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Recommendations: 
 
The NHS Board is asked to :-  
 

 Approve the attached papers for onward submission to the Scottish 
Government Capital Investment Group. 

 
Introduction   
 
This report provides the proposals to deliver improvements in health and social care services in Greenock 
and Clydebank.  An Initial Agreement has been prepared for the investments proposals in each of the areas 
and a short Executive Summary of each is attached. 
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Improving Lives in Greenock  
 

Initial Agreement 
 
 
1. Overview 
 
1.1  Executive Summary 
Greenock is the largest town within Inverclyde, and like much of the West of Scotland, is 
characterised by persistent socio-economic deprivation and poor health outcomes.  The 
development of the Inverclyde Health and Social Care Partnership (HSCP) builds on 
established joint working that was fostered under the previous CHCP arrangements, but the 
new HSCP also affords an opportunity for us to take stock of progress to date and our 
priorities for the future.   
 
This document details our thinking in terms of the most important issues that shape our 
strategic priorities.  Health inequalities are central, and some of the most notable negative 
consequences of these are highlighted.  We know that many of the people who need health 
or social care support are often disinclined to approach or engage with our services, and only 
accept support when their condition(s) are quite advanced.  This means that opportunities 
for supported self-management or health improvement at an earlier stage of disease 
progression can often be missed.   
 
The current facilities at Greenock Health Centre are of poor quality and are seen as 
unwelcoming.  Staff tell us that the current building is not able to accommodate the new 
ways of working afforded by multidisciplinary team approaches, in terms of layout, spatial 
relationships and general fabric.  We also know that patients attending Greenock Health 
Centre will often be expected to attend other locations to access services that are part of 
their overall care package or approach.  If patients choose not to attend another location, 
then their treatment plan is at risk of being compromised.  If we are to make a real 
difference to improving lives in Greenock, we need to radically re-think our approach to how 
we organise and deliver health and social care services in a way that maximises our impact, 
nurtures and supports self-management, makes the patient journey as straightforward as 
possible, and recognises carers and third sector contributors as equal partners.   We also 
need to ensure that we refine our relationship with Acute Sector services in ways that 
optimise effectiveness and efficiency, and support care and treatment being delivered from 
primary care settings whenever appropriate.  This is in the best interests of patients and 
staff alike. 
 
We have considered the negative points of the current building alongside the positive joint 
working that has steadily grown over the years within the Greenock Health Centre.  There is 
much to celebrate and any future change should aim to preserve the positives as well as 
address the negatives.  Recognising this, we have considered various options including 
refurbishing, upgrading or expanding the existing facilities.  For various reasons that are 
noted, once all of our options had been reviewed, we concluded that the best option for 
Greenock is a new-build Health Centre that enables bringing together the key supports from 
a range of professions to tackle health inequalities, improve health and contribute to social 
regeneration.   
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There has already been significant rationalisation of public sector buildings in Inverclyde to 
modernise delivery options and streamline the citizen’s journey.  The next logical step is to 
modernise health and social care premises and create opportunities to further improve 
access to services, integrating the wider Community Planning Partnership aspirations of 
improved outcomes, won through social and economic regeneration that increases the life 
opportunities and health outcomes of those most vulnerable to experiencing inequalities of 
all kinds. 
 
This paper sets out an initial proposal and outline costs for the development of a health and 
social care facility for Greenock and the wider community of Inverclyde.  The development 
will be led by Health and Social Care Partnership, which is responsible for the provision of all 
health and social care services in Inverclyde. 
 
The current Greenock Health Centre is the base for five GP practices serving a population of 
29,066, and was designed almost 40 years ago.  The population and expectations have 
changed significantly since it was built, and the centre is no longer fit for purpose.  It is of 
poor fabric, is functionally unsuitable and does not have the space to deliver services that 
can and should be expected from a modernised National Health Service.       
 
 
2. Purpose 
2.1 Strategic Case  
NHS Greater Glasgow & Clyde (NHSGGC) is the largest NHS Board in Scotland and covers a 
population of 1.2 million people. The Board’s annual budget is £2.8 billion and it employs 
over 40,000 staff.  Services are planned and provided through the Acute Division and six 
Health and Social Care Partnerships, working with six partner Local Authorities. 
 
NHSGGC provides strategic leadership and direction for all NHS services in the Inverclyde 
area and works with partners to improve the health of local people and the services they 
receive.   This approach recognises that good health outcomes are achieved through much 
more than just clinical services, important thought these are. 
 
NHSGGC’s purpose, as set out in the Board’s Corporate Plan 2013 – 16 is to “Deliver effective 
and high quality health services, to act to improve the health of our population and to do 
everything we can to address the wider social determinants of health which cause health 
inequalities.” This is entirely in line with NHSScotland’s strategic priorities, particularly in 
relation to the 2020 Vision and the Quality Strategy.  From the HSCP perspective, our 
planning is underpinned by the five strategic themes. 

• Early intervention and preventing ill-health 
• Shifting the balance of care 
• Reshaping care for older people 
• Improving quality, efficiency and effectiveness 
• Tackling inequalities.  

 
Inverclyde HSCP is responsible for the planning and delivery of all community health and 
social care services within the local authority area based on these five themes.  The scope of 
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HSCP services includes the delivery of services to children, adult community care groups, 
mental health, addictions, criminal justice, homelessness and health improvement activity.   
Having responsibility for this full range of provision presents real opportunities to address 
the issues relating to the five strategic themes.  
 
 

The 2014 population for Inverclyde is 79,860, accounting for 1.5 per cent of the total 
population of Scotland.  52% are Female and 48% are Male.      
        

Demographic Profile  

In Inverclyde, 16.5% of the population are aged 0-15 years, and 16.7% are aged 16 to 29 
years (which is smaller than Scotland where 18.3% are aged 16 to 29 years). People aged 60 
and over make up 26% of the Inverclyde population compared to the Scotland figure of 24%.  
Table 1 below shows that Inverclyde’s population overall is skewed more towards older age 
groups than the Scottish averages.  This means a potentially smaller proportion of working 
aged people against a higher proportion of older people who are likely to have greater 
health and social care needs given the health inequalities experienced in Inverclyde.  
 
Greenock Health Centre currently serves 29,066 patients, which is just over 36% of the 
Inverclyde population.           
  
 
Table 1:  Estimated Population of Inverclyde and Scotland, by age group, 2014 
  

Source:  Mid-Year Population Estimates, NRS Scotland, 2014 
 
 
 

The current Health Centre building is no longer fit for purpose and cannot serve the 
population to best effect due to constraints of space, poor condition of the estate and lack 
of flexibility in how the existing building is able to be used.  In assessing our options we have 
considered refurbishment and expansion, but the location, design and land footprint mean 
that this is not a feasible option.  In considering improved ways of working to deliver better 

Current Arrangements 
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outcomes, the premises from which we operate are an important factor.  The current 
arrangements do not support the changes we aim to make, and the most economical and 
sustainable option to emerge from the assessment is for a new-build facility. 
 
This document therefore goes on to articulate the investment and design quality objectives; 
the risk management strategy and the benefits realisation plan.   
   
2.2 Economic Case  
In scoping the options, the Project Board has considered that the future model of service 
provision needs to be delivered from premises that are fit for purpose.  The premises need 
to support the level of integrated working required to make a more positive impact on 
reducing unequal health outcomes and supporting self-management, particularly in regard 
to multi-morbidities.  The current facilities have been assessed as not meeting the basic 
needs, so the “Do Nothing” option is not viable.  The poor repair and ongoing maintenance 
of the building mean that from a repairs perspective it is “money hungry”.   There is a 
current maintenance backlog of £933k which will only grow in the future.  The asbestos that 
is integral to the building’s structure means that even relatively simple repairs become 
extremely costly as measures need to be put in place to protect staff and the public from the 
dangers of displaced asbestos fibres or dust.  The preferred solution is therefore a new-build 
facility, to be delivered within an overall funding envelope of £19M. 
 
 
2.3 Commercial, Financial & Management Cases  
  
In discussions with the Scottish Government and Scottish Futures Trust this Project will be 
developed based on the hub revenue financed model. 
 
A high level time line has been produced, see below: 
 

Submission of IA February 2016 

Site Options Appraisal September 2015 

Submit OBC September 2016 

Submit FBC September 2017 

Financial Close December 2017 

Construction March 2018 

 
Indicative costs have been identified for each proposed solution to provide an indication if 
they are likely to present value for money, against the “Do Nothing Option” (see section 5.4). 
 
The Governance and Project Management arrangements are based on previous Hub 
approved schemes, and experience from the developments such as Eastwood and Maryhill 
will help us improve these areas (see section 6.3). 
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2.4 Summary of Objectives  
The proposal for a new Greenock Health Centre is therefore vitally important in terms of 
tackling health inequalities, promoting supported self-management, fostering the principles 
of multi-disciplinary anticipatory approaches and maximising effectiveness in how we work 
with colleagues in the Acute Sector.  It will also contribute to local economic generation and 
the wider Council and Community Planning Partnership objectives of improving population 
health and valuing citizens by providing modern, well-equipped public spaces and buildings.  
 
Workshops undertaken with staff and patients between June and September 2015 have 
helped us to define some specific objectives that we would like to achieve by changing how 
and where we work if we are to meaningfully tackle the health inequalities that have 
characterised Inverclyde for so long.  Five key themes came up time and again. 

• Interagency and interdisciplinary working is central, and we have already shown 
with some of our social care premises that this is supported through co-location.  
The current health centre is not big enough to support the extent of our ambition, 
therefore our first investment objective is to increase accommodation capacity. 

• In Inverclyde, related services are sometimes delivered out of different buildings 
meaning bus, car or taxi journeys for patients between these services.  This can be 
costly and time-consuming, therefore our second investment objective is to improve 
access for public and service users. 

• Our local partnership working has highlighted that improved patient outcomes are 
sometimes achieved through welcoming non-traditional health service partners onto 
the care pathway.  Supporting the full integration of Third Sector and Community 
Planning Partners will help improve holistic care, preventative approaches and more 
appropriate referrals.  Our third objective is therefore to enable speedy access to 
modernised services. 

• Although co-location is helpful in supporting joint working, we recognise that this 
needs to be about more than just being in the same building.  We also need to 
support continuous learning and development of clinical and non-clinical staff if we 
are to recruit high-quality expertise into Inverclyde in the future, so replacement 
premises must have physical capacity for this, but in a way whereby the spatial 
arrangement of development space is logical in terms of the teams and relationships 
that need to be supported.  Our fourth objective is to have better integrated teams 
and additional services. 

• As we look to the future, we are keen to reduce our carbon footprint in line with the 
Government’s 2020 target.  We also see the cost benefits of reducing energy bills, 
thereby freeing up resources towards clinical or support services.  Our fifth objective 
is to improve the safety and effectiveness of our accommodation. 

 
 
3. Strategic Background  
In considering new ways of working we have considered who is affected by our proposal and 
worked to engage their views at an early stage. We have also considered how our objectives 
align with and help to deliver the wider strategic NHS priorities, both at national and 
NHSGGC levels (section 3.2).  Finally, we have taken account of the key external factors that 
influence or are influenced by our proposal (section 3.3).  
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We are confident that the anticipated benefits described above and throughout the Initial 
Agreement will be realised, and that this will deliver genuinely improved outcomes for the 
people of Greenock. 
 
 
 
 
  



10 
 
\\DAL-FP-01\Shared$\Administration\Secretariat\BOARD AGENDAS AND PAPERS FROM JULY 2002\2016\16-02-16\Greenock Health Centre IA V24 04 02 16.docx 

 
3.1   Who is Affected? 
 

Stakeholder 
Group: 

Engagement that has taken place 
Confirmed support for the 

proposal 

Organisation: NHSGGC is fully supportive of this proposal, with Brian Moore, HSCP Chief Officer, taking the 
lead role in its development. 

Board members approved this proposal at the Quality & Performance meeting 20th

This proposal is also incorporated into the Board’s Property Asset Management Plan.  

 January 
2015. 

This Initial Agreement was 
approved by the NHS Greater 
Glasgow and Clyde Board on 
18th August 2015. 

Service or 
Department 

The Head of Service involved in this project is Helen Watson.   Her responsibility and 
involvement includes: 
• Overall direction and guidance for the project to ensure it continues to meet the stated 

business requirements. 
• Oversee the development of the Initial Agreement and Business Cases. 
• Chair monthly Programme Board and Delivery meetings. 
 

The Project Manager involved in this project is Jeanette Hawthorn.  Her involvement in its 
development includes: 

• Day to day management of the project and dedicated project resources.   
• Ensure that the project produces the required products within the specified time, cost, 

quality, scope risk and benefits.   
• Prepare highlight reports, liaise and negotiate with all services/ stakeholders/ external 

suppliers involved.   

This Initial Agreement was 
approved by the Project Board 
at its meeting on 4th August 
2015.  
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• Advise the Project Board of any deviations from the plan. 

Stakeholder 
Group: 

Engagement that has taken place 
Confirmed support for the 

proposal 

Staff / 
Resources 

Staff affected by this proposal include the following HSCP staff 

• Podiatry 
• Specialist Children’s Services 
• Assessment & Care Management 
• Physical Disabilities 
• Rehabilitation Enablement Services 
• Learning Disabilities 
• District Nursing 
• Health Improvement 
• Advice Services 
• Staff Partnership Forum 
• Business Support 
• Estates 
• Health Visiting/School Health 
• Homecare 
• Physiotherapy 
• Oral Health 
• Sexual Health 
• Pharmacy 

Their involvement in its development includes contributing towards the design of the build, 
making recommendations to the Project Board and communicating with the wider staff.   

Staff representatives have 
participated in the Delivery 
Group and Project Board 
meetings.  Their feedback was 
incorporated into this proposal 
as it was developing.    

 

The Delivery Group dates are: 

• 18/6/15 
• 10/7/15 
• 28/9/15 
• 27/11/15 

 

The Project Board dates are:  

• 14/7/15 
• 4/8/15 
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Stakeholder 
Group: 

Engagement that has taken place 
Confirmed support for the 

proposal 

Patients / 
service users 

Patients and service users affected by this proposal include  

Community Representatives from: 

• The HSCP Advisory Group and Participation Network (the local Public Participation Forum, 
which is facilitated through 3rd

• Community Planning Partners (Inverclyde Alliance) 
 sector organisation Your Voice) 

• Community Councillors 
• Carers Centre 
• Community Organisations 
• Churches 

Their involvement in its development includes being part of Site Options Appraisal Workshops 
and the Delivery Group, making recommendations to the Project Board and involved in the 
design statement planning stages. 

 

The Advisory Group also participated in the development of the Project Communication and 
Engagement Plan. 

Patient / service user groups 
have participated in the 
Delivery Group and Project 
Board meetings.  Their 
feedback was incorporated into 
this proposal as it was 
developing.    

The Delivery Group dates are: 

• 18/6/15 
• 10/7/15 
• 28/9/15 
• 27/11/15 

 

The Project Board dates are:  

• 14/7/15 
• 4/8/15 

General public As the proposal aims to include a range of Health, Social Care and Third Sector partners, we have 
begun this process by adopting a coproduction approach and established a Delivery Group to 
take forward its development.  Our stakeholders are required to feed back to their constituent 

Outcomes from the public 
consultation events have 
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parts and seek the opinions of their members and feed these into the delivery group. In 
addition, we are committed to consulting the wider community at different stages of this 
proposal including community based organisations such as Community Councils and the 
Community Planning Partnership Engagement Network. We will use a range of methods to 
consult including: 
• Survey monkey questionnaires on our website and other relevant websites;  
• Our  information screens in Health Centres and other public offices;  
• Through organising local information road shows displaying information and plans within 

our libraries and Community Centres;  
• Production of electronic newsletters and use of local media to keep the wider community 

informed of its progress and invite further comments.     
Once the OBC has been agreed we will develop an Arts Strategy, which will provide the 
opportunity for further involvement of potential service users of and the general public to shape 
the design, layout and surrounding environment.   
 
See Appendix G Communication and Engagement Plan 

   

influenced this proposal by 
shaping and ordering the 
strategic priorities.  This has 
also been fed back to those 
involved via the Delivery 
Group, and their confirmed 
support for this project has 
been gained through 
commitment to the 
Engagement Plan. 

 

The Delivery Group dates are: 

• 18/6/15 
• 10/7/15 
• 28/9/15 
• 27/11/15 
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3.2  NHS Scotland’s Strategic Priorities 
 
The Scottish Government has set out its vision for the NHS in Scotland in the strategic 
narrative for 2020.  
 

Our vision is that by 2020 everyone is able to live longer healthier lives at home, or in 
a homely setting. 
 
We will have a healthcare system where we have integrated health and social care, a 
focus on prevention, anticipation and supported self-management. When hospital 
treatment is required, and cannot be provided in a community setting, day case 
treatment will be the norm. Whatever the setting, care will be provided to the 
highest standards of quality and safety, with the person at the centre of all decisions. 
There will be a focus on ensuring that people get back into their home or community 
environment as soon as appropriate, with minimal risk of readmission. 
 
Achieving Sustainable Quality in Scotland’s Healthcare: A 20:20 Vision 

 
Underpinning the narrative is the Quality Strategy, with the three central ambitions that care 
should be person centred, safe and effective.  The quality outcomes and 2020 vision are the 
major national drivers of NHS targets and strategic direction for the period 2013-16 and 
beyond, including the HEAT targets for which the Board will be held to account each year. 
 
NHSScotland’s strategic investment priorities are aligned to the Quality Strategy as: 
• Person centred. 
• Safe 
• Effective quality of care. 
• Health of population. 
• Value and sustainability. 
 
These themes and priorities directly reflect the vision and values of the HSCP and its 
ambitions to deliver a healthier future for Greenock and Inverclyde through improved 
working practice and better integration, both across health services and between health, 
social care, Community Planning and the local voluntary and Independent sectors.   

We will deliver these priorities by retaining a focus on the five themes above, the Inverclyde 
Single Outcome Agreement objectives, and the nine national outcomes noted below.   

• Outcome 1: People are able to look after and improve their own health and wellbeing 
and live in good health for longer. 

• Outcome 2: People, including those with disabilities or long term conditions or who are 
frail are able to live, as far as reasonably practicable, independently and at home or in a 
homely setting in their community.  

• Outcome 3: People who use health and social care services have positive experiences of 
those services, and have their dignity respected. 

• Outcome 4: Health and social care services are centred on helping to maintain or 
improve the quality of life of people who use those services.  

• Outcome 5: Health and Social Care services contribute to reducing health inequalities. 
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• Outcome 6:  People who provide unpaid care are supported to look after their own 
health and wellbeing, including to reduce any negative impact of their caring role on 
their own health and wellbeing. 

