.
Aligned with the Investment Objectives, the benefits capture the value to be created from the project,
including wider social objectives. These benefits support the model of care, and delivery of the benefits will
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be robustly managed through the course of the project. As such, the Benefits Register will form an integral
part of project delivery and monitoring. It will be regularly reviewed and updated by the Project Board
(monthly, as a minimum).
Next steps
The Benefits Register will be refined as part of the work to develop the FBC, including development of a
detailed Benefits Realisation Plan. This will involve the Project Team and other members of stakeholder
organisations as will be agreed to manage and deliver the benefits. There will be engagement with
stakeholders in developing the Benefits Realisation Plan, defining the KPIs to track the outcomes and
assigning ownership to individuals. The plan will include:
•
•
•
•
•

Fuller definition of each benefit
Formal governance agreements for each benefit
Statement of benefit costs, baseline measures for non-cash benefits and plan for measuring,
reporting and reviewing
Assignment of trackable KPIs for each benefit
Individual named owners identified for each benefit to build on current ownership attribution to
organisations

Through the development of the Benefits Realisation Plan, KPIs and monitoring processes will be agreed.
However, draft potential KPIs for realising the planned benefits could include those in figure 7.6.
Figure 7.6: Draft potential KPIs

KPI name
Number of comprehensive
geriatric assessments completed

Discharge home from frailty unit

Usage of specialist advice and
guidance

Rate of MRIs/CT scans per head
of population
Staff turnover rate

Ambulance conveyances and
handover time

Reasoning
Understand the rate of CGAs that
are taking place and therefore
the benefit translated to the
population
Quantify the rate of discharges
from the frailty unit home to
understand the impact of the
frailty unit and whether the same
cohort are still admitted to
hospital
The use of specialist advice and
guidance will help to manage the
rate of referrals to outpatient
activity and improve outcomes
from primary and community
care.
This will support the drive to
increase early diagnosis of
cancer and other conditions.
The improved estate and working
conditions should see a
improvement in the retention rate
and a lower turnover rate.
The number of ambulance
conveyances to the estate should
release pressure on the Queen’s

Related benefits
Improved QALYs through frailty
unit

Improved QALYs through frailty
unit

Improved access to specialist
consultations and avoided
outpatients activity
Reduced number of journeys for
healthcare
Cancer diagnosis – early
detection
Improve staff retention

Reduced ambulance handover
delays

Page | 104

St George’s Health & Wellbeing Hub: Outline Business Case

Carbon output

A&E and should have swift
handovers
The new estate should have a far
lower carbon output and should
be a net zero build.

Carbon saved from NCZ

Once the Benefits Realisation Plan is finalised it will be embedded as a formal part of the of the programme
lifecycle framework.

7.6

Change management plan

The introduction of an integrated care system across organisational boundaries, and the development of an
integrated care model within a completely new setting, presents all the partner organisations with the
challenge of how to manage these changes.
Building on the ICS People Strategy, a change management plan for the H&WH development will be
developed that will consolidate the change management arrangements needed to make a success of the
new building and the new model of care. The plan will identify the capability and resources needed to
implement the changes effectively. Key priorities will include:
•
•
•

Workforce planning
Developing staff with the skills needed to work in an integrated environment
Supporting staff through the changes

Changes in Location
With the opening of the new hub many staff will need to either change their location or add St. George’s to
the range of locations they visit. The renal team from Barts Health have already visited the site, mainly to
confirm its location and ease of access for their patient cohort and are very excited about the change. For
all staff affected by the change, a regular schedule of site visits and familiarisation and induction sessions
will be arranged.
Changes to way of working
Prior to the hub being open sessions will be arranged to further explore the ways in which the new integrated
model of care will affect working practices and how the new systems, particularly digital systems, will operate
to ensure patients have a smooth journey through their treatment. It is expected that virtual consultations will
continue, as in the pandemic, in large numbers and staff will need to understand this will impact on the patient
journey.
New roles and new staff
While every participating organisation wishes to retain its current workforce, there will also be a need to
recruit new members of staff and have them trained in time for the hub to open. There will also be a number
of new staff in new roles, particularly within the PCN, e.g. health and wellbeing coaches, social prescribers
and care navigators. It will be important for all staff to understand how these new roles fit into the integrated
care model.
During the development of the hub we will need to identify how the model of care will be introduced. We will
need to plan the recruitment of these roles so that staff are well acquainted with the integrated service. We
will be looking for opportunities to recruit from the local community to strengthen our workforce. We will also
identify new ways of working such as offering apprenticeship schemes.
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Developing the change management plan
The change management plan will be developed during development of the FBC. Key activities will include:
•

•
•
•
•
•
•
•
•
•
•
•

Aligning governance with the delivery timeline and identifying any changes needed. This will involve
continuance of the Project Board and Service Specification Group and the introduction of a
Manpower development group
Ensuring sufficient resources and capability are in place to facilitate change when needed, in line
with the pace of change
Keeping all key organisations and staff informed and supporting change management
Working closely with staff side colleagues in all organisations to ensure that staff and their
representatives are included in a process of dialogue.
Creating change champions in order to ensure a smooth transition to the new integrated model of
care
Introducing a newsletter to directly inform staff of progress
Continuation of engagement events, bringing staff into multi agency thinking
Developing an induction programme for all staff and volunteers
Introducing development programmes to support new ways of working
Introducing local staff forums to aid feedback from staff
Engaging with existing staff networks
Ongoing organisational development