• Outcome 7: People using health and social care services are safe from harm. 
• Outcome 8: People who work in health and social care services feel engaged with the 

work they do and are supported to continuously improve the information, support, care 
and treatment they provide. 

• Outcome 9: Resources are used effectively and efficiently in the provision of health and 
social care services. 
 

To ensure that we are responding to the core strategic investment priorities, we will monitor 
the effectiveness of our new ways of working based on the following table.     
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NHSScotland 
Strategic 

Investment 
Priority: 

How the proposal responds to this priority As measured by: 

Person 
Centred 

Enable speedy access to modernised and integrated Primary Care and 
Community Health and Social Care Services. 
 

Improved GP Access – 48 hour access / 
advance booking 
Implementation of the Quality Framework  

Improve access to primary care services that are person centred, safe 
and clinically effective.  
 

Reduced hospital bed days on key LTCs 
(COPD/Asthma/ Diabetes/ CHD) 
 

Self-management of Long Term Conditions will increase the proportion 
of people with intensive needs being cared for at home. 

Reduced hospital bed days lost to delayed 
discharges 
Levels of homecare provision 

Safe Multidisciplinary team working will support holistic care and 
anticipatory approaches. 
 

Number of ACPs in place 
 
 

Rationalisation of services into a single location will reduce lone 
working for staff, particularly OOH. 
 

Reduced number of instances of staff lone 
working, particularly OOH 

A new-build would be easier to clean, thus supporting the Patient 
Safety Programme. 

Reduced Healthcare Acquired Infections 
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NHSScotland 
Strategic 

Investment 
Priority: 

How the proposal responds to this priority As measured by: 

Effective 
Quality of Care 

Co-location of teams (i.e. district nursing and homecare) will enhance 
team working ensuring effective communication and timely discharge 
from hospital.  This will also allow patients to be seen by the right 
professional at the right time and in an accessible local environment. 
 

Fewer delayed discharges (incl AWI) 
Fewer hospital bed days: 
COPD/Asthma/ Diabetes/ CHD 
 

Health of 
Population 

Service users will benefit from a single point of access to integrated 
community teams.  This will improve service co-ordination and ensure 
that service users receive the best possible care from the professional 
with the skills best suited to their needs.   

Number of ACPs in place 
Increased number of patients with 
supported self-management 
 

There will be improved referral pathways between professionals both 
within the HSCP and acute for e.g. improved flow to diagnostic services. 
 

Inter-service referral rates increased. 
Reduced time lag for diagnostic results. 
Earlier diagnosis for key conditions. 

Increased opportunity for opportunistic health inequalities referrals 
through co-location, particularly to Money Advice Services. 

Inter-service referral rates 
Take up rates for smoking cessation 
Referrals to Money Advice  
Levels of additional income generated 
through Money Advice 
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NHSScotland 
Strategic 

Investment 
Priority: 

How the proposal responds to this priority As measured by: 

Value & 
Sustainability 

Operating out of a reduced number of buildings will be more energy 
efficient which will reduce the carbon footprint and running costs.  A 
new-build to modern standards will significantly reduce this further. 

Emissions data 
Running costs (taking account of previously 
used but now decommissioned buildings 
too) 

Delivering a safe high quality physical environment for patients, clients 
and staff – visible investment in the health of Inverclyde people sends a 
message that we value their health and that they should too.   

Take up rates for health improvement 
services. 
 

Staff working agile will be equipped with the latest technology allowing 
them access to the same information they would have in the office but 
now electronically from patient’s home or whilst agile.   
 

Proportion of staff working agile 
 

Improved Information Governance - Information electronically is 
protected and therefore reduces the likelihood of data breach. 
 

Number of data breaches. 
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3.3 Strategies to which the Proposal Responds  
This proposal directly responds to the NHS Quality Strategy that care should be person 
centred, safe and effective.  Our vision is that by 2020 everyone is able to live longer 
healthier lives at home, or in a homely setting. 
 
NHSGGC’s purpose as set out in the Board’s Corporate Plan 2013-16 is to deliver effective 
and high quality health services, to act to improve the health of our population and to do 
everything we can to address the wider social determinants of health which cause health 
inequalities.  Please refer to previous section 3.2. 
 
Inverclyde Council has already made significant investment in improving public sector estate.  
The proposal to work in a more integrated way, preferably from new, custom-built premises, 
fits with the overarching ambition of Getting it Right for every Child, Citizen and Community.  
Health inequalities are recognised by the Council and other Community Planning Partners as 
being a core issue that can be tackled best through structural regeneration that addresses 
the wider inequalities shown to cause poorer health outcomes.    
 
3.4  External Factors  
In considering the need to work differently, we have re-assessed our ability to respond to 
some of the key national policy objectives.  While not intended to be exhaustive, the 
following list identifies some of those policies which have influenced the proposals for a new 
way of working in Greenock: 

• Getting it right for every child; 
• Hidden Harm; 
• Changing Lives; 
• Equality Legislation; 
• Better Health Better Care;  
• Equally Well;  
• Reshaping Care for Older People;  
• The Christie Report.  

  
Each of these policies seeks to improve the health and social care responses to the people of 
Scotland, particularly targeting those with the greatest needs and often the poorest 
outcomes.  Given the persistent unequal health outcomes experienced by the people of 
Greenock, and Inverclyde generally, the strategic direction of these drivers is in line with the 
vision and values of the HSCP, and our work to date has been channelled towards enacting 
the spirit of the policies.   
 
Our approach as a CHCP strongly recognised that health determinants go far beyond health 
services, and new ways of working needed to be developed.  Our initial focus was dominated 
by the need to work collaboratively with a wide range of Community Planning Partners, and 
this approach has seen a degree of impact on health inequalities locally. However, the gap 
remains stubbornly wide and we believe that we need to be even more radical.  Our 
proposal to co-locate a wide range of statutory and third sector organisations and services 
makes the connections between social and economic circumstances and how they relate to 
the experience of poor health outcomes.    
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Greenock Health Centre sits within one of the most deprived and disadvantaged areas in 
Inverclyde, where people face multiple problems such as ill-health; high levels of 
worklessness; poor educational achievement/attainment; low levels of confidence and low 
aspirations; low income; poor housing and an increased fear of crime.  All of these factors 
contribute to health inequalities, which have become intergenerational in some parts of 
Greenock.  
 
With changing demographics and increasing levels of need, over the next ten years the 
health and social care landscape will change significantly. The changing demographics, 
including an ageing population, an increase in demand for services, and the likelihood of 
more people with complex multi-morbidities – alongside reduced public sector resources – 
means that we will have to work in different ways to maximise the assets that are inherent 
in our communities.  This will include patients themselves and the scope for appropriate and 
supported self-management; carers as equal partners in care; third sector organisations and 
services, and the full range of Community Planning Partners who have a stake in improving 
health and reducing inequalities.  
 
By working in more integrated ways, we envisage taking advantage of new technologies that 
will: 

• Support a single patient/ client record that allows clinicians to see the person in 
entirety rather than as a presenting illness or an episode of care. 

• Streamline patient pathways through community health, community social work 
and hospital based services. 

• Improve communication across multi-disciplinary teams, or across the supports 
needed for patients with multi-morbidities. 

• Streamline appointment booking. 
• Use messaging for appointment reminders as a matter of course, to reduce 

DNAs. 
• Transfer diagnostics and other test results quickly and securely, thus improving 

accuracy and timeliness of diagnosis. 
• Improve opportunities for agile working, thereby freeing up space for clinical or 

therapeutic uses rather than administrative functions. 
• Promote new forms of collaboration that reduce the need for physical meetings 

and travel. 
• Support culture change to enable greater organisational agility. 

 
There is also potential for a new-build health centre to become a community hub, thereby 
contributing significantly to social and economic regeneration in Greenock.     
 

Clearly the health issues and inequalities evident in Greenock remain a significant challenge 
and focus.  The following is a summary of some headline health statistics taken from the 
Scottish Public Health Observatory (ScotPHO) Health and Well-Being Profiles 2014, which 
illustrates some of the challenges we are facing in improving health in Inverclyde. 

Health Profile 

 

Across Inverclyde, female life expectancy at birth (79.9 years) is greater than male life 
expectancy (73.7 years), but both are lower than the Scottish average (80.8 and 76.6 years 

Life Expectancy and Mortality 
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respectively). However these figures mask the extent of unequal outcomes within

 

 
Inverclyde.  

In Greenock Town Centre very real inequalities are experienced.  Female life expectancy is 
77.4 years and male life expectancy is 67.2 years, compared to Kilmacolm where female life 
expectancy is 89.8 years and male life expectancy is 84.2 years.  These data represent a gap 
of 12.4 years for women and 17 years for men. 
Source

 
: ScotPHO Health & Wellbeing Profiles 2013   

The main causes of death recorded in Inverclyde in 2013 were cancer followed by circulatory 
disease as highlighted in the charts below. 

Chart 1:  Males    Chart 2:  Females 
* NB figures have been rounded 
 
 

Given that the main causes of death were cancer and circulatory disease, smoking cessation 
has been an important priority.  The smoking percentage prevalence of adults aged 16 and 
over in Inverclyde (according to the latest figures available in 2013) is 27.6% compared with 
the national average of 23% and NHSGGC average of 24.4%.  Although the smoking 
prevalence is high for the area we strive to meet the HEAT targets set and have noted 
improved local performance in smoking cessation quit rates and smoking in pregnancy.  If 
we are to build on this fragile success, co-locating teams to maximise every contact as a 
health improving opportunity would be helpful.  Our Community Planning Partners are fully 
supportive of a joint drive to shift the Inverclyde culture that smoking is accepted and 
acceptable, and a mixed community of agencies sending out a united message will support 
our ambition to “de-normalise” smoking. 

Smoking and Other Harmful Behaviours 

 
Some other important indices of deprivation-associated behaviours that impact negatively 
on outcomes are summarised thus:  

• With regard to alcohol-related harm, in 2013, the Inverclyde rate for alcohol 
related hospital stays was 1022.6 per 100,000 people, which is significantly 
higher than the Scottish average of 704.8.    

• The rate of those hospitalised due to drug misuse was 234.1 per 100,000 people, 
compared to the Scottish average of 116.3.    

• Alcohol-related deaths in Inverclyde were recorded at 22.5 per 100,000 people, 
which is slightly higher than the Scottish average rate of 21.4. Drug-related 
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deaths in Inverclyde were 13.6 per 100,000 people, compared to the Scottish 
average rate of 10.   

 

Alcohol or drug-related harm strongly correlate with SIMD status, and as such can be 
regarded as another index of unequal health outcome.  Bringing support services together 
from relatively low-level community-based initiatives to full scale therapeutic interventions 
recognises the continuum nature of the illness, and affords greater opportunity to break the 
cycle at an earlier stage.  It also recognises the need to have appropriate interventions 
dependent on the illness status of individuals, while recognising that there should be smooth 
flow between the various tiers of service if required. 

 

The development of our Integration Scheme, which forms the governance basis of our HSCP, 
afforded an opportunity for us to consider how we work with communities, and we are 
committed through that Scheme to work with two localities within Inverclyde (Inverclyde 
East and Inverclyde West).  Our new ways of working will apply across the whole of 
Inverclyde, with each locality learning from the other.  As Greenock sits at the centre of 
Inverclyde, our operating centre will strongly support both localities.  The scope and range of 
our localities have been developed to align with the Community Planning Partnership 
localities, which were developed by local communities and predicated on the continuing 
transformation of Inverclyde over the next decade.  A new-build facility would fit well with 
the locality model that has been put in place, and would contribute significantly to 
Partnership working to grow and diversify the local economy, and attract and stabilise the 
population through continuous improvements to: 

Locality Changes  

• the quality of design in the built environment; 
• better quality housing;  
• vibrant town centres;  
• more and better jobs. 

 
An improved environment and stronger communities are key factors which will stabilise and 
retain population levels in line with the Single Outcome Agreement aspiration to grow 
Inverclyde’s population.  
 
4.  Why is this Proposal a Good Thing? 
 
There are many reasons why we need to do things differently.   New-build facility would be 
the preferred environment, but it is important to stress that change must happen in 
Greenock regardless of the healthcare setting. 

• Changing how we work will support a shift in culture away from organisational 
outputs and towards a more person-centred way of thinking and working.   

• A fit-for-purpose or custom-built environment will support effective, high-quality 
care and promote a fully patient centred service and “one stop shop”.  

• It will help ensure that professional relationships are forged and sustained to 
robustly tackle inequalities and challenge any associated stigmas.   
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• Closer working relationships help promote inter-disciplinary learning and could help 
attract clinicians to the area.   

• An environment in good repair (or a new-build) is easier to clean, making healthcare 
acquired infections much less likely, and therefore making care and treatment safer.  

• Having an environment that supports integrated working across a network of 
dimensions (NHS – community health, primary care and hospital settings; social 
work; wider council; 3rd

• It will also provide a platform for sustaining and expanding clinical services, in line 
with the future model of primary care and the Clinical Services Review 

 and independent sectors) will help us to build on the gains 
we have made in reducing health inequalities using the Community Planning 
Partnership as the main vehicle for developing and implementing a strategic 
approach.  

• Shifting the location of services out of hospitals and into communities will help to 
make sure that people receive the right care at the right time, in the right place and 
delivered by the right person.  Such an approach represents better use of our 
resources (supporting value and sustainability).   

 
 
4.1   What are the Current Arrangements? 

 
Greenock Health Centre is located in the centre of Inverclyde – a local authority area which 
is characterised by high levels of poverty and deprivation and resultant poor health 
outcomes.  The existing Health Centre is not fit for purpose in that the accommodation is 
overcrowded and cramped throughout.  It is characterised by inadequate consulting rooms; 
limited communal staff accommodation and noisy waiting areas that afford little or no 
privacy.  When it was opened approximately 40 years ago it was designed on the priorities of 
that era, and the design has not translated well in terms of the expectations of modern, 
multi-disciplinary working and the imperative to avoid the need for hospital appointments or 
admissions.   
 
Despite Inverclyde having integrated health and social care services for almost five years 
now (since October 2010), the layout and structure of the existing Health centre is skewed 
towards single agency models of working.  Consulting rooms are small and very clinically 
focused, making them poor environments for other, non-invasive or non-medical therapies.  
There is no natural flow to the building layout in terms of how related teams are positioned, 
and from a patient perspective, the “doughnut” design can mean a long walk for anyone 
who sets off in the wrong direction on the loop.  Some services are located on the upper 
floor and other related services on the lower, which can be confusing and inconvenient for 
patients.  The location of such services is dictated by the size and type of clinical space 
available within the building rather than natural connections between one service and 
another.   
 
In some cases related services have to be located in entirely different buildings due to 
constraints of space in the health centre, creating multiple journeys for patients and staff.  
For those experiencing the poorest health outcomes due to deprivation, the cost of traveling 
between locations to complete their care can be prohibitive.  In such cases those with 
greatest need can be likely to disengage from services.  If this happens, any future re-
engagement is likely to be when the patient’s condition has considerably worsened.      
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There are 230 staff members based within Greenock Health Centre and an average footfall 
of 2,300 visitors per week during July 2015. 49.5% of patients using Greenock Health Centre 
live in a SIMD 1 area (the most deprived quintile).  

 
The above chart highlights the Local Share of most deprived areas:  In SIMD 2012, 44 of 
Inverclyde's 104 data zones (42%) were within the 15% most deprived in Scotland. This 
represents the highest proportion of SIMD 1 datazones for any local authority in the West 
Scotland region.  It is important to recognise that the SIMD Index is a ranking system, so 
improvements made in Inverclyde need to exceed improvements in other areas if the 
ranking position is to improve. 
    
To tackle the effects that deprivation has on many Greenock residents, there are five GP 
practices in the current Greenock Health Centre, serving a population of almost 30,000.   
 
GP Practice  List Size 
Orangefield 7,402 
Regent 9,614 
Hogan, Allen & Quinn 2,859 
Kohlhagen & Partners 6,019 
Foster & Nicol 3,172 
 29,066 
 
Existing services located on the present site include: 
 

• Health visitors and district nurses working in integrated teams.  
• Social Work staff, particularly those associated with older people and vulnerable 

adults. 
• Allied Health Professional services (AHPs), including a physiotherapy gym.  
• Podiatry Services. 
• Pharmacy. 
• Social Work Assessment and Care Management Team. 
• Community health services.  
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• Community-led health improvement activity. 
• Treatment Rooms. 
• Dentistry Oral Health.  

 
In order to address the current deficiencies in service provision and improve the patient care 
pathways, we aim to restructure our services to include and co-locate the services noted 
below.  These services are currently dispersed across a number of locations (as illustrated by 
the map on page 25), and bringing them together will further enhance primary care, 
community based services and voluntary sector provision, and will support stronger, more 
focused relationships with hospital-based services. 
 

• Social Work staff, particularly those associated with older people and vulnerable 
adults. 

• Child and Adolescent Mental Health Services.  
• Speech and language Therapy Services. 
• Integrated Learning Disability Teams. 
• Integrated Drugs Teams. 
• Sexual Health Services. 
• Training accommodation for primary care professionals including undergraduate 

and postgraduate medical students. 
• Social Work Reablement Team. 
• Social Work (ICIL) Rehabilitation Enablement Services. 
• Social Work (ICIL) Physical Disabilities Services. 
• Carers Services. 
• Community-led rehabilitation. 
• Bookable Community Rooms (outreach clinics). 
• Money advice services.  
• Employability advice and support. 
• Housing advice and support. 
• Opportunities for volunteering.  

 
4.1.1 Location of Service User and Associated Catchment Areas 
Most patients who use the present Greenock Health Centre facility reside within the 
boundaries of the Inverclyde local authority.  The map on page 26 highlights the locations of 
the patients using the current Greenock Health Centre based on those patients registered 
with each practice.   
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4.1.2 Care Pathways and Patterns of Working  
The new way of working, supported by a new-build health and social care facility, will 
improve the patient care pathway through the provision of integrated services which will 
provide seamless care supported by a range of agencies working in partnership for people 
with complex health and social problems. This will also apply to the improvement of services 
for people with a range of diseases which cause premature death or reduce people’s 
functioning or quality of life (e.g. CHD, cancer and diabetes). 
 
As we move to new ways of working, support will be accessible 7 days a week with services 
working various work patterns to provide a 5 over 7 days service cover.  This should support 
the drive to address health issues at the earliest time possible, and also reduce attendances 
at A & E.   
 
4.1.3 Measuring Performance 
Good practice requires us to measure our performance over time, to ascertain if what we do 
and how we do it is making a difference (either positively or negatively).  In developing our 
future delivery model we have identified a suite of key performance measures to gauge our 
impact.   
 
4.1.4 Early Intervention and Preventing Ill Health 
Early intervention and prevention have always been priorities for Inverclyde HSCP as we 
focus on chronic disease management in primary care and extensive health improvement 
activities particularly focused on smoking, breast feeding, alcohol and drugs, sexual health 
and obesity.  
 
The table below highlights the key performance indicators (KPIs) for Strategic Priority 1: 
Early Intervention and Preventing Ill Health as reported in the year end performance review 
2014-2015.  Improving the interactions between services at a single location will help us to 
link key support services with primary care, which will help us to move closer to the Scottish 
average for Smoking in Pregnancy (20%) and Breastfeeding (20.7%). 
 
 

Performance Indicator As At 2014-15 
Actual 

2014-15 
Target 

Direction 
of Travel 

Smoking Cessation (quits at 3 months) Apr–Dec 14 35 156 - 
Alcohol Brief Interventions Apr14-Mar15 268 441  
Smoking in Pregnancy Jan–Dec 14 18.3% 20%  
Smoking In Pregnancy (SIMD) Jan–Dec 14 25.3% 20%  
Breastfeeding exclusive 6-8 weeks Oct–Dec 14 14.5% 20.7%  
Breastfeeding in deprived areas Oct–Dec 14 8.4% 20.7%  
Child and Adolescents Mental Health (CAMHS) 
- % of patients seen < 18 weeks 

As at Mar 15 100% 100%  

Drugs and Alcohol - % of patients seen < 3 
weeks 

Jan–Mar 15 95% 91.5%  

Suicide Prevention Training  
(Target groups only) 

Jan–Dec 14 9 11  

Suicide Training (All Staff) Jan – Dec 14 26 - - 
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Inverclyde’s Teenage Pregnancy rates are continuing to fall and are lower (8%) than the 
Scottish National Average. We recognise that reducing unplanned teenage pregnancy is 
firstly a cultural issue, but that health and social care partners have a role to play.  Co-
locating the Sandyford Sexual Health Clinic within the new Greenock Health Centre will help 
us to sustain our progress.  
 

Performance Indicator 

As at Inverclyde Scotland 

Our most 
recent 

performance 
data 

Teenage pregnancy  
(rate per 1,000) (2010) 

Apr13-Mar14 
 

44.2 47.9 32 
 

 
The high rates of mental illness in Inverclyde have been recognised for a number of years, 
and integrated Mental Health Services were established even before our CHCP 
arrangements were put in place.  Our mental health services work well but the indicators in 
the table below show that we are still above the national average for mental illness in the 
community as well as psychiatric hospitalisations. 

 
• The level of drugs being prescribed for anxiety, depression & psychosis is 2.7% above 

the Scottish average. 
• There is a high incidence of mental illnesses shown by the psychiatric hospital 

admissions rate being 66% above the national average. 
 

Our new model of working will maximise the opportunities for patients to access Tier Zero 
services provided by local 3rd

 

 Sector organisations, thereby supporting early intervention and 
patient empowerment.  We believe that this will represent significant progress in generating 
the culture change needed for truly person-centred care. . 

 
Performance  Indicator Inverclyde Scotland 
% patients prescribed drugs for anxiety/depression/psychosis (2012) 18.9 16.2 

Psychiatric hospitalisation rate (age-sex standardised rate per 100,000) 
(2012) 

532.1 320.3 

 
4.1.5 Shifting the Balance of Care 
 
The term “Shifting the Balance of Care” has traditionally been used to describe structured 
programmes to reduce the number of hospital beds in favour of less expensive care home 
beds.  We aim to radically redefine that definition by thinking of shifting the balance of care 
in terms of reducing the number of hospital and care home beds, in favour of supporting 
people to remain in their own homes, and sleeping in their own beds every night.  To us, 
shifting the balance of care will include moving other services out of hospital if they don’t 
need to be there, and into communities where they can be less intimidating and easier to 
access.  By putting services in logical locations based on the patient’s perspective, we will 
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promote better engagement – particularly of the most vulnerable – and bring about better 
outcomes.  We believe that if we work differently, our services will help reduce inequalities, 
promote independence and will be quicker, more personal and closer to home.  The shift 
needs to ensure that fewer people are cared for in settings which are inappropriate for their 
needs, and that staff as well as patients understand the patient pathways across all services, 
and can navigate them easily.  More carers will be supported to continue in their caring role 
and more people will be able to die at home or in their preferred place of care. 
 
The table below highlights the key performance indicators (KPIs) for Strategic Priority 2: 
Shifting the Balance of Care as reported in the year end performance review 2014-2015. 

 
Performance Indicator As At 2014-15 

Actual 
2014-15 
Target 

Direction  
of Travel 

Number of delayed discharges     
> 14 days Mar 15 2 0  
> 28 days Mar 15 0 0  

Number of bed days lost to delayed 
discharge (including AWIs) 

Mar 15 159 280  

Number of bed days lost to delayed 
discharge (for AWIs) 

Mar 15 0 13  

Deaths in acute hospitals:     
 % patients aged 65 years+ Jan-Dec14 42.7% 40.6%  

 % patients aged 75 years+ Jan-Dec14 41.5% 39.8%  

% of patients referred to 1st Feb 15  
appointment offered < 4 weeks 

85% 100%  

% of patients referred to 1st Feb 15  treatment  
appointment offered < 9 weeks 

99% 100%  

 
4.1.6 Older People 
 
Clearly as people grow older the likelihood of them needing some additional support can 
increase.  In Inverclyde, the data show relatively poor healthy life expectancy, linked 
inextricably to inequalities.  Wider social changes have an impact on our demographic profile 
too, including the growth in single person households (impacting on the need for and 
availability of familial or unpaid carers), and the growth in numbers of people with 
dementia. 
 
Our proposed new ways of working will aim to deliver better quality, taking cogniscence of 
the assets that are inherent in our older people themselves (in terms of their abilities to 
engage in supported self-management of LTCs); communities (such as the caring potential of 
neighbours, or the social networking opportunities that can often be developed with a little 
support from statutory or voluntary sector partners); and family members who often want 
to be equal partners in care, but might require some additional input to make this possible. 
 
Co-location of teams (e.g. district nursing and homecare) will enhance team working 
ensuring effective communication and timely discharge from hospital.  This will also allow 
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patients to be seen by the right professional at the right time and in an accessible local 
environment. 
 
The table below highlights the key performance indicators (KPIs) for Strategic Priority 3: 
Reshaping Care for Older People as reported in the year end performance review 2014-2015. 
 

Performance Indicator As At 2014-15 
Actual 

2014-15 
Target 

Direction 
of  Travel 

Number of patients registered with 
Dementia (based on QoF calculator) 

End Mar 15 579 653  

Emergency admissions bed days rate 
75 years+ 

Oct 14 5,409 5,833  

Number of older people with 
anticipatory care plan  

To Apr 15 348 -  

Older People and Long Term Conditions  

Performance Indicators Inverclyde Scotland % above 
national rate 

Hospitalisation for COPD  
(rate per 100k) (2011) 

323.3 252.6 28% 

Emergency Admissions  
(rate per 100k) (2011) 

8821.9 7386.9 19.4% 

Multiple admissions people aged 65+  
(rate per 100k) (2011) 

5736.7 5201.6 1.03% 

It should be noted that hospital admissions are significantly above the national average for 
COPD and for emergency admissions.  Our proposed new way of working will aim to reduce 
this by providing more comprehensive patient pathways that access the full menu of 
supports that will be appropriate for each individual patient. 

4.1.7 Improving Quality, Efficiency and Effectiveness  

Implementing our local Quality Improvement Framework is a major strategic priority for the 
HSCP and will be applied to both health and social care, and overseen by our Clinical and 
Care Governance Forum, which is jointly led by the Clinical Director and the Chief Social 
Work Officer.  Our focus will continue to be on ensuring that care is person centred, safe and 
clinically and cost effective. A key part of this is ensuring all service users, carers and staff 
have the opportunity and confidence to share their experience and that we listen, learn and 
report back the changes implemented as a result. We need to continue our shift towards 
defining clear quality outcomes and to embed this in our performance management 
systems, focusing on experience of care as well as treatment. 
 
The table below highlights some key performance indicators (KPIs) for Strategic Priority 4:  
Improving Quality, Efficiency and Effectiveness as reported in the year end performance 
review 2014-2015. 
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Performance Indicator As At 2014-15 
Actual 

2014-15 
Target 

Direction 
of Travel 

GP Access - 48 hour access 2013-2014 91.9% 95%  

GP Access - advance booking 2013-2014 75.1% 90%  

GP preferred list compliance Oct-Dec 14 76.7% 78%  

Prescribing cost per weighted 
patient 

Oct-Dec 14 £175 £162 - 

% of GP practices opting into 
medicines management LES 

2014-2015 93.8% 100%  

Sickness absence (rolling yr) Feb 15 6.2% 4%  

Short term (monthly) Feb 15 2.7% No Target - 

Long term (monthly) Feb 15 3.5% No Target - 

% of complaints responded to 
within 20 days 

Oct–Dec14 100% 70%  

 
 
4.1.8 Tackling Inequalities 
 
Our new way of working aims to offer improved access to services with a choice of face to 
face reception or touch screen appointment systems.  Having a number of services under 
one roof will reduce travel and improve access for both staff and patients, and it should be 
remembered that there is not a clear separation between patients and staff in Inverclyde.  
The majority of our staff are local people, and they and their families are subject to the 
effects of inequalities and poor health outcomes in the same way as the rest of the 
Inverclyde population.  We see high staff sickness absence rates within the HSCP, and if our 
staff can access support more easily, attendance rates should improve, meaning full capacity 
to support the wider community as well.  If we can improve our way of working that makes 
access more straightforward, we can potentially reap much wider benefits. 
 
The number of referrals to financial inclusion and employability services serves as a key 
index to gauging inequality.   We know that economic disadvantage is one of the root causes 
of poor health outcomes, so it makes sense for financial inclusion services to be based 
alongside clinical, social and third sector care services.  Our staff will be able to access this 
support more easily too.  We know that many of our workers are the only earners in their 
household, and money advice is a valuable aspect of supporting their mental wellbeing.  
 

Performance Indicator As At 2014-15 
Actual 

2014-15 
Target 

Direction 
of Travel 

Number of referrals to financial 
inclusion and employability services 

Apr14–Mar15 1121 N/A N/A 
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Through the Property Asset Management System we were involved in a feasibility study 
from late 2013 to early 2014.  That process identified Greenock as being in need of a 
replacement health centre.  The existing health centre has a backlog summary of just over 
£933K.  The accommodation has no room to expand due to the footprint and site 
constraints.  As a result the existing facility has failed to keep pace with the requirements of 
modern primary care health provision.  This has in turn limited the ability of GP practices to 
provide a full range of services.  In addition there is no flexibility to extend the range of 
wider community services provided from the site.  More than a year has passed since that 
process was concluded, so it is timely to revisit our options through the SCIM process. 
 
As part of that SCIM process, we carried out an AEDET workshop on Monday 15th

 

 June and 
the views from users of the service are detailed in appendix B. 

4.2       What is the Need for Change? 
 

The proposal is to develop new ways of working that maximise the connections between a 
wide range of clinicians, providers and other supports.  The best way to do this, we believe, 
is through a modern purpose built facility designed to support and deliver the investment 
objectives.     
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Cause of the 
need for 
change: 

Effect of that cause on the organisation: Need for action now: 

Future service 
demand 

Existing capacity is unable to cope with current or future 
projections of demand.  Patient demand cannot be met due to 
constraints of accommodation, and additional GPs cannot be 
recruited due to lack of training facilities or clinical 
accommodation.  Inverclyde population health is comparatively 
poor (ScotPHO Health & Wellbeing Profiles), and Inverclyde has a 
ratio of 1 GP per 1,700 patients compared to the average in GGC 
of 1 GP per 1,200 patients.  There is no natural flow between 
clinical areas to maximise a multidisciplinary approach. 

Service sustainability will be at risk if 
this proposal isn’t implemented now as 
we may not be able to retain our 
existing GPs.  

Multidisciplinary working is not as well 
established as it could be due to 
constraints of layout and space.  This 
could lead to a widening of the 
inequalities gap. 

Dispersed service 
locations  

Existing service arrangements affect service access and travel 
arrangements.  For example: 

• Sandyford (sexual health services) is currently based in 
upper Port Glasgow and travel from Greenock can often be 
costly to patients.   Vulnerable young people are not 
attending for counselling, advice, diagnosis and treatment.  
There are currently only 2 clinics per week and as a result 
long waiting lists and delays are evident.   

• Disability services are divided between Greenock HC and the 
Inverclyde Centre for Independent Living.  This is a distance 
away and not accessible by public transport. 

Service access is currently inequitable 
for this locality when compared with 
other catchment areas. 

 

We are trying to manage the upkeep 
and backlog maintenance of a number 
of old buildings, most of which are no 
longer fit for purpose.  The cost of this 
is not sustainable.  
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Cause of the 
need for 
change: 

Effect of that cause on the organisation: Need for action now: 

Ineffective service 
arrangements 

The current Health Centre was built at a time when the NHS was 
more focused on episodes of illness and treatment.  Clinical space 
was designed for low-level interventions as anything more complex 
was regarded as the domain of hospital services, and there was no 
recognised need to consider the wider determinants of health, or 
upstream intervention. There was also less recognition of the need 
for privacy, respect and dignity as integral to the delivery of health 
services 40 years ago.  
 
The more integrated, multidisciplinary and multiagency approaches 
of the current era are not supported by dispersed teams, particularly 
when the patient has to navigate across a number of sites and 
locations to access the range of supports needed. 
 
The restricted access that is evident now was less of a problem when 
the centre was built, largely because at that time the cultural norm 
was that many people with disabilities or impairments were 
institutionalised.  It is no longer acceptable to have key services on 
upper floors if the lifts are unreliable, for example and while we 
have this situation, some sectors of our communities have poor 
access to services. 
 
 
 

Continuation of the existing service 
performance is unsustainable.  If 
people who need services cannot 
access them, their condition often 
deteriorates and requires more 
intensive (and costly) supports at a 
later time, with ultimately poorer 
outcomes than if they had received 
support earlier. 
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Cause of the 
need for 
change: 

Effect of that cause on the organisation: Need for action now: 

Service 
arrangements not 
person centred 

The existing facility does not have interior flexibility to re-shape 
clinical areas and accommodate related teams or services. This 
means that patients need to navigate an often complex array of 
locations to receive multi-disciplinary support.  As more and more 
people are living with multiple LTCs and wishing to be more active 
in the management of their own health, our existing service 
arrangements present more barriers than solutions. 

People will be discouraged from 
engaging with our services as it can be 
complicated and expensive (traveling 
between sites etc.).  This raises further 
the risks  of individuals coming to 
services late in their disease 
progression; treatment options being 
more limited, and outcomes being less 
good than they could have been. 

Accommodation 
with high levels of 
backlog 
maintenance and 
poor functionality 

Increased safety risk from outstanding maintenance.  Greenock 
Health Centre is a two storey building of clasp framed 
construction with a flat roof.  The accommodation is now nearing 
the end of its useful life in terms of suitability for service 
provision.  There has been a programme of works to address the 
need to remove asbestos, and therefore routine works are not 
done, further adding to the backlog.  The backlog summary 
amounts to over £933k.  There is currently no room to expand the 
facility due to footprint of the building and site constraints.  As a 
result the existing facility has failed to keep pace with the 
requirements of modern primary care health provision. 

Building condition, performance and 
associated risks will continue to 
deteriorate if action isn’t taken now. 
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4.3    What do we want to Achieve? 
 

The HSCP has realised some important joint working benefits from its CHCP arrangements of the past five years.  We believe that there is much 
more to achieve in Greenock through working differently, with a wide range of partners and with the people of Greenock themselves.  Our 
aspiration is that the relatively small improvements in population health that have come about in recent years can be grown with the right kind of 
change.  However our current accommodation does not support the levels of joint working that we want to achieve, and we believe that a new 
development will provide the right environment for change, and flexibility for the future.   
 

Effect of that cause on the 
organisation: 

What needs to be achieved to overcome this need?  

(Investment Objectives) 

Existing capacity is unable to cope 
with future projections of demand 

Our vision for the future is to have a hub of health and social care that brings all the key services (both 
statutory and voluntary) under one roof so that patients can access the right support, from the right 
person and at the right time, to maximise their outcomes.   To achieve this we need accommodation 
that can bring these services together in a way that maximises key service relationships and is easy for 
the patient to navigate.  INVESTMENT OBJECTIVE 1: Increase accommodation capacity. 

Existing service arrangements affect 
service access and travel 
arrangements 

Our current arrangements have developed based on the location of buildings rather than the natural 
flow of services and how they should be used.  Patients frequently have to travel between locations to 
access the full range of support they need, and staff use up valuable clinical time traveling between 
these locations too.  The location of the current health centre means that traveling by car is the most 
convenient mode for most, and for those without access to a car, taxis or patient transport are often 
the only feasible options if there are mobility issues.  This is costly, and can disproportionately affect 
those most vulnerable to poor health outcomes. To overcome this, we require improved access to 
primary care and associated services that are patient centred, safe and clinically effective.  
INVESTMENT OBJECTIVE 2: Improve access for public and service users. 

Inefficient service performance Since our CHCP arrangements were put in place in 2010 there has been a much greater emphasis on 
joint working.  This has not just been with the Council, but also the wider CPP and local voluntary sector 
organisations.  Through this approach we are beginning to see some improvement in the more 
persistent behavioural or cultural themes that have an impact on health outcomes (for example, no 
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smoking bus stations and play parks; smoke free cultural events and separate alcohol zones where 
children are not allowed, such as the local Highland Games).  Local RSLs now encourage their tenants to 
have smoke-free homes, and the Financial Inclusion Partnership now actively encourages people to 
seek money advice before problems become overwhelming, and threaten mental health.  These 
measures help tackle inequalities by reinforcing a consistent message that some behaviours are or 
should not be socially acceptable, but also that circumstances should not lead to stigmas.  It is in this 
way that we hope to change deep-rooted negative cultures.  To help us build on this approach, key 
services (including but not restricted to health services) need to be located together, and their 
relationships with good overall health and wellbeing made explicit.  INVESTMENT OBJECTIVE 3: Enable 
speedy access to modernised services. 