Staff recruitment and retention
All NHS organisations are experiencing difficulty in attracting staff, particularly as a result of Brexit, and all
are currently working on recruitment and retention programmes. During the construction phase of the hub a
recruitment campaign will be launched, promoting the benefits of working for the NHS, particularly working
in an integrated care environment. We will be concentrating on recruiting local people from Havering and
taking advantage of apprenticeship schemes. The planned establishment of the Manpower development
workstream following OBC stage will support this work, and link in with other stakeholder organisations’
workforce teams to support staff recruitment and retention.
Staff Health and Wellbeing
Health and wellbeing of our workforce and volunteers is important to all of the organisations within the hub
and we will be developing a health and wellbeing plan taking account of ‘We are the NHS: People Plan 20/21’
and ‘Our People Promise’.
Consultation
Once the FBC is approved, staff will be fully consulted by each organisation through their own organisational
change policies. The ICS is fully committed to consultation and that will continue to happen through all stages
of the development.
Change control process
There will be no business continuity issues as the H&WH is a new build and services will relocate only when
the building is ready to receive providers and deliver services. Double running of services will not need to
take place, as services can move in fully as soon as the building is operational.
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As far as possible, all relocations will happen outside of service delivery hours, thus minimising any shortterm disruption to services. Particular attention will be given to the proposed renal dialysis relocation, so that
the regular patient treatment required is unaffected.

7.7

Risk management

The objective of the risk management process is to enable ongoing and proactive identification, assessment
and mitigation of project risks. Risk management is an essential part of the development of any project.
A Risk Register for the project can be found at Appendix 7.5.1. These risks have been established throughout
the project to date, and are regularly reviewed by the Project Team. Risk status is reported monthly to the
Project Board. Current and target risk levels, mitigations and review dates are updated on the Register to
meet changing circumstances.
The economic modelling (See Appendix 4.7.1, Tabs named ‘Risk Inputs’) contains quantification of risk at a
more granular level, which contributes to the CIAM. Risks are quantified for the options 2 and 3. More detail
is provided within the Economic Case.
The Risk management strategy for the St George’s H&WH development incorporates the following activities:
•
•
•
•

Identifying possible risks at an early stage, allowing minimisation or mitigation to be put in place
Recording and description of identified risks to the programme, with mitigation via the Risk Register
Allocating individuals responsible for each risk and a timeframe for review
Decision making process supported by risk evaluation, with oversight from the project Board via
monthly Board meetings
Quantifying, where appropriate, the potential cost implications of each risk

•

The Risk Register will continue to be further developed, maintained and reviewed by the Project Team during
the next phases of the project, from commencement of the FBC through to construction and operational
commissioning. The risk register will be regularly reviewed to maintain tight project control and ensure new
potential risks and mitigations are registered and actioned in a timely way. This includes continued monthly
escalation of risk and reporting of risk status to the Project Board. In the event of a sudden risk development
or in the event senior assistance is required, issues are escalated to the Project SROs.
7.8

Post Project Evaluation

The programme team is committed to ensuring that a thorough and robust Post Project Evaluation (PPE) is
undertaken, to ensure that positive lessons can be learnt, as well as to appraise whether the project has
delivered its anticipated outcomes and benefits.
The PPE will be carried out in line with best practice following the guidance of the ‘Department of Health
Good Practice Guide – Learning Lessons from Post Project Evaluation’.
The PPE is envisaged to comprise four stages as set out below in Figure 7.7. Further detail can be found in
Appendix 7.6.
Figure 7.7: Post Project Evaluation process for the H&WH

Stage

Timeline

Objective

Examining
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To assess how well
the project was
managed from time of
OBC approval to
commencement of
construction phase

•
•

Stage 2:
Within 3
Implementation months of
operational
commissioning
commencing

•
•

Stage 3: New
operational
model in place

To assess how well
the project was
managed from
commencement of
construction phase to
operational
commissioning
Up to 12
To assess how well
months after
the project was
completion of
managed during
operational
operational
commissioning commissioning phase,
of the scheme through to operation in
the new building

•
•

Stage 1:
Project
procurement

Within 3
months of
construction
commencing

•
•

•

•
•
•

Stage 4: New
operational
model wellestablished

2 years after
To assess how well
operational
and effectively the
commissioning project was managed
during the actual
operation of the
H&WH

•
•

How effectively the project was managed
Communications and involvement during
procurement
Effectiveness of advisers used on the
scheme
Effectiveness of NHS guidance in
delivering the scheme

How effectively the project was managed
Communications and involvement during
construction
Effectiveness of the joint working
arrangements established by the
Contractor(s), the design team and the
project team
How effectively the project was managed
Effectiveness of the new operational
model
Communications and involvement during
commissioning, and into operations
Overall success factors for the project in
terms of cost and time
Extent to which the new operational
model meets users’ needs
Effectiveness of the new operational
model
Extent to which the new operational
model meets users’ needs
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8 CONCLUSION
This OBC seeks approval of plans for the redevelopment of the St George’s Hospital Site in Hornchurch to
deliver the Health & Wellbeing Hub. The OBC seeks central support of £17m from Wave 4b funding with the
remaining £10.7m cash to be provided by NELFT, partially offset by the sale of Elm Park at £968k
Following submission of this OBC, the following next steps need to be completed to commence procurement
and construction:
•
•
•
•
•
•
•
•
•
•
•
•

Gateway Review Process
Approval of the OBC
Complete design to RIBA stage 4’a’
Receive full planning permission
Complete tender documentation and issue to the tenderers
Manage the tender process
Adjudicate and select a preferred Contractor
Complete Contract negotiations
Assembly and submission of the FBC of the OBC
FBC approval
Commencement and completion of early works
Main construction works begin
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