Service is not meeting current or 
future user requirements 

Current arrangements dispersed over a number of locations do not meet modern requirements or 
expectations for good, supportive care that promotes independent living.  To meet user requirements 
for equitable and clear service pathways and connections, we need facilities that can provide a natural 
flow of services, and reinforce the services’ relationships with each other.  To achieve this, we need a 
modern fit for purpose accessible facility that will facilitate and promote interagency and 
interdisciplinary working, and address health inequalities by having better integrated teams.  GPs and 
other primary care professionals need access to CPD and training, and facilities to support this would 
be built into new arrangements. INVESTMENT OBJECTIVE 4: Better integrated teams and additional 
services. 

Increased safety risk from 
outstanding maintenance and 
inefficient service performance 

Improve safety and effectiveness of accommodation by providing accommodation that will deliver 
improved energy efficiency, reducing CO2 emissions in line with the Government’s 2020 target and 
contributing to a reduction in whole life costs.  Meet statutory requirements and obligations for public 
buildings e.g. with regards to DDA.  The current backlog maintenance is compounded due to the 
asbestos in the current building, making repairs so costly that there is insufficient capital funding to 
undertake most repairs.  The roof leaks in many places and parts of the interior drop off from time to 
time, occasionally causing injury to patients or staff. INVESTMENT OBJECTIVE 5: Improve Safety and 
effectiveness of accommodation. 
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4.4 Measureable Benefits 

 
By addressing these needs: 

• We will achieve improved access to services, particularly among vulnerable groups 
that experience health inequalities and poor outcomes.  We will also be able to 
shape more coherent patient pathways and ensure that for most people, the need 
to attend multiple locations will be removed.   

• We will be able to decommission a number of disparate buildings that currently 
deliver components of support but are no longer fit for purpose.  This should reduce 
revenue costs and capital charges in the future, and remove running costs that are 
generally high due to the age and poor repair of many of these buildings. 

• We will reduce travel costs for patients, and travel costs to the organisation through 
removing the need for staff to be moving between premises as part of their work.  
Staff time spent traveling will also be reassigned to clinical or client work, thereby 
increasing patient/client-facing capacity. 

• Patients will be more likely to access all components of their care plan if this can be 
done under one roof, so quality of care will improve, DNAs will reduce and outcomes 
will be maximised. 

• Pressure on hospital services will be reduced as the new model will provide access to 
care seven days per week rather than the current five.  At present A & E attendances 
spike at weekends, often for issues that should be addressed by the Primary Care 
Team.  Increased GP training should reduce referrals to hospital as GP skills and 
range increase, and more out-patient work will be done in the primary care setting. 

• Population health will improve as connections are made more explicit about the 
impact that social, economic and environmental factors have on health outcomes, 
and joint working and referral routes across statutory and voluntary sector 
organisations becomes more embedded. 
 

These benefits are important because they will help us to deliver our ambition of “Improving 
Lives” and they are in line with NHSScotland’s 2020 Vision.  In particular, by addressing these 
needs and delivering the investment objectives, we will create a mixed-economy campus 
environment that fosters a culture of putting the patient/client at the centre of every 
interaction.  Services will find it easier to work across disciplines, and staff will gain a better 
understanding of what other supports need to be in place from a whole person perspective, 
and importantly, how to ensure that their patients can access everything they need to 
achieve the best possible outcomes.  This improved access will particularly focus on those 
most vulnerable to poor outcomes (SIMD1), and by achieving these improvements we will 
also improve the overall health of our population, given the large proportion that are from 
the most deprived quintiles.   
 
The investment will bring value for money in that it will reduce running and property costs 
elsewhere, and by improving the health of our population, in time health services will be 
dealing with a reduced disease burden.    
 
These benefits are also in line with NHSGGC’s strategic objectives in that the proposed way 
of working will focus resources on greatest need; improve access and tackle inequalities; 
they will modernise our services; improve individual health status, and will help us to be a 
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more effective organisation by capitalising on the benefits that inter-disciplinary and 
interagency working can bring. 
 
Patients and service users will see an improvement in the following: 

• Physical environment. 
• Patient/client pathways that are coherent and responsive to multi-morbidities 

through increased opportunities for inter professional liaison. 
• Access to a range of services not previously available locally.  
• A single point of access for integrated support, appropriate to the needs of the 

individual, including signposting to wider community services and support. This will 
improve access to information and services, ensuring timely and appropriate 
support from the most suitable professional, utilising integrated HSCP resources to 
best effect. 

• A more co-ordinated approach to rehabilitation and promoting independence. 
• Improve referral pathways between professionals within the HSCP and with acute in 

relation to new improved electronic systems (e.g. diagnostic services). 
 
Staff and independent contractors will see an improvement in the following: 

• Physical environment. 
• Patient/client pathways that are coherent and responsive to multi-morbidities 

through increased opportunities for inter professional liaison. 
• Access to a range of services not previously available locally – both for patients and 

themselves if the need arises.  
• A clearer understanding of what colleagues contribute, and how their contributions 

can enhance care and treatment. 
• Better training facilities and access to CPD, and opportunities to extend their skill 

base through carrying out more procedures in primary care (rather than out-patients 
departments). 

• Improved access to electronic systems (e.g. EDRMS; diagnostic services). 
 
 

4.5 Risks 
 
Main Risks   

The main project risks and mitigation factors are identified at a high level at the IA stage.  As 
the project develops through the OBC and FBC stages a more detailed and quantified risk 
register will be prepared.  The main risks at this stage, along with mitigating actions, are 
highlighted in appendix D.  
 

4.6 Constraints or Dependencies 

The proposal to develop the new service model is planned to be delivered via funding from 
Hub initiative.  As such it must meet the criteria for award of funds from the Hub initiative, 
and meet the timescale set by the Hub.   A summary of the key constraints identified is 
noted below. 
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Improvements must be delivered within the finances available, and the Project Board need 
to be assured that capital and ongoing revenue funding is in place and is sufficient. 

Financial 

 

Compliance with all current health guidance must be delivered. 
Quality 

 

Achievement of BREEAM Health “Excellent” for new build. 
Sustainability 

 

This Initial Agreement focuses on the case for a new way of working that brings together a 
wide range of services related to health outcomes, and that reduces the number of 
disparate service delivery locations.  Taking this option forward is dependent upon the 
closure of some existing sites and the rationalisation of their services onto a single site. 

Dependencies 
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5. Preferred Solution 

5.1   The Do Nothing option 

Strategic Scope of Option: Do Nothing 

Service provision: Do Nothing does not meet any of the investment 
objectives noted at 4.3.  The existing centre is 
inadequate, of poor fabric with poor access and unfit for 
future service provision. 

Service arrangements: The service arrangements envisaged for the new way of 
working cannot be accommodated in existing premises.   
The service arrangements we aspire to are designed to 
maximise the relationships between different services 
that impact on health outcomes, so are crucial to the 
investment objectives. 

Service provider and 
workforce arrangements: 

To do nothing will prevent the new ways of working for 
the workforce i.e. agile working, new improved 
electronic systems and referral access to other services.  
Current arrangements will not deliver a reduction in 
referrals to hospital services. 

Public & service user 
expectations: 

The public and service user expectations are very clear 
that there is a need for premises that will provide 
improved access to services and patient centre care.  
Service user expectations for supported self-management 
are difficult to realise when supports are located in a 
number of buildings that are not within easy reach of each 
other.  A key investment objective is therefore to have 
services co-located, and the Do Nothing option cannot 
deliver this. 

 
 
5.2 Service Change Proposals 
 
As the proposal aims to include a range of Health, Social Care and Third Sector partners, we 
have begun this process by adopting a coproduction approach and established a Delivery 
Group to take forward its development.  Our stakeholders are required to feed back to their 
constituent parts and seek the opinions of their members and feed these into the delivery 
group. In addition, we are committed to consulting the wider community at different stages 
of this proposal as detailed in our Engagement Plan (appendix G), including community 
based organisations such as Community Councils. We will use a range of methods to consult 
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including survey monkey questionnaires on our website and other relevant websites; our 
information screens in Health Centres and other public offices; through organising local 
information road shows displaying information and plans within our libraries and 
Community Centres; production of electronic newsletters and use of local media to keep the 
wider community informed of its progress and invite further comments.    Once the OBC has 
been agreed we will develop an Arts Strategy, which will provide the opportunity for further 
involvement of potential users of the service and the general public to shape the design, 
layout and surrounding environment.   
 
To date, a feasibility study was carried out autumn 2014 where we assessed the current 
estate and concluded that it is no longer fit for purpose.  We also considered local strategic 
fit in the context of regeneration of public sector premises across Inverclyde.  Health Service 
estate now falls well below the new public sector norm for Inverclyde, in that our partners 
have risen to the NHS challenge that high quality premises and public spaces are important 
in fostering good mental wellbeing.  Unfortunately the NHS has not been able to match this 
commitment from our partners so far.    
 
In terms of deliverability, we are confident that replacing the current estate with a 
rationalised community health hub will result in sufficient revenue savings to cover future 
revenue costs of a new-build. 
 

 
5.3 Developing a Shortlist  
In considering how the new way of working can be achieved, it has already been identified 
that the current Greenock Health Centre has limitations that will significantly compromise 
delivery.  The specific limitations have been considered and detailed at the AEDET 
workshops, and a range of solutions have since been discussed at the Project Board, based 
on the investment objectives and the parameters defined within the Scottish Capital 
Investment Manual.  It has been agreed that to do nothing is not a feasible option due to the 
poor repair of the existing building, its considerable and growing backlog maintenance, and 
the growing needs and widening outcomes gap of the local population.  The table below 
highlights the main points from the Project Board discussion. 
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Strategic Scope of Option: 

Proposed Solution 1 

Extend existing facilities 
within constraints of existing 

sites 

Proposed Solution 2 

New Health Centre on 
existing site 

Proposed Solution 3 

Develop new build integrated 
facility on new site 

Service provision: Changes to 
the functional size and layout 
would support activity that 
could provide different 
outcomes and benefits.  
(Investment Objectives 1, 2, 3, 4 
and 5) 

The existing footprint is too 
small to allow changes to the 
extent that would be needed. 

The existing footprint is too 
small to allow changes to the 
extent that would be needed.  

A new build would be on a site 
that is large enough to allow 
changes to the extent that 
would be needed. 

Service arrangements: 

Changes to service activity and 
catchment to achieve the model 
could be undertaken to fit the 
proposed solution. 

(Investment Objectives 2, 3 and 
4) 

Accommodation constraints 
would require a reduced version 
of the model, and alternative 
arrangements would have to be 
made for patients and service 
users no longer within the 
catchment. 

Accommodation constraints 
would require a reduced version 
of the model, and alternative 
arrangements would have to be 
made for patients and service 
users no longer within the 
catchment. 

A new build would be designed 
to deliver the new model for 
the existing population, with 
potential population growth or 
growth in need factored in. 
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Strategic Scope of Option: 

Proposed Solution 1 

Extend existing facilities 
within constraints of existing 

sites 

Proposed Solution 2 

New Health Centre on 
existing site 

Proposed Solution 3 

Develop new build integrated 
facility on new site 

Service provider and workforce 
arrangements: 

The new working model 
includes partnership with 
statutory and voluntary sector 
providers and a focus on agile 
working whenever possible. 

(Investment Objectives 1, 3 and 
4) 

There is insufficient space in the 
current building for partners.  
The current configuration is not 
supportive of agile working. 

The current car park footprint 
would not support a building 
large enough to accommodate 
current services plus partners.  
A new health centre could be 
configured to support agile 
working. 

A new build would be 
customised to support and 
accommodate these aspects of 
the model way of working. 

Supporting assets: 

Improved outcomes can 
potentially be achieved through 
maximising the connections and 
relationships between the 
supporting assets. 

(Investment Objectives 1, 2, 3, 4 
and 5) 

The opportunities to maximise 
the impacts and synergies 
between supporting assets 
cannot be readily achieved in 
the constrained environment of 
the current health centre. 

The opportunities to maximise 
the impacts and synergies 
between supporting assets 
cannot be readily achieved in 
the constrained environment of 
the current health centre land 
footprint. 

A new build would be 
customised to support and 
accommodate these aspects of 
the model way of working. 
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Strategic Scope of Option: 

Proposed Solution 1 

Extend existing facilities 
within constraints of existing 

sites 

Proposed Solution 2 

New Health Centre on 
existing site 

Proposed Solution 3 

Develop new build integrated 
facility on new site 

Public & service user expectations: 

There is a growing expectation 
amongst service users and the 
wider public that public buildings 
are clean, safe and fit for purpose.  
This is particularly the case in 
Inverclyde, where significant 
investment programmes over the 
past few years (and programmed 
into the future) are regenerating 
the area on an unprecedented 
scale.  Poor quality health and 
social care estate no longer fits 
with the improving local provision, 
and the health outcomes of local 
people require a strong and 
positive response couched in 
modern facilities fit for the future. 

(Investment Objectives 1, 2, 3, 4 
and 5) 

The current building has a 
significant maintenance backlog 
(£933k) that will only grow in 
the future.  Repairs are 
becoming more and more 
expensive due to asbestos 
issues meaning that extending 
the current building will not 
deliver. 

The current site does not have 
sufficient footprint to allow a 
building that will meet all of 
these aspirations.  

A new build would be 
customised to support and 
accommodate these aspects of 
the model way of working. 
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5.4  Indicative costs 
While developing a short-list of proposed solutions, the Project Board has considered indicative costs.  As part of this process, the “do nothing” 
option was also costed, as this cannot be considered a cost-neutral option.  
 

Costs in £millions 
Do Nothing 

Carry on with existing 
arrangements 

Proposed Solution 1 

Extend existing facilities 
within constraints of 

existing sites 

Proposed Solution 2 

New Health Centre on 
existing site 

Proposed Solution 3 

Develop new build 
integrated facility on 

new site 

Capital cost (or equivalent 
value) 

0 £12.1m £19.3m £18.1m - £19.0m 

Whole of life capital costs £20.7m £59.6m £66.6m £62.8m - £65.6m 

Whole of life operating costs £9.1m £10.6m £9.9m £9.9m 

Estimated Net Present Value 
of Costs 

£18.7m £32.6m £30.1m £29.6-£30m 

 



48 
 
\\DAL-FP-01\Shared$\Administration\Secretariat\BOARD AGENDAS AND PAPERS FROM JULY 2002\2016\16-02-
16\Greenock Health Centre IA V24 04 02 16.docx 

The breakdown of the whole of life capital and operating have been, where relevant, been 
developed using similar cost categories used in the Generic Economic Model, and as 
described in the Option Appraisal Guide i.e.: 
 

• Property & opportunity costs - included 
• Capital & lifecycle costs - included 
• Clinical services costs – current assumption is that there will not be any extra costs 

but any savings identified in the future will be included at OBC stage 
• Non-clinical operating costs - current assumption is that there will not be any extra 

costs but any savings identified in the future will be included at OBC stage 
• Building running costs - included 
• Net contribution / costs  - GPs (subject to clarification / guidance) 
• Transitional costs – there will be no decant or double running costs 
• Externalities – there are no externalities. 

 
In line with the Generic Economic Model we have excluded VAT and inflation, and as per the 
Green Book, the level of appraisal is proportionate to the size and stage of the project. 
 
The capital costs noted have been prepared based on high level costs using £/m2 rates using 
historic information.  Allowances have been made for demolition of the existing health 
centre in Proposed Solution 2 since this is required to create a car park.  Option 2 also makes 
allowance for additional preliminary costs to reflect prolongment of the contract period by 
12 weeks to deliver the demolition and car park works.   
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5.5 Initial Assessment of Proposed Solutions 
 
The table below sets out the key approaches considered to deliver the investment objectives.   
 

Strategic Scope 
of Option: 

Proposed Solution 1 

Extend existing facilities 
within constraints of existing 

sites 

Proposed Solution 2 

New Health Centre on existing 
site 

Proposed Solution 3 

Develop new build integrated 
facility on new site 

Advantages 
(Strengths & 
Opportunities) 

 

Retains services on a site known to 
patient population. 

Most of the investment objectives can 
be met. Retains services on site known 
to patient population.  Site owned by 
Health Board. Site is relatively well 
located and flat. 

All investment objectives can be met. 
Facility can be purpose built without 
disruption to delivery of existing services. 

Disadvantages 
(Weaknesses & 
Threats) 
 

 

Key investment objectives can only 
be met in a limited manner.  
Limited space around building.  Any 
development would reduce parking 
further. Internal modification very 
difficult/expensive due to clasp 
construction and the need to 
manage asbestos.  Very disruptive 
to achieve. 

Limited space around building.  Any 
new-build would need to occupy car 
park and would be constrained in its 
design. Site would not achieve 
increased parking numbers required.  
Construction costs would be high 
reflecting constrained working area and 
prolongment due to phased nature of 
contract. 
 

Procurement of land may bring risks to 
costs / timescales. 
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Does it meet the Investment Objectives (Fully, Partially, No, n/a) 

Investment Objectives 

Proposed Solution 1 

Extend existing 
facilities within 
constraints of 
existing sites 

Proposed Solution 2 

New Health Centre on existing 
site 

Proposed Solution 3 

Develop new build integrated 
facility on new site 

Investment Objective 1: 
Increase accommodation 
capacity 

Limited Yes Yes 

Investment Objective 2: 
Improve access for public and 
service users 

Limited Partial Yes 

Investment Objective 3: 
Enable Speedy Access to 
modernised services 

Partial Yes Yes 

Investment Objective 4: 
Better integrated teams and 
additional services 

Partial Partial Yes 
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Are the indicative costs likely to present value for money and be affordable? (Yes, maybe / unknown, no) 

 

Proposed Solution 1 

Extend existing 
facilities within 
constraints of 
existing sites 

Proposed Solution 2 

New Health Centre on existing 
site 

Proposed Solution 3 

Develop new build integrated 
facility on new site 

VfM & Affordability 
No 
 
 

No 
 
 

Yes 
 
 

 

This option only partially 
meets the key investment 
objectives.  The condition 
of the existing building is 
such that further 
investment will be a 
continuing requirement.   

This option meets several of the 
investment objectives but will result in a 
constrained design solution, which is 
likely to be more costly, provide 
insufficient parking and create 
considerable disruption to patients, 
users, staff and neighbours during the 
development process. 

This option is capable of delivering all of 
the investment objectives.  A range of 
potential sites have been identified in 
NHS, Local Authority and private 
ownership.  Each is capable of delivering a 
new facility within the recognised Vfm 
cost metrics for this building type. 

Preferred / Possible / 
Rejected Rejected Rejected Preferred 
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From the table above it is clear that Proposed Solutions 1 and 2 would not fully meet all of 
the investment objectives as, at best, they would result in a compromised design solution 
due to the limitations of the land available to develop.  The site is defined by existing roads, 
with no opportunity for expansion, and the car parking provisions would be inadequate.  
Further the construction of the car park could only take place once the new building was 
available and the existing health centre could be vacated for demolition.  This will prolong 
the programme and would inevitably lead to increased construction costs.  On this basis 
these options were rejected. Proposed Solution 3 has the ability to meet the investment 
objectives and is identified as the preferred option, since it is the only option that delivers all 
of the investment objectives and is able to do so in a manner that can provide an optimal 
design solution and be delivered in a manner that offers value for money. 
 
 
5.6 Design Quality Objectives 
 

During June 2015 an AEDET assessment of the existing Greenock Health Centre building was 
carried out on 15th

 

 June 2015 and was facilitated by Susan Grant at Health Facilities Scotland.  
The workshop was attended by staff, management, clinicians and public representatives.  
The outcome of this was documented in an AEDET Assessment summary which is included in 
Appendix B.  The assessment highlighted the areas where the existing building worked well:  

• Space is flexible 
• Security and supervision  
• Circulation spaces\travel distances for patients and staff 

 
 
 and also those areas where the building was seen as being inadequate:  
 

• Patient and staff environment 
• Access to the health centre 
• Energy performance 

 

A follow-on workshop series was undertaken during June/July 2015 to develop a Design 
Statement for any new facility.  This was facilitated by Heather Chapel from Architecture & 
Design Scotland, and was attended by broadly the same group of stakeholders who 
undertook the AEDET Assessment.   The Design Statement is included in appendix E, and will 
form a key part of the briefing documentation to hub and its design team for any site 
options appraisal and the development of design proposals. The workshop highlighted the 
key aspects of any new design to be:  
 

• Location easy to find and access 
• Welcome and Shelter 
• Walking Routes short and Pleasant 
• Flexible Space 
• Encourage Integration of Services 
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Category  Benchmark  Target 

     
Use  1.8  4.0 

     

Access  1.5  5.0 

     

Space  1.5  4.0 

     

Performance  1.4  3.0 

     

Engineering  1.2  3.0 

     

Construction  0.0  0.0 

     

Character and Innovation  1.1  4.0 

     

Form and Materials  1.5  3.0 

     

Staff and Patient Environment  1.3  5.0 

     

Urban and Social Integration  1.8  4.0 
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6. Readiness to Proceed  

6.1 Commercial Case 

6.1.1 The Commercial Case assesses the possible procurement routes which are available 
for a project. Normally these include Frameworks Scotland, NPD and Hub revenue 
models. NHSGGC have consulted with Scottish Futures Trust and the advice is that 
the project should be developed based on the hub revenue financed model. 

 
 
A summary of the key project dates is provided in the table below. 
 

Submission of IA February 2016 

Site Options Appraisal September 2015 

Submit OBC September 2016 

Submit FBC September 2017 

Financial Close December 2017 

Construction March 2018 

 

6.1.2 The approach to the management and methodology of the project is based on the 
overriding principles of the “hubco” initiative where NHS GGC, Inverclyde HSCP & 
Inverclyde Council will work in partnership with the appointed Private Sector 
Development Partner to support the delivery of the project in a collaborative 
environment that the “Territory Partnering Agreement”, and “DBFM Agreement” 
creates. 

Project Management Arrangements 

 
6.1.3 A Project Board has been established to oversee the initiative and is chaired by the 

HSCP Chief Officer, who is also the Project Sponsor.  The Project Board comprises 
representatives from the:  

• Senior Management Group of the HSCP, including Clinical Director 
• Inverclyde Council 
• key stakeholders from the GP/User group  
• PPF  
• Staff Partnership Forum  
• AHP representatives 
• GP Practices 
• NHSGGC Capital Planning team 
• NHSGGC Finance team 
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6.1.4 The Project Board will represent the wider ownership interests of the project and 
maintain co-ordination of the development proposal.  

6.1.5 The Project Board reports to the NHSGGC Hub Steering Group, which oversees the 
delivery of all NHSGC hub projects, and as noted, is chaired by the Inverclyde HSCP 
Director. It includes representatives from other Project Boards within NHSGGC, 
Capital Planning, Facilities, Finance, hub Territory and Hubco.   

 
6.1.6 While the Project Board will provide strategic leadership and oversee delivery, a 

Delivery Group has also been established to manage the day to day detailed 
information and tasks required to brief and deliver the project.  

 
6.1.7 The project is also supported by a series of sub groups and task teams as required 

and identified in the Guide to Framework Scotland published by Health Facilities 
Scotland. These task teams include Design User Group; Commercial; IM&T; 
Equipment; Commissioning and Public Involvement. 

 
6.1.8 The representatives from NHSGG&C Capital Planning and Finance have been 

involved in a number of HUB developments including the Eastwood and Maryhill 
Projects and have a wealth of experience to provide this development. 

 
6.1.9 Inverclyde HSCP have identified a manager who will be seconded for the duration of 

the Project to take the development forward from their perspective and liaise 
between the various parties. 

 
6.1.10 In relation to the appointment of the Design Team this work is ongoing at present 

with progress to date noted below: 
• Architect – Gareth Hoskins 
• Cost Adviser – Interviews 14th August 2015 
• Structural Engineer – Interviews 26th August 2015 
• Mechanical & Electrical –Date to be Confirmed 

 

6.2  Financial Case  

6.2.1    The NHS Board has received conditional approval that a replacement Greenock 
Health Centre will be funded as a bundled project with Clydebank HC funded via the 
West of Scotland Hub Initiative, subject to approval through the business case 
process. 

6.2.2  The Board has made provision within its capital resource limit for this project 
dependant on confirmation of the Hub funding. 

 
6.2.3   The table below represents indicative capital and revenue costs and funding the 

project. There is a £24k revenue surplus identified at this time. Future development 
of the revenue implications will be undertaken in the development of the OBC. 
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Capital £'000 
  Costs 

Site Acquisition 
250 – 
3,400 

Equipment 950 
Sub Debt 190 

Total Capital Cost 
1,390-
4,540 

  Funded by - 

Formula Capital 
1,390-
4,540 

  

Revenue     £'000 
  Costs 

Annual Service Payment 2,055 
Running Costs 464 
Depreciation Equipment 95 
IFRS Depreciation 760 
Total Costs 3,374 

  Funded by - 
SG Funding 1,876 
IFRS - SGHCD 760 
Existing Revenue Budgets 640 
Additional 
GP/Dental/Pharmacy 
Funding 60 
Council Revenue Funding 62 
Total Funding 3,398 
Surplus 24 

 

6.3  Management Case 

The NHS Greater Glasgow & Clyde hub Project Steering Group has established governance 
and reporting structure which will be implemented to deliver this project.  The structure is 
illustrated in the diagram below and has been used to successfully manage the NHS GG&C 
hub projects to date.  Project Boards report and approve through to the hub Steering Group 
to the NHS Capital Planning Group and then the NHS Board.   A Programme Delivery Group is 
responsible and accountable to the Senior Responsible Officer (SRO) for successful delivery 
of the programme of hub projects.    

The Delivery Group will work alongside the hub Steering Group and the existing governance 
arrangements, but with a day to day role to focus on delivery, working directly through key 
interfaces with hub West Scotland. The Inverclyde Project Board reports to the NHSGGC Hub 
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Steering Group which oversees the delivery of all NHSGGC hub projects, through the HSCP 
Director.  The Group is chaired by Helen Watson, Head of Service and includes 
representatives from other Project Boards within NHSGGC, Facilities, Finance and Hubco.   

Project Governance and Structure   

 
 
Project Management Arrangements  
 

Project: 
Inverclyde Health and Care Centre 

 

Parties 
 

NHS Greater Glasgow & Clyde 
Hub West Scotland 
 

NHS GGC 
Hubco 

Project Sponsor Brian Moore Inverclyde HSCP 

Project Director Helen Watson Inverclyde HSCP 

Capital Planning Project 
Manager 
 

Eugene Lafferty NHS GGC 
 

Finance Managers Marion Speirs NHS GGC 
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Private Sector Development  
Partner – Project Manager  

Harmanjit Sandhu Hubco 

Private Sector Development  
Partner  - Tier 1 contractor 

To be appointed  

Legal 
 

To be appointed  

Financial 
 

To be appointed  

Technical 
 

To be appointed  

Architectural Adviser To be appointed  

M&E Adviser To be appointed  

Civil/ Structural Adviser To be appointed  
 

 

Revised hub Governance and Reporting Arrangements 

The Hub Project Steering Group has developed a revised governance and reporting structure 
which impacts on this project.  The key change has been to establish a Programme Delivery 
Group (PDG), which will have overall responsibility and accountability to the Senior 
Responsible Officer (SRO) for successful delivery of the programme of hub projects.   The 
PDG team will work alongside the Hub Steering Group and the existing governance 
arrangements, but with a day to day role to focus on delivery, working directly through key 
interfaces with hub West Scotland and Local Authority leads. 

 
The Board has created an expert team to support the operational management of its hub 
and PFI contracts, with the aim of ensuring that there is a consistent, appropriately informed 
and robust approach to contract management across the Board area. 
 
Areas of activity include:  
 

• Detailed knowledge of contract documentation, service specification requirements, 
performance requirements – reactive, ppm and life cycle, Paymech, contract 
variation and the overarching legal framework in which the contracts operate. 

 
• Provide a link to national contract support initiatives and activity, including SFT.   

 
• Locally, supporting managers dealing with the operational interface and co-

ordinating the Boards approach to technical evaluation of performance in terms of 
quality, statutory ppm, condition and lifecycle. 

 
• Provide a presence at all Paymech and Liaison Committee meetings to reinforce 

consistency and focus. 
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The team is directly managed by the Head of Facilities within the Facilities & Capital 
Directorate. 
 
Indicative Reporting Structure 
 
 
 
 

 

 

 

 

 

 

 

 

 

 

 
Five key roles have been identified comprising:  
 

• Senior Responsible Officer - David Louden 
• Overall Project (Programme) Director – Brian Moore 
• Commercial Lead - Tony Curran 
• Finance Lead – Marion Speirs 
• Technical Lead - John Donnelly 
• Facilities Management PFI/NPD Lead – Karen Connolly 

 

 

 

 

 

 

 
Director of Facilities 
& Capital Planning 

 
Head of Facilities 

Management 

Facilities Management 
 

Quality Team 
hub & PFI 



60 
 
\\DAL-FP-01\Shared$\Administration\Secretariat\BOARD AGENDAS AND PAPERS FROM JULY 2002\2016\16-02-
16\Greenock Health Centre IA V24 04 02 16.docx 

6.4 Readiness to proceed  CHECKLIST   

Project: 
Inverclyde Health and Care Centre 

 

Is the reason made clear why this proposal 
needs to be done now? 

Sections  2.1 – 2.4 & 4.1 

Is there a good strategic fit between this 
proposal, NHScotland’s Strategic priorities, 
national policies and the HSCP’s own 
strategies? 

Sections 3.2 & 3.3  

Have the main stakeholders been 
identified and are they supportive of the 
proposal? 

Section 3.1 
Appendix B  

Is it made clear what constitutes a 
successful outcome? 

Section 4.3 
Appendix C 

Are realistic plans available for achieving 
and evaluating the desired outcomes and 
expected benefits to be gained, including 
how they are to be monitored? 

Section 4.5  
Appendix C 

Have the main project risks been 
identified, including appropriate actions 
taken for mitigating against them? 

Section 4.5 
Appendix D  

Does the project delivery team have the 
right skills, leadership and capability to 
achieve success? 

Section 6.3 

Are appropriate management controls 
explained? 

Section 6.3 

Has provision for the financial and other 
resources required been explained? 

Section 6.2 

 
The proposal should be taken forward now due to the condition of the building and the 
overcrowding of staff accommodation which is preventing multi-disciplinary professional 
teams working together. 

Stakeholders involved are the five GP practices, community services and members of the 
community network. 

7. Is this Still a Priority? 

To achieve the NHS Scotland’s strategic priorities such as, Person Centred, Safe, 
Effective quality of care, Health of population and Value and sustainability there is a 
great need for a new facility.   

A new health and care centre will:- 
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• Deliver Acute interface pilot work is looking to provide evidence for 
enhanced primary care (e.g more out-patient work to be done in 
primary care where possible).    A new build will be the catalyst for 
change. 

• Enable co-location of teams and better access to services.   

• Enable speedy access to modernised and integrated primary care 
and social care services. 

• Improve access – fully DDA compliant, good pedestrian access, 
nearby public transport 

• Improve patient experience/good working environment for staff, – 
easy to navigate, improve patient pathways with patient and staff 
safety 

• Enhance integrated working – promote team working, capacity for 
other public sector to use facilities – design allows out of hours use 

• Energy efficient building with reduced carbon footprint and 
running costs 

• Contribution to regeneration of Inverclyde – clear signal of 
investment, catalyst for improvement, support to local businesses, 
attract other investors and consistent with Town Planning 
objectives 

• GP leadership within Inverclyde 

• The positive impact of agile working can benefit the organisation, 
the individual and the environment.  By reducing the amount of 
office space required, we can increase the amount of clinical space
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APPENDIX A 

 

 

 

 

 

 

 

 

 

 

 

 

 

APPENDIX C 

 

 

AEDET Refresh   

Functionality Build Quality Impact

Use Weight Score Notes Performance Weight Score Notes Character and Innovation
The prime functional requirements of the brief are satisfied 1 2 YES D.01 The building and grounds are easy to operate 1 1 YES G.01 There are clear ideas behind the design of the building and grounds
The design facilitates the care model 1 2 YES D.02 The building and grounds are easy to clean 1 2 G.02 The building and grounds are interesting to look at and move around in
Overall the design is capable of handling the projected throughput 1 1 YES D.03 The building and grounds have appropriately durable finishes 1 2 YES G.03 The building, grounds and arts design contribute to the local setting
Work flows and logistics are arranged optimally 1 1 YES D.04 The building and grounds will weather and age well 1 1 G.04 The design appropriately expresses the values of the NHS
The design is sufficiently adaptable to respond to change and to enable expansion 2 2 YES D.05 Access to daylight, views of nature and outdoor space are robustly detailed 1 1 G.05 The project is likely to influence future designs
Where possible spaces are standardised and flexible in use patterns 1 3 YES D.06 The design maximises the opportunities for sustainability e.g. waste reduction and biodiversity 0 G.06 The design provides a clear strategy for future adaptation and expansion
The design facilitates both security and supervision 1 3 YES D.07 The design minimises maintenance and simplifies this where it will be required 0 G.07 The building, grounds and arts design contribute to well being and a sustainable therapeutic strategy
The design facilitates health promotion for staff, patients and local community 2 1 YES D.08 The benchmarks in the Design Statement in relation to PERFORMANCE are met 0 G.08 The benchmarks in the Design Statement in relation to CHARACTER & INNOVATION are met
The design has a clear strategy to respond to changing needs and functions 1 2 YES
The benchmarks in the Design Statement in relation to building USE are met 0

Access Weight Score Notes Engineering Weight Score Notes Form and Materials
There is good access from available public transport including any on- site roads 1 4 YES E.01 The engineering systems are well designed, flexible and efficient in use 1 2 YES H.01 The design has a human scale and feels welcoming
There is adequate parking for visitors/ staff cars/ disabled people 1 1 YES E.02 The engineering systems exploit any benefits from standardisation and prefabrication where relevant 1 1 H.02 The design contributes to local microclimate, maximising sunlight and shelter from prevailing winds
The approach and access for ambulances is appropriately provided 1 2 YES E.03 The engineering systems are energy efficient 1 1 YES H.03 Entrances are obvious and logical in relation to likely points of arrival on site
Service vehicle circulation is well considered and does not inappropriately impact on users and staff 1 1 YES E.04 There are emergency backup systems that are designed to minimise disruption 1 1 H.04 The external materials and detailing appear to be of high quality and are maintainable
Pedestrian access is obvious, pleasant and suitable for wheelchair/ disabled/ impaired sight patients 1 1 YES E.05 During construction disruption to essential services is minimised 0 H.05 The external colours and textures seem appropriate and attractive for the local setting
Outdoor spaces wherever appropriate are usable, with safe lighting indicating paths, ramps, steps etc. 1 1 E.06 During maintenance disruption to essential healthcare services is minimised 0 H.06 The design maximises the site opportunities and enhances a sense of place
Active travel is encouraged and connections to local green routes and spaces enhanced 1 1 YES E.07 The design layout contributes to efficient zoning and energy use reduction 1 1 H.07 The benchmarks in the Design Statement in relation to FORM & MATERIALS are met
Car parks should not visually dominate entrances and green routes 1 1 YES
The benchmarks in the Design Statement in relation to building ACCESS are met 0

Space Weight Score Notes Construction Weight Score Notes Staff and Patient Environment
The design achieves appropriate space standards 1 2 YES F.01 If phased planning and construction are necessary the various stages are well organised 0 I.01 The design reflects the dignity of patients and allows for appropriate levels of privacy
The ratio of usable space to total area is good 1 4 YES F.02 Temporary construction work is minimised 0 I.02 The design maximises the opportunities for daylight/ views of green natural landscape or elements
The circulation distances travelled by staff, patients and visitors is minimised by the layout 1 3 YES F.03 The impact of the building process on continuing healthcare provision is minimised 0 I.03 The design maximises the opportunities for access to usable outdoor space
Any necessary isolation and segregation of spaces is achieved 2 1 YES F.04 The building and grounds can be readily maintained 0 I.04 There are high levels of both comfort and control of comfort
The design maximises opportunities for space to encourage informal social interaction & wellbeing 1 1 F.05 The construction is robust 0 I.05 The design is clearly understandable and wayfinding is intuitive
There is adequate storage space 1 1 F.06 Construction allows easy access to engineering systems for maintenance, replacement & expansion 0 I.06 The interior of the building is attractive in appearance
The grounds provided spaces for informal/ formal therapeutic health activities 2 1 F.07 The construction exploits opportunities from standardisation and prefabrication where relevant 0 I.07 There are good bath/ toilet and other facilities for patients
The relationships between internal spaces and the outdoor environment work well 2 1 F.08 The construction maximises the opportunities for sustainability e.g. waste and traffic reduction 0 I.08 There are good facilities for staff with convenient places to work and relax without being on demand
The benchmarks in the Design Statement in relation to building SPACE are met 0 F.09 The construction contributes to being a good neighbour 0 I.09 There are good opportunities for staff, patients, visitors to use outdoors to recuperate/ relax

F.10 Infection control risks for options, design and construction recorded/ minimised using HAI Scribe 0 I.10 The benchmarks in the Design Statement in relation to STAFF & PATIENT ENVIRONMENTare met

Urban and Social Integration
J.01 The height, volume and skyline of the building relate well to the surrounding environment
J.02 The design contributes positively to its locality

AEDET Refresh Benchmark Summary J.03 The building and grounds design lift the spirits and raise aspirations
J.04 The design contributes to being a good neighbour and is sensitive to neighbours and passers- by
J.05 There is a clear vision behind the design, its setting and outdoor spaces
J.06 The benchmarks in the Design Statement in relation to INTEGRATION are met

Use

Access

Space

Performance

Engineering

Construction

Character and Innovation

Form and Materials

Staff and Patient Environment

Urban and Social Integration

Benchmark

0.0

0.5

1.0

1.5

2.0
Use

Access

Space

Performance

Engineering

Construction

Character and Innovation

Form and Materials

Staff and Patient Environment

Urban and Social Integration
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APPENDIX B 

Benefits Realisation Planr 

1. Identification 
2. Impact 

(RAG) 

 

Ref. 
No. Main Benefit 

Financial / Non-
Financial 

As measured by: 
Baseline 
Measure 

Target Measure 

Im
pa

ct
 (s

iz
e)

 

Im
po

rt
an

ce
 

Li
ke

lih
oo

d 

It will improve quality of life through 
the care provided by the co-location 
of integrated teams enabling speedy 
access to, modernised services. 1. 
 

 

 

Non-financial 
 

With GP training and HSCP 
staff skill mix – ie carrying 
out more procedures within 
primary care will address 
the GP per patient ratio. 

    

  
 
 
Increase the use of anticipatory care 
planning 
 
 

 

Non-financial Number of ACPs in place  

 

Reduce the number of 
acute bed days consumed 
by each long term  
conditions (Crude bed days 

 

2015/16 
Outturn 

 

 

+ 10% by 2020 
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 rate per 100,000) 

Asthma 

CHD 

COPD 

Diabetes 

 

Maintain number of people 
with diagnosis of dementia 
on the QOF dementia 
register 

 

 

                     
                                
275.2 

4483.7 

3608.9 

 

844.5 

 

> 6wks: 1 

< 6wks: 143 

 

To be 
updated at 
time of 
occupation 

 

 

Reduce by 10%  by 
2020 

Reduce by 15% by 
2022 

 

 

0 people over 14 
days by April 2015 

 

2022 

 - improved access to services  

 

Sandyford (Sexual Health 
Clinic) which is currently 
dispersed, with a drop in 
attendance due to location 

Physiotherapy attendances 
are restricted due to the 
size of available 

 

2015/16 
Outturn 

 
 
 

+ 20% by 2020 

2015/16 
Outturn 

 

 

 

+ 10% by 2020 
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accommodation  
 

 

 

2. It will improve support to people to 
live independently  
 
Reduce the number of Care Home 
Admissions 
Reduce the number of hospital 
admissions 

  

Non-financial Number of people receiving 
homecare during annual 
census week. 

 

Number of Homecare hours 
per 1,000 population aged 
65+   

 

Percentage of Homecare 
clients aged 65+ receiving 
Personal Care 

 
1117 
 
 
10,077 
 
 
 

96.5% 

 

 

To be agreed 

 

To be agreed 

 

To be agreed 

  

It will increase the proportion of 
people with intensive needs being 
cared for at home.  

3. 

 
Enhanced primary care will 
inevitably delivery more care in and 
close to people’s homes. 

 

Non-financial 

 
 
 

 

Percentage of Homecare 
clients aged 65+ receiving 
Personal Care 

96.5% 

Number of people 
supported by community 
staff to die at home 

 

 

259 

 

To be agreed 

 

 

To be agreed 

  

With co-location of multi-
disciplinary teams this will improve 
the acute interface work It will 
ensure timely discharge from 
hospital with new improved 
electronic systems and improved 
networking, communication. 

4. Number of older people 
with anticipatory care plan 

Non-financial 

 

The number of new 
referrals received screened 
and triaged at the single 

 

348 

 

 

 

+ 10% by 2020 
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point of access 

 

( ICIL, RES 
Team, PDRS, non SPOA) 

 

 

It will improve the functional 
suitability of the healthcare estate 
delivering a safe high quality 
physical environment for patients 
clients and staff.  Providing a 
modern fit for purpose accessible 
facility.   

5. Non-financial Floor area of 
accommodation in category 
A or B for functional 
suitability 

50sq.m. To be agreed 

   

It will avoid people waiting more 
than 14 days to be discharged from 
hospital into a more appropriate 
care setting, once treatment is 
complete. Service users will benefit 
from a single point of access and 
receive the best possible care from 
the professional with the skills best 
suited to their needs. 

6. Non-financial Number of acute bed days 
lost to Delayed Discharge  
(inc AWI) 

6724 

 

-20% by 2020 

  

It will improve financial 
performance  

7. Financial Reduce running costs 
through a more energy 
efficient building  

2015/16 
Outturn 

 

To be agreed 
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Benefits Realisation Plan 

1. Identification 3. Control 4. Realise 

Ref. 
No. 

Main Benefit Who Benefits? 
Who is 

responsible? 
Investment 
Objective 

Dependencies 
Support 
Needed 

Date of Realisation 

It will improve quality of life through 
the care provided. (ref.PC:QOI.3) 

1. Patients Clinicians Meet user 
requirements 

 
Stakeholder  

buy-in 
From completion onwards 

It will improve support to people to live 
independently. (ref.PC:QOI.4) 

2. Patients Clinicians Improve service 
access 

 
Stakeholder  

buy-in 
2020 

It will increase the proportion of people 
with intensive needs being cared for at 
home. (ref.PC:QOI.5) 

3. Patients Clinicians Meet user 
requirements 

 
Stakeholder  

buy-in 
2020 

It will ensure timely discharge from 
hospital. (ref.EQC:QOI.4) 

4. Patients Clinicians Improve service 
performance 

 
Stakeholder  

buy-in 
2020 

It will improve the functional suitability 
of the healthcare estate. 
(ref.EQC:SAFR.5) 

5. Clinicians Management 
Improve 

accommodation 
effectiveness 

 New build required From completion onwards 

It will avoid people waiting more than 
14 days to be discharged from hospital 
into a more appropriate care setting, 
once treatment is complete. 
(ref.EQC:HEAT.8) 

6. Patients Clinicians Improve service 
performance 

 
Stakeholder  

buy-in 
2020 
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It will improve financial performance 
(ref.VS:HEAT.15) 

7. Management Management Improve service 
performance 

 New build required From completion onwards 
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APPENDIX C – RISK REGISTER 

 

 1.  Identification 3.  Control 

Risk 
No Risk Description 

Financial / Non-
Financial / 

Unquantifiable 

Consequence Likelihoo
d Risk Owner Proposed Treatment / 

Mitigation Action Taken 
(1 - 5) (1 - 5) 

CLIENT / SERVICE RISKS               

1.0 Business risk               

1.1  Independent Contractors 
disengage with the Project Financial 5 3 Med NHS 

Provide clear financial 
information at earliest 
opportunity and engage 
with discussion re space 

Meetings  arranged 

 1.2 
Client doesn't have the 
capacity or capability to 
deliver the project 

Non - financial  4 2 Low 
NHS/ 

Hubwe
st 

Develop appropriate 
governance arrangements 
for the project including 
resource planning and 
individual skills review 

 NHS and Hubwest have 
reviewed resources and 
are satisfied.  

 1.3 The project's objectives are 
not clearly defined Non - Financial  5 2 Med  NHS 

Set out clear objectives for 
the project as part of the 
Initial Agreement, linking 
them to clearly defined & 
measurable benefits and 
outcomes 

 Complete  

 1.4 

The anticipated benefits 
from the project are not 
achieved following project 
completion 

Non Finanacial  5 2  Med NHS 

Set out a realistically 
achievable benefits 
realisation plan as part of 
the Initial Agreement 

Consultation taken place  
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 1.  Identification 3.  Control 

Risk 
No Risk Description 

Financial / Non-
Financial / 

Unquantifiable 

Consequence Likelihoo
d Risk Owner Proposed Treatment / 

Mitigation Action Taken 
(1 - 5) (1 - 5) 

 1.5 
Different stakeholders have 
different expectations of the 
outcome of the project 

Non Financial   5 3 Med  NHS 

Consult with all stakeholders 
to gain a consensus on the 
strategic brief for the 
project at IA stage and 
project brief at OBC stage 

 Engagement Strategy 
developed. 

1.6  
Poor stakeholder 
involvement will result in a 
lack of support for project 

Non - Financial  3 2 Low NHS 

Prepare and implement an 
appropriate project 
communication plan which 
includes engaging with all 
appropriate stakeholders at 
appropriate stages of the 
project 

 Engagement\Communic
ation Plan Developed. 

 1.7 

 Funding arrangements 
remain unclear in relation to 
ESA 10, creating uncertainty 
and delay. 
 

 Financial  4  4 High   SG 

Seek assurances and 
underwriting to early stage 
work by SG to allow 
progress in advance of final 
solution to ESA 10. 

  
Approach SG for formal 
clarity on risks and 
funding around early 
stage work required to 
progress project. 
 

2.0 Reputational risk               

 2.1 Adverse publicity occurs due 
to an operational issue Non - Financial  4  2 Med NHS 

Review ongoing operational 
arrangements associated 
with the project and ensure 
that any specific risks are 
encapsulated into the 
project risk register 

 Risk register will be 
reviewed on a regular 
basis i.e. Project Board 
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 1.  Identification 3.  Control 

Risk 
No Risk Description 

Financial / Non-
Financial / 

Unquantifiable 

Consequence Likelihoo
d Risk Owner Proposed Treatment / 

Mitigation Action Taken 
(1 - 5) (1 - 5) 

 2.2 

Communication strategy 
does not consider public 
perception / consultation 
feedback / media interest / 
parliamentary interest / 
organisational reputation 

Non - Financial  4 2 Medium NHS 
Ensure that the project 
communication plan covers 
these issues 

Review  

                  
3.0 Demand risk               

 3.1 

Demand for the service 
does not match the levels 
planned, projected or 
presumed 

Non - Financial  5  2 Med NHS\H
SCP 

Carry out sensitivity testing 
of assumptions behind 
service demand projections 
to understand and manage 
any underlying risks 

On-going 

                  
4.0 Occupancy risk               

  
 Failure to agree lease terms 
with Independent 
contractors i.e. Pharmacist 

Financial 5 3 Med  HSCP 

Early discussion with 
Contractors detailing 
estimated lease\running 
costs 

On  -going 

5.0 Operational risk               

 5.1 

The available 
accommodation is unable to 
support the proposed 
service model 

Financial   4  2 Med All 

New service model 
arrangements should be 
considered and properly 
tested at the early design 
planning stages of a project 
and then further tested 
throughout the 
development of the project 

On-going 
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 1.  Identification 3.  Control 

Risk 
No Risk Description 

Financial / Non-
Financial / 

Unquantifiable 

Consequence Likelihoo
d Risk Owner Proposed Treatment / 

Mitigation Action Taken 
(1 - 5) (1 - 5) 

                  
6.0 Decant risk               

 6.1 
Unable to decant staff / 
clients from one site to 
another in a timely manner 

N\A            N\A N\A N\A N\A N\A N\A 
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APPENDIX D 

GREENOCK HEALTH AND CARE CENTRE : DESIGN STATEMENT  
 
The Investment Objectives for the project are set out in Section 4 of the Initial Agreement.   
Therefore, in order to achieve these objectives, the completed development must have the attributes described below: 
 
1 AGREED NON-NEGOTIABLES FOR SERVICE USERS      
 
Non-Negotiable Performance 
objectives  What the design of 
the facility must enable  

Benchmarks 
The physical characteristics expected and/or some views of what success might look like for each  

1.1 The facility must be placed 
in the community where it will 
be easy to find and to get to. 
 
 

• The site should be on a main thoroughfare, visible from one, or otherwise at a notable location in the 
community (such as on or adjacent to a significant public facility/landmark). 

• Facility entrance to be close (within 5 minutes) of bus stop(s) served by regular (every 20 mins) busses 
during the facility’s core operating hours. The location should not require people from Greenock to need 
to change buses to access the services or to travel more than 0.5 of a mile from town centre, increasing 
travel time and cost. 

• Walking routes from the bus and local area/town centre should not be steeper than (max 1:12). 
• The pavements and roads must be able to cope with the numbers of visitors to facility and to neighbouring 

amenities without significant congestion preventing reliable access. 
 

1.2 You must arrive at a place 
that provides shelter and 
welcome.  

• Buildings and landscape should be designed together (and with neighbouring buildings) to provide shelter 
from the wind, particularly for more vulnerable people (accessible and family parking, drop off space).  

• Parking and drop-off areas to be designed to flow intuitively, and so that pedestrians have priority.  
• There should be an external ‘arrival/entrance’ space which has some softness and greenery, is clean and 

invites you to sit/stay for a while. This space should be co-ordinated with any adjacent public areas both in 
terms of materials/finishes/furniture so it feels like one place, but also in terms of the numbers of people 
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passing through and using the space at different times of the day. 
 
Some images of what success might look like for external arrival  
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1.3 The initial impression of 
the facility must be of a 

Some images of what success might look like for an inviting entrance 
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professional but inviting place.  
It must be distinctive and also 
understand Greenock.   
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1.4 All service users must 
enter into the same initial 
space, a calm relaxing place 
which conveys a sense of 
pride and wellbeing and a 
friendly atmosphere. It must 
be clear on entering that 
you’re in the right place and 
the direction of the next step 
on your journey. 

• The initial space should feel open  and light, but not overwhelming or empty, there should be social areas, 
refreshments (there is the potential for community involvement in any café), and space for information 
and  activities that help convey the range of services (including 3rd

• There should be a friendly face at an obvious reception point who can deal with your query. The route to 
each service should be clear/visible from that point. 

 sector) that are available. 

• The entrance space (and adjacent areas) should be designed to be able to deal with queues (at reception 
and for methadone etc) without blocking routes. 

• Stairs and lifts must both be clearly visible, and the destination for the stairs must be visible to allow 
people to understand the walk and feel confident in taking it (so those who can use stairs are encouraged 
to do so and don’t block the lifts). 

 
 
 

 
Some images of what success might look like for the initial space   
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1.5 Reception facilities must 
feel open and friendly and 
cater for a range of 
preferences. However many 

• Electronic reception facilities to be provided close to help 
• Receptions must be located distant from main waiting areas to prevent discussions being overheard 
• There must be a private space nearby to take highly sensitive conversations 
Some images of what success might look like for receptions  
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services you are accessing, 
you should only have to give 
personal or sensitive 
information once. 

 

                                             
 
 

1.6 Waiting must be pleasant, 
with access to the information 
you need, positive distractions 
and facilities to meet your 
human needs (toilets and 
refreshments).  Personal 
preferences in terms of 
interaction or privacy must be 
accommodated.  

• The initial space above will be one venue for waiting, within this space there should be places to sit and 
await transport (with information on buses and views to pick-up space).  

• The main space should give direct access to an external space designed to allow children to run around, 
and with quite spaces for respite. 

• All waiting areas to have daylight and views to external areas, art and colour providing positive 
distractions. 

• Seating in waiting areas to be grouped to allow personal choice in the group of people you sit with, and 
the scale, nature of the place, allowing privacy and quite for those who prefer, and a more sociable 
experience for others. 

• Wi-Fi and other means of accessing information/distraction to be provided. 
• Private spaces within the building (such as meeting rooms etc) to be close to waiting areas to allow use 

should someone be distressed or seek solitude for prayer. 
Some images of what success might look like for waiting areas (internal and external)  
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1.7 Service user’s walking 
routes must be short and 
pleasant. 

• The route from entry to reception to waiting to consult/interview/treatment room, and the routes 
between related services (where it is anticipated a person might see more than one service in one visit) 
should not require service users to double back on themselves. 

Some images of what success might look like for circulation routes  
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Long enclosed (as in no daylight) corridors requiring resting stops and handrails to enable use are not 
acceptable.  
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1.8 Consulting/interview and 
treatment spaces to have 
good daylight and ventilation 
without impacting privacy. 
Rooms must feel clean and 
professional, but not stark. 

• Rooms where there are to be sensitive conversations to be placed so that windows do not open directly 
onto external public areas. 

• Soft furnishings to be used wherever possible (such as talking therapy spaces) and interior scheme to use 
colour/visual texture to prevent stark/harsh impressions. 
 

Some images of what success might look like for consult/interview/treatment rooms 
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2 AGREED NON-NEGOTIABLES FOR STAFF (inc 3rd

(additional aspects to those noted above) 
 sector service providers) 

 
Non-Negotiable 
Performance objectives   
What the design of the 
facility must enable  

Benchmarks 
The physical characteristics expected and/or some views of what success might look like for each  

2.1  The site and building  
layout must allow 
deliveries/collections  and 
material handling by staff to 
be managed easily and 
discretely. 

•  Blue light collections of patients must be managed away from view of main public areas and not through FM 
areas. 

• FM deliveries and refuse must not be visible from main public waiting and circulation areas. 
• There must be reliable (24/7) access to a kit store for disability aids, either on site or nearby (within 5 mins). 
• Stores for materials and kit used by peripatetic staff must be close to a discrete sheltered staff entrance, with 

vehicle drop-off/pick-up space. 
 



87 
 
\\DAL-FP-01\Shared$\Administration\Secretariat\BOARD AGENDAS AND PAPERS FROM JULY 2002\2016\16-02-16\Greenock Health Centre IA V24 04 02 16.docx 

2.2   The building layout must 
support complimentary 
relationships of services and 
working areas. 

• Office areas for staff teams supporting consulting/interview functions to be close (within 5 mins walk) of 
consulting/GP.Rooms. 

 

2.3 The facility must be 
designed for flexibility in use, 
and ease of conversion 
should the size/nature of 
teams change. 

• Reception desks (of adjacent services) to be positioned together and designed to encourage support and 
sharing between staff and service. 

• Circulation routes should be designed so that the number of consulting/interview rooms associated with any 
one service can change over time without demolitions. 

• Meeting and treatment rooms to have good storage to allow kit to be stored locally to allow the nature/use 
for the room to be changed readily. 

• Office spaces to be placed together and arranged to facilitate flexible and agile working.  Within this, there 
must be space for 
o Teams to come together to meet and to work in the same area to build team relationships and 

understanding 
o Different natures of spaces to allow for personal preferences in working environment (café style or desk) 

 
o Spaces to take unscheduled sensitive conversations (phone or face to face) away from the main quiet 

working area (like small 1-2 person pods) 
o Small meeting areas for planned conversations/team meetings 

 
Some views of success for office areas 
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2.3 The building layout and 
facilities must bring staff 
together both in work and 
socially to improve 
interdisciplinary working. 

• Staff routes around the facility should not be separated by department, but shared. 
• Support spaces, such as meeting/training rooms, changing and recreation spaces should be placed where 

they’re not within the territory of any one team, but accessible to all. They must be designed so that they’re 
attractive to encourage use. 
 
 

2.4 The facility must be 
zoned to allow phased close 
down of services and open-
up to extended and 
community use. 

• Meeting spaces and other flexible use rooms to be provided in a range of sizes to suite different purposes 
and grouped around the main social space to allow out of hours use for initiatives and by third sector. 

 

2.5 The facility must deal 
with security issues 
unobtrusively  

• Mental health services not placed immediately at entrance so that security (such as preventing anxious 
children absconding) can be managed without obvious security measures such as locked doors. 

• Reception areas to have deep (anti-lunge) desks and immediate exit routes to safe (staff only) space. 
• Public areas (internal and external) to have passive observation from staffed areas to discourage and spot 

any issues of behaviour. 
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2.6 Staff must be able to feel 
off duty when they are off 
duty, to deal with personal 
needs and situations with 
dignity and have space for 
respite and release to help 
them deal with the difficult 
interactions that are part of 
their job. The facility must 
demonstrate the value 
placed on them and the 
pride in the service they 
provide. 

• Discrete staff entrance, away from main public areas, with direct access to secure storage for personal 
belongings and changing facilities which allow personal privacy in changing. 

• Staff rest area must be away from public spaces, but placed so they’re readily accessible by all staff.  They 
must be attractive to encourage use, with good daylight, interesting views and a range of seating areas, some 
more social and some to allow a quiet time away.  There must be somewhere calming and subdued (lower 
lighting levels) for respite and the opportunity for a quite conversation of support. 

Some views of success for staff areas 
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• There should be an outside area for staff to get a breath of fresh air away from public spaces. 
• The facility, grounds and links to surrounding area should be designed to encourage exercise during lunch 

breaks or before/after work. 
• Staff areas to be as nice as public areas. 

 
3 NON-NEGOTIABLES FOR VISITORS (people not their for their own appointment, but maybe as dependent or carer of someone 
accessing services) 
 
Non-Negotiable 
Performance objectives  
What the design of the 
facility must enable  

Benchmarks 
The physical characteristics expected and/or some views of what success might look like for each  

 3.1 The design of the social, 
reception and waiting areas 
must help staff and 3rd

• Co-ordinated and attractive display of information and the events that are planned (possibly 
through SOLUS) 

 sector 
colleagues communicate the 
range of services on offer to 

• Spaces for 3rd

• Waiting areas, and adjacent private spaces, designed to allow impromptu conversations with 
staff (all services inc 3

 sector use to be visible from main routes around building to communicate  

rd sector) to allow more proactive/engaging approach where appropriate.   
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support visitors in their own 
health and role as carers and 
encourage people to access 
these services. 
3.2 Social and green spaces 
must be designed to 
encourage community 
access and use of the 
facility (people not 
accessing formal services ) 
to increase familiarity and 
integration. 
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4 ALIGNMENT WITH POLICY 
The things we can do with the same investment that can help other objectives (not strictly related to the service being provided in this 
building) 
 
 
Non-negotiable performance 
specification 

 
Benchmark - criteria to be met or some views of what success might look like 

 
4.1 The development, 
through its location and 
design, must be a positive 
part of the regeneration of 
the area. 

 
Please refer to Section 1.1 
Good regeneration development practices provide a healthy, self-perpetuating cycle, these will 
include: early, wide and continuous Community Engagement; incorporation of Health Promoting 
Health Service (HPHS) principles, enabling healthy decisions, e.g. stair visibility, food outlet standards 
or usable gardens/ courtyards. Build on wider Green Infrastructure locally, to encourage physical 
activity and biodiversity, e.g. alternative travel routes; trees to reduce energy + CO2, add to well being, 
or provide growing spaces; i.e. enable further community engagement 

 
4.2 Anything on Extension 
space/adaptability for 
growing/aging/changing 
population? 
 

 
The Site is to be large enough to consider further expansion. Ideally to an agreed list of percentages for 
each service/ department; otherwise approx 20% in total. The Building design and construction will 
enable adaptation & flexibility, for example: ‘repeatable rooms and standard components’; ‘loose fit’; 
a modular grid; ‘soft spaces’ built in.  Safety, Accessibility & Equality will be at the foundation of our 
design and operations. Collaborative workshops are required at key stages e.g. HAI Scribe, Dementia 
Design, for a holistic approach to delivering above goals. 

4.3. Sustainability. Promote health, social, environment and economic sustainability by delivering whole life value from 
investment. Collaborative workshops using current BREEAM are required at key stages, for a holistic 
approach to delivering above goals.  Early NDAP reviews will allow a pragmatic approach to ensure 
principles above applied. For example, target for new build is: 2014 NC ‘Excellent’ rating. Minimum 
criteria include: Man03: Considerate construction; Man04: Building user guide; Man05: 2yrs seasonal 
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commissioning; Ene01: 6credits; Ene02: sub-meter; Wat01: 1credit; Wat02 + Mat03: Criteria1 only; 
HEA04: 3credits; and target operational energy consumption ≤200kWhr/m2 (To verify evidence of 
above, the proposed/ actual dynamic simulation model (DSM) issued at key NDAP review stages, plus 
annual DEC or equivalent energy reporting issued for 3yrs or FM contract period, whichever greater.)    

 
4.4 Anything about 
perceptions of CHP in the 
community - Good corporate 
citizenship. 
 

The building will be part of the regeneration of local community and will be a facility that our 
neighbours and service users are proud to have in their community. We will also provide an electric 
scooter bay and Changing Places toilet facility for the use of severely disabled and bariatric members 
of the community. 
 

 
Stakeholders involved in preparation of the design statement 
 
Helen Watson - Head of Planning, Health Improvement & Commissioning; Jeanette Hawthorn, Project Manager IHSCP,  
Eugene Lafferty Project Manager Capital Planning, Helen Morley Community Care & Health Services, Janice Hetherington GP 
Practice, Hilda McLeese GP Practice, Dr Foster, Allen Paton Addiction Services, Alan Burns ICIL, Anne Jamieson NHS 
Nursing, Fiona Houlihan Specialist Children’s Services, Carol Boag Health Improvement Services, Ann Cameron-Burns Health 
Improvement & Staffside Representative, Lisa Johnston Oral Health, Jacqueline Anderson Physio, Bruce McGuinnes Podiatry, 
Fiona lyne GP Practices, Christine Hennan NHS Nursing, Margaret Tait People Involvement Representative, Hamish McLeod 
People Involvement Representative, Janis Delaney Homecare Services, Maureen Hamill Quality & Development Service, Brian 
Young Health Improvement Services, John Ward Pharmacy, Debbie Maloney ICIL.      
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SELF ASSESSMENT PROCESS  
 
 
 
 

Decision 
Point 

Authority of 
Decision 

Additional Skills or other 
perspectives 

How the above criteria will be 
considered at this stage and/or valued 
in the decision 

Information needed to allow 
evaluation. 

Site 
Selection 

Decision by 
Health Board with 
advice from 
Project Board 

NHS Scotland Design 
Assessment Process (NDAP) 
comment sought to inform 
Authority/ Participants  
Consideration 

Risk / benefit analysis considering 
capacity of the sites to deliver a 
development that meets the criteria 
above. 

Site feasibility studies (including 
sketch design to RIBA Stage B) 
for alternate sites or completed 
masterplan (for site with the 
potential  for multiple projects) 
Cost Estimates (both 
construction & running costs) 
based on feasibility 

Completion 
of brief to 
go to 
market 

Decision by 
Health Board with 
advice from 
Project Board 

Peer review by colleague with 
no previous connection to 
project 

Is the above design statement included 
I the brief? 
Can the developed brief be fulfilled 
without fulfilling the above 
requirements? 
 

 

Selection of 
Delivery / 
Design 
Team 

Decision of 
HUBco 
Operations & 
Supply Chain 
Director with input 
from NHSGGC 
PM. 

HUBCo , Participant 
(NHSGGC) & Territory 
Programme Manager  

The potential to deliver ‘quality’ of the 
end product in terms of the above 
criteria shall be greater that the aspects 
of the quality of service in terms of 
delivery. 
Compliance with service standards 
(such as PII levels etc) shall be criteria 
for a compliant bid & not part of the 
quality assessment  
 
 
 

Sketch ‘design approach’ 
submitted with bid (the stage & 
detail of these to be appropriate 
to procurement route chosen) 
Representatives will visit 2 
completed buildings by 
Architects in shortlisted team, to 
view facility & talk  to clients  
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Selection of 
early design 
concept 
from options 
developed 

Decision by 
Health Board with 
advice from 
Project Board 

Comment to be sought from 
NDAP 

Stakeholder assessment of options 
using AEDET or other methodology to 
evaluate the likelihood of the options 
delivering a development that meets 
the criteria above 

Sketch proposals developed to 
RIBA Stage C coloured to 
distinguish the main use types 
(bedrooms, dayspace, 
circulation treatment, staff 
facilities, usable external 
space).Rough Model 

Approval of 
Design prior 
to Planning 
submission 

Decision by 
Health Board with 
advice from 
Project Board 

Report & support to be sought 
from NDAP 

Stakeholder assessment of options 
using AEDET or other methodology to 
evaluate the likelihood of the proposals 
delivering a development that meets 
the criteria above 

 

Approval of 
Detailed 
Design 
proposals to 
allow 
construction 

Decision by 
Health Board with 
advice from 
Project Board 

Report & support to be sought 
from NDAP 

Stakeholder assessment of options 
using AEDET or other methodology to 
evaluate the likelihood of the proposals 
delivering a development that meets 
the criteria above 

 

Post 
Occupancy 
Evaluations 

Consideration by 
Health Board – 
lesson fed to 
SGHSCD 

 Stakeholder assessment of options 
using AEDET or other methodology to 
evaluate completed development 
delivering the above criteria and 
business goals they set 
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APPENDIX E 

HUB – Draft Greenock & Clydebank Timeline – February 2016 
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APPENDIX F 

Inverclyde Heath and Social Care Partnership Health Centre Project 
 

Communication and Engagement Plan 
 
Introduction 
 
Approval was given by Scottish Government in May 2015 to fund a new build Health and 
Care Centre (£19m) in Greenock, as part of the Scottish Government’s £409 million 
investment in the non-profit distributing (NPD) programme. 
With the integration of Health and Social Care services, the new centre will provide the 
opportunity to provide high quality integrated primary and community health and social 
care services to people living in Greenock. In addition, the Centre will provide a community 
resource to be shared and used by the local community and third sector organisations. The 
Project development should not only enhance and improve the health inequalities of 
experienced by local people, but also help to address some of the economic regeneration in 
the area. 
 
Background and aims 
 
NHS Boards have a statutory duty to involve patients and the public in the planning and 
development of Health services. Scottish Government guidance sets out how this should be 
done CEL 4(2010) Informing, Engaging, and Consulting People in developing Health and 
Community Care. With a major service change, such as the development of the new Health 
and Care Centre, extensive consultation with the community will be required around issues 
such as sites, service delivery and design to name but a few areas. 
Aims of the Consultation Process:- 
 

• We will involve patient and carer representation as well as community 
councillors and community representatives in the planning process 
throughout all stages of the development. 

• We will also engage with third sector partners in the planning and 
consultation stages. 

• Our People Involvement Network, is supported by staff at Your Voice the 
patient body. This is the local organisation, which consults with patients, 
carers and service users, as well as the wider community, about issues 
relating to health and social care. The organisation then feeds these issues 
into the HSCP through our People Involvement Framework.  

• In addition, we have an interagency network known as the Community 
Engagement Network , which feeds into the Inverclyde Alliance, our 
Community Planning Partnership. This network can coordinate public 
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consultation with a variety of partners across the community of Inverclyde 
and will assist us in this process.  

• We will aim to ensure that all sections are informed and consulted about 
the development particularly those who are seldom heard. We will aim to 
find different ways to support engagement that everyone who has or could 
have an interest in the development. 

• We shall make use of social media to ensure that the wider community is 
kept informed and invited to contribute to the planning process.  

• We shall ensure that local people feel engaged throughout the process and 
are  supported, in a way that suits them. 

• We shall also aim to ensure that local people feel listened to and valued 
throughout the whole process and be flexible in our approach to engaging 
with people. 

 
Context 

 
A delivery group was established in June 2015 to develop the strategic objectives of the Hub 
Steering Group and the Greenock Health Centre Project Board, which will result in a realistic 
building proposal. The Delivery group is also responsible for ensuring that all relevant 
stakeholders are included in the development proposal and throughout the life of the 
Project. As well as staff and management involvement the group seeks to involve relevant 
partners and in particular patients, service users and carers, as well as, community  
representatives and third sector organisations. The Delivery Group reports to the Project 
Board, which has senior management, staff side representation and partners from the NHS 
Board.  
 
In addition, a Design group with large numbers of staff and patient carer representatives is 
currently working with a consultant to consider the vision and aspirations for the centre and 
its potential physical design and layout. The challenge is to ensure that all stakeholders feel 
included and valued in this process and be flexible in how we support any engagement. 
 
As part of our People Involvement Framework, we are committed to a coproduction 
approach in our work, which basically requires us to seek  involvement of the  community 
and service user representatives, at as early a stage as possible, to ensure that there is a 
sense of ownership around the project and that local people feel that they have had ample 
opportunity to influence the design, planning and delivery of the Project. 
 
We have involved representatives from our People Involvement Network, supported by 
staff from Your Voice, as well as Community Councillors and community representatives in 
the Design and Delivery groups. We have committed ourselves to the involvement of local 
people from the outset as guided by the Better Health, Better Care Action Plan 2007, where 
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Scottish Government gave commitment to local people having a greater say in the design 
and delivery of health services. 
 
We will involve our partners in the Community Engagement Network, which is an 
interagency forum reporting to the Single Outcome Agreement Delivery Group of the 
Inverclyde Alliance to assist us in conducting further consultation with the wider community 
around issues such as site options and service design. 
 
Planning the Consultation 
 
VOiCE is a database planning and recording tool to assist individuals and organisations to 
design and deliver effective community engagement. It has been developed by the Scottish 
Community Development Centre (SCDC) on behalf of the Scottish Government and is 
underpinned by the National Standards for Community Engagement. 
 
VOiCE can be used to support a range of participation from overall area regeneration to 
specific concerns of users of particular services. It is designed to be relevant both for 
individual services and for integrated, cross disciplinary community planning. VOiCE enables 
all users to have a common system for analysing, planning, monitoring, evaluating and 
recording that provides common protocols, definition of terms and understanding of 
different types and purposes of engagement. Inverclyde Alliance and Community 
Engagement Network has adopted this tool to plan all engagement activity in the area. 
We will use the VOiCE tool to plan our engagement , which will also assist us in ensuring 
that we are adopting the National Standards for Engagement in our consultation with the 
local community and for recording and monitoring this activity for reporting purposes. 
 
Stakeholders 
 
We have identified our potential stakeholders and who we need to consult and engage 
around the development. Some of these are external to the organisation, but who have a 
high degree of power or influence. Through the planning process, we will be able to identify, 
who needs to be involved at different levels. 
 
Scottish Government Patients 
NHS Board Carers 
Inverclyde Council Service Users 
HSCP Joint Board Community Councillors 
Elected Members Young People 
Design Group Community Planning Partners (Inverclyde 

Alliance) 
Delivery Group Churches 
Staff/Management Team HSCP Community Organisations 
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Flowchart (HIS and SHC) Stages of consultation with wider public  
 
Informing, Engaging and Consulting People in Developing Health and Community Care 
services (CEL4 2010) 
 
Planning  
Need for Change Identify stakeholders/ Establish Project 

Group 
EQIA 
Communication Plan 

Informing  
Inform potentially affected people of 
planned timetable for engagement, reasons 
for change and background info 

Carry out communication and engagement 
to inform the engagement and development 
of options and proposed benefits 
Evaluation of engagement 

Engaging  
Development of models with Key 
stakeholders and Option Appraisal process 

Develop options with stakeholders, including 
patients, service users, carers 
Develop options appraisal process. Agree 
criteria around weighing options, scoring  
Agree preferred option for consultation and 
feedback 
EQIA on preferred option 
Seek Approval from Project Board and 
Scottish Government. 
Seek approval from Scottish Health Council 

Consulting  
Major Service Change Plan for a 3 month consultation period with 

timescale of analysis of results and report to 
relevant Boards and committee meetings. 
Produce Consultation Document which is 
accessible with information on options 
including the financial implications. Advise 
on how options appraisal was conducted. 

Feedback  

Provide feedback to stakeholders and 
interested parties on outcome 

Explain results of consultation and final 
process 
Explain how views were taken into account 
Provide reasons for not accepting any widely 
held views 
Outline plans for implementation and 
further opportunities for engagement 

Planning the Consultation 
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Evaluation of engagement and any action to 
be followed up 
Seek ministerial approval(Advice from SHC) 

 
Methodologies 
 
We will undertake a range of methods to assist us in our consultation and Involvement 
processes. In addition to ensuring that community representatives have opportunity to be 
consulted in a way that suits them, we will ensure that young people are also involved in 
manner that suits them. The local Youth Council will decide on how best they can engage 
with the process and seek the views of other young people. 
 
We will identify a range of methods to inform and consult with the local community 
including online questionnaires; use of social media such as Twitter and websites; use of 
local media including radio and newspapers. 
We will host drop in events  in public places, which are accessible to the local community, 
such as libraries to promote the site and plans for the Centre as it progresses. We will attend 
public and community meetings as appropriate. We will inform people by newsletters, 
online or hard copies, on a quarterly basis and ensure that community and patient and carer 
representatives are in a  position to feedback to their constituents and gather their views. 
We will work closely with colleagues in the above mentioned Community Engagement 
Network to ensure we engage with all sections of the community, including the most 
marginalised and employ a range of methods to do so. 
 
Evaluation 
 
We will ensure that we closely monitor and evaluate the outcomes from each stage and 
method of our engagement and ensure that we have evidence of how we are meeting these 
outcomes to report to the Delivery group, Project Group and ultimately Scottish 
Government ; Greater Glasgow and Clyde Health Board and Inverclyde Council. 
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1.0  Introduction 
 
This paper is presented on behalf of NHS Greater Glasgow and Clyde (NHS GGC) to set out a summary 
of the proposals to deliver improvements to health and social care services in Greenock and 
Clydebank.  An Initial Agreement (IA) has been prepared for the investment proposals in each of the 
two areas and a short Executive Summary of each is appended to this document. 

The Initial Agreements describe the background, the status quo, the proposals for improvement, the 
service changes required to deliver these and the benefits that will be realised in doing so. 

Both proposals centre on service provision in towns which are recovering from significant post-
industrial change.  Both seek to find ways to improve services to meet current and future demands. 
Both seek to support regeneration of the physical and economic environment to help bring about 
significant health improvements.   Whilst each has its own specific circumstances and objectives, 
which are outlined in the appended Executive Summaries, there is significant overlap on the 
investment objectives of each.  These can be summarised as: 

 Making services more accessible to the patient population 

 Increase capacity to meet future projections 

 Improving service integration 

 Delivering services from accommodation that is safe, welcoming, efficient and fit for purpose 

 Contribute to physical and economic regeneration 

Each individual IA examines how the benefits can be delivered and each concludes that the delivery of 
a new health & care centre offers the best opportunity to do so.  Each proposed centre has been 
estimated to require circa £19-£20m of investment to deliver.  This document highlights the benefits 
of procuring these two proposals as a single project, and provides a summary of the financial benefits 
of doing so. 

It is proposed that these projects are bundled into one contract to be provided by hub West Scotland 
as part of Scottish Governments approach to the delivery of new community infrastructure. 

2.0  Proposals 
 

Improving Lives in Greenock 
Greenock is the largest town within Inverclyde, and like much of the West of Scotland, is 
characterised by persistent socio-economic deprivation and poor health outcomes.  The development 
of the Inverclyde Health and Social Care Partnership (HSCP) builds on established joint working that 
was fostered under the previous CHCP arrangements, but the new HSCP also affords an opportunity 
for us to take stock of progress to date and our priorities for the future.   
 
The IA details our thinking in terms of the most important issues that shape our strategic priorities.  
Health inequalities are central, and some of the most notable negative consequences of these are 
highlighted.  We know that many of the people who need health or social care support are often 
disinclined to approach or engage with our services, and only accept support when their condition(s) 
are quite advanced.  This means that opportunities for supported self-management or health 
improvement at an earlier stage of disease progression can often be missed.   
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There has already been significant rationalisation of public sector buildings in Inverclyde to modernise 
delivery options and streamline the citizen’s journey.  The next logical step is to modernise health and 
social care premises and create opportunities to further improve access to services, integrating the 
wider Community Planning Partnership aspirations of improved outcomes, won through social and 
economic regeneration that increases the life opportunities and health outcomes of those most 
vulnerable to experiencing inequalities. 
 
The IA sets out an initial proposal and outline costs for the development of a health and social care 
facility for Greenock and the wider community of Inverclyde.  The development will be led by Health 
and Social Care Partnership, which is responsible for the provision of all health and social care 
services in Inverclyde. 
   
Greenock Health & Social Care Centre Executive Summary is provided in Appendix 1 

Transforming Care in Clydebank  
West Dunbartonshire as a whole faces the considerable challenges of restructuring its economy 
following the decline of heavy industry, dealing with the impacts of the recession and managing a 
declining and ageing population. Overall, West Dunbartonshire has a worse general level of health 
than the Scottish average – this is also the picture within Clydebank. The indicator that shows this 
most explicitly is average life expectancy which is 3 years below the national average for men and 1.8 
for women. Much of this is due to the significantly higher levels of death from Cancer, Coronary Heart 
Disease and Cerebrovascular Disease. There are statistically significant higher level of deaths 
attributable to smoking and alcohol and a greater prevalence of smoking and women smoking while 
pregnant. Clydebank has high levels of poverty and an increasing elderly population high numbers 
with long term conditions. This results in growing demand for health and social care services 
alongside an increasing imperative to co-locate teams, integrate services and deliver seamless care. 
 
In accordance with the Public Bodies (Joint Working) Act 2014, Greater Glasgow & Clyde Health Board 
and West Dunbartonshire Council established the local integration joint board – known as West 
Dunbartonshire Health & Social Care Partnership (WD HSCP) Board – in July 2015. The new WD HSCP 
arrangement has been built on the successes and experience of the predecessor community health & 
care partnership (CHCP) that has been operating effectively since October 2010.  The approved HSCP 
Strategic Plan sets out the key priorities and commitments for health and social care for the area – 
and includes support for a replacement health & care centre to deliver improved outcomes for the 
communities of Clydebank. 
 
In keeping with the priorities expressed within both the NHSGGC Clinical Services Strategy (2015) and 
the aforementioned WD HSCP Strategic Plan, a replacement health & care centre build would enable 
the co-location of multi-disciplinary services - including integrated health and social care teams - 
within a new facility giving one stop access and improved accessibility for patients to an increased 
range and improved quality of services (including additional acute outreach clinics); a considerably 
improved working environment for staff; space for community and third sector partners and carer’s 
organisations involved in the co-production of supported self care; meeting and training space for all 
our staff (supported by a commitment to shared and agile technology for staff) and local community 
groups. Moreover, the development of a new and enhanced Health & Care Centre within Clydebank 
has already been identified as a key contribution that NHSGGC could make to the wider regeneration 
plans for Clydebank.  
 
The Initial Agreement sets out an initial proposal and outline costs for the development of a new 
integrated health and care centre for Clydebank and the wider community of West Dunbartonshire.  
The development will be led by West Dunbartonshire Health and Social Care Partnership, which is 
responsible for the provision of all community health and social care services in West Dunbartonshire. 
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Clydebank Health & Social Care Centre Executive Summary is provided in Appendix 2 

 

3.0 The Project Bundle 

There are clear financial benefits to bring both projects together in a single procurement bundle. 

These include initial capital savings and project-life revenue savings.  These are currently estimated to 
be circa £0.9m and £1.5m respectively. There is therefore a total saving to public finances of circa 
£2.4m by delivering the projects as a bundle. 

3.1 Capital Savings 

There are potential savings arising from design teams being appointed over the two projects. Based 
on recent experience in the schools programme Hub West Scotland (HWS) estimate that design team 
fees could be reduced by around 10% by bundling. This could save circa £215k. 

Bundling both projects allows contractors to improve efficiency in contract management, and this is 
reflected in tendered prelims.  The key areas for efficiencies are: 

 Reduced resource requirement for a single procurement process for both projects.  

 A single senior manager responsible for both projects managing a single design team, with a 
Project Manager responsible for each site.  

 Single design team meetings allowing for greater time efficiency for all project partners. 
 

Recent experience of HWS in bundling has delivered 1.12% savings on prelim costs on a combined 
project value of circa £14m.  If this is applied to the Greenock/Clydebank bundle a further saving of 
circa. £287k could be achieved. 

Savings will be achievable through increased-volume ordering and parallel purchasing/procurement 
across the two projects.   Until sites are selected or early building designs developed it is difficult to 
predict the full scope of external materials, however common specification of doors, ironmongery, 
cabinetry, floor finishes, ceiling systems, M&E plant and controls, lifts, steelwork, etc are recognised 
as offering savings through volume purchase. Discussions with hub West Scotland and Morgan 
Sindell, who are delivering the current 4 health centres, have outlined potential approaches to this, 
but they do not have sufficient evidence to put a specific number against the potential savings.  High 
level indications are that this could represent circa 0.5-1.5%.  Applied across the cost plan for the two 
projects, this would represent circa £200k-£600k. 

3.2 Revenue Efficiencies through Bundling 
A series of savings were identified in the previous Glasgow bundles of Maryhill/Eastwood and Gorbals 
/Woodside.  Based on the delivered savings achieved in the former, it is expected that that savings 
can be achieved through reduction in agency fees, due diligence costs, financial modelling and sub-
hubco management fees.  These are shown below as estimates for one-off costs and project lifetime 
totals.  The total saving is anticipated as £1.486m. 
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Financial Efficiencies 2017/18 Project Lifetime 

  £’000 £'000 

Agency Fees 25 265 

Due Diligence Costs 165.8 165.8 

Financial Modelling 30 30 

Sub hubco Management Fees         41 1,025 

Input Costs  Not known Not known 

TOTAL SAVINGS  261.8 1,485.8 

 
The savings are analysed in more detail below: 

 Agency fees – savings of £10,000 per annum (£250,000 project lifetime) and £15,000 of fees 
saved during construction 

 Due Diligence costs – legal, technical, financial, insurances 

 Financial modelling – savings in operational model fees of £30,000 will be achieved as a result 
of the bundling of the two projects. 

 Sub hubco management fees – the bundling of project will lead to financial efficiencies as 
costs, especially labour costs, can be spread across the projects. At this stage the estimated 
annual saving would be £41,000 equating to £1,025,000 over the project lifetime. 

 Input Costs - hubco has identified that there will be efficiencies and cost benefits on 

construction costs as a result of bundling which will be identified during market testing and 
included with the FBC bundling paper. 

 

4 Joint Financial Case – Greenock and Clydebank 
 
The following sections summarises the bundled financial case for Greenock and Clydebank Health and 
Care Centre projects.   

4.1  Capital Costs and Associated Funding for the Project. 

 
In addition to the revenue funding required for the Greenock & Clydebank Health and Care Centres, 
capital investment will also be required for land purchase £250k - £3,400k, equipment £1,900k and 
sub debt investment £380k. Estimated details of the capital elements of the project are presented in 
the table below; 
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Capital Funding Table 

Capital Costs £’000 

Land Purchase& Fees 250–3,400 

Group 2-5 equipment Including VAT 1.900.0 

Sub debt Investment 380.0 

Total Capital cost 2,530–5,680 

Sources of Funding  

NHSGG&C Formula Capital 2,530-5,680 

 
Land purchase, included in the above table, relates to Greenock HC. Land for Clydebank HC will be 
given to NHSGG&C by WDC at no cost. This will be worked through during the OBC process. 
                 
 
4.2 Costs with regard to Services provided in new Health Centre 
Staffing and non-pay costs associated with the running of the health centre are not expected to 
increase with regard to the transfer of services to the new facility. 
    
  
4.3 Sources of NHSGG&C recurring revenue funding 
The table below details the various streams of income and reinvestment of existing resource assumed 
for the project. 
 

NHSGG&C Income & Reinvestment £’000 

Existing Revenue Funding – HL&P, Rates, Depreciation & Soft FM  1,156.4 

Additional Revenue Funding HSCP 122.0 

IFRS – Depreciation 1,520.0 

Additional Revenue Funding via GPs 132.6 

Council Revenue Funding 111.6 

Total Recurring Revenue Funding 3,042.6 
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4.4 Summary of Revenue position: 
 

Summary of Revenue position £’000 

SGHSCD Unitary Charge support 3,755.6 

NHSGG&C recurring funding per above 3,042.6 

Total Recurring Revenue Funding 6,798.2 

 
 
 

Recurring Revenue Costs £’000 

Total Unitary charge(service payments) 4,124.4 

Depreciation on Equipment 190.0 

Facility running costs 939.8 

IFRS - Depreciation 1,520.0 

Total Recurring Revenue Costs 6,774.2 

 
The above table identifies that the project bundle has a revenue surplus of £24k at IA submission. The 
above costs will be worked through during the OBC process. 
 

4.5 Financial Risks  

The general risks for Greenock Health and Care Centre and Clydebank Health and Care Centre are set 
out in Risk Registers in the IAs.   

A key financial risk is that the unitary charge payment will not be confirmed until financial close. This 

is mitigated by the funding mechanism for the Scottish Government revenue funding whereby 

Scottish Government's funding will vary depending on the funding package achieved at financial 

close. 

 

The affordability analysis incorporates that funding will be sought from GP practices who are 

relocating to the centres. This funding will not be committed over the full 25 year period and as such 

is not guaranteed over the project's life.  The financial risk will remain with the HSCPs over the 

contract's life for those elements which the HSCPs have responsibility (100% hard FM, 50% lifecycle). 

The HSCPs will address this risk through their committed funds allocated to the project. 

 

The project team will continue to monitor these risks and assess their potential impact throughout 

the period through OBC, FBC and financial close. 
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5.0 Bundled Programme 
 
As a single procurement project the programme for the projects is currently anticipated as follows: 

 

CIG Meeting for IA March 2016 

Financial Close December 2017 

Start on site March  2018 

Completion date July 2019 

Services Commencement September  2019 

 
 

6.0 Conclusion 
 
NHS GGC, Inverclyde HSCP and West Dunbartonshire HSCP are committed to improving health and 
care services in Greenock and Clydebank.  Detailed Initial Agreement documents and the appended 
Executive Summaries highlight the benefits that will be delivered when the projects are delivered 

 Services which are more accessible to the patient population 

 Capacity increased to meet future projections 

 Improved and integrated services 

 Services delivered from accommodation that is safe, welcoming, efficient and fit for purpose 

 Assistance to physical and economic local regeneration 

Together these represent a significant return for the proposed investment.   

The appended Executive Summaries and related Initial Agreements outline the proposals in more 
detail and demonstrate the case for change across both proposals. By bundling the two projects 
together these benefits can be delivered whilst making savings of circa £2.4m. 
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Improving Lives in Greenock 
 

                  Executive Summary of the Initial Agreement 
 
 

1. Background 
 

1.1 Over the past two years work has been ongoing to take stock of health and social care 
services with a view to identifying options for service configuration, to make a positive impact 
on reducing the health inequalities that have long defined Greenock. 
 

1.2 Greenock is the largest town within Inverclyde, and like much of the West of Scotland, is 
characterised by persistent socio-economic deprivation and poor health outcomes.  The 
development of the Inverclyde Health and Social Care Partnership (HSCP) builds on 
established joint working that was fostered under the previous CHCP arrangements, but the 
new HSCP also affords an opportunity for us to take stock of progress to date and our 
priorities for the future. 
 

1.3 An Initial Agreement has been developed, and this document details our thinking in terms of 
the most important issues that shape our strategic priorities.  Health inequalities are central, 
and some of the most notable negative consequences of these are highlighted.  We know 
that many of the people who need health or social care support are often disinclined to 
approach or engage with our services, and only accept support when their condition(s) are 
quite advanced.  This means that opportunities for supported self-management or health 
improvement at an earlier stage of disease progression can often be missed. 

 
 

2. Current Facilities 
 

2.1 The current facilities at Greenock Health Centre are of poor quality and are seen as 
unwelcoming.  Staff tell us that the current building is not able to accommodate the new 
ways of working afforded by multidisciplinary team approaches, in terms of layout, spatial 
relationships and general fabric.  We also know that patients attending Greenock Health 
Centre will often be expected to attend other locations to access services that are part of 
their overall care package or approach.  If patients choose not to attend another location, 
then their treatment plan is at risk of being compromised.  If we are to make a real difference 
to improving lives in Greenock, we need to radically re-think our approach to how we 
organise and deliver health and social care services in a way that maximises our impact, 
nurtures and supports self-management, makes the patient journey as straightforward as 
possible, and recognises carers and third sector contributors as equal partners.   We also 
need to ensure that we refine our relationship with Acute Sector services in ways that 
optimise effectiveness and efficiency, and support care and treatment being delivered from 
primary care settings whenever appropriate.  This is in the best interests of patients and staff 
alike. 

 
 

2.2 We have considered the negative points of the current building alongside the positive joint 
working that has steadily grown over the years within the Greenock Health Centre.  There is 
much to celebrate and any future change should aim to preserve the positives as well as 
address the negatives.  Recognising this, we have considered various options including 
refurbishing, upgrading or expanding the existing facilities.  For various reasons that are 
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noted, once all of our options had been reviewed, we concluded that the best option for 
Greenock is a new-build Health Centre that enables bringing together the key supports from a 
range of professions to tackle health inequalities, improve health and contribute to social 
regeneration.   

 

2.3 There has already been significant rationalisation of public sector buildings in Inverclyde to 
modernise delivery options and streamline the citizen’s journey.  The next logical step is to 
modernise health and social care premises and create opportunities to further improve 
access to services, integrating the wider Community Planning Partnership aspirations of 
improved outcomes, won through social and economic regeneration that increases the life 
opportunities and health outcomes of those most vulnerable to experiencing inequalities of 
all kinds. 

 

2.4 This paper sets out an initial proposal and outline costs for the development of a health and 
social care facility for Greenock and the wider community of Inverclyde.  The development 
will be led by Health and Social Care Partnership, which is responsible for the provision of all 
health and social care services in Inverclyde. 

 

2.5 The current Greenock Health Centre is the base for five GP practices serving a population of 
29,066, and was designed almost 40 years ago.  The population and expectations have 
changed significantly since it was built, and the centre is no longer fit for purpose.  It is of 
poor fabric, is functionally unsuitable and does not have the space to deliver services that can 
and should be expected from a modernised National Health Service.       

 
 

3. Strategic Case 
 

3.1 NHS Greater Glasgow & Clyde (NHSGGC) is the largest NHS Board in Scotland and covers a 
population of 1.2 million people. The Board’s annual budget is £2.8 billion and it employs over 
40,000 staff.  Services are planned and provided through the Acute Division and six Health 
and Social Care Partnerships, working with six partner Local Authorities. 

 

3.2 NHSGGC provides strategic leadership and direction for all NHS services in the Inverclyde area 
and works with partners to improve the health of local people and the services they receive.   
This approach recognises that good health outcomes are achieved through much more than 
just clinical services, important thought these are. 

 

3.3 NHSGGC’s purpose, as set out in the Board’s Corporate Plan 2013 – 16 is to “Deliver effective 
and high quality health services, to act to improve the health of our population and to do 
everything we can to address the wider social determinants of health which cause health 
inequalities.” This is entirely in line with NHSScotland’s strategic priorities, particularly in 
relation to the 2020 Vision and the Quality Strategy.  From the HSCP perspective, our 
planning is underpinned by the five strategic themes. 

 Early intervention and preventing ill-health 

 Shifting the balance of care 

 Reshaping care for older people 

 Improving quality, efficiency and effectiveness 

 Tackling inequalities.  
 

3.4 Inverclyde HSCP is responsible for the planning and delivery of all community health and 
social care services within the local authority area based on these five themes.  The scope of 
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HSCP services includes the delivery of services to children, adult community care groups, 
mental health, addictions, criminal justice, homelessness and health improvement activity.   
Having responsibility for this full range of provision presents real opportunities to address the 
issues relating to the five strategic themes.  

 
4.0 Demographic Profile  
 

The 2014 population for Inverclyde is 79,860, accounting for 1.5 per cent of the total 
population of Scotland.  52% are Female and 48% are Male.      
        

4.1 In Inverclyde, 16.5% of the population are aged 0-15 years, and 16.7% are aged 16 to 29 years 
(which is smaller than Scotland where 18.3% are aged 16 to 29 years). People aged 60 and 
over make up 26% of the Inverclyde population compared to the Scotland figure of 24%.  
Table 1 below shows that Inverclyde’s population overall is skewed more towards older age 
groups than the Scottish averages.  This means a potentially smaller proportion of working 
aged people against a higher proportion of older people who are likely to have greater health 
and social care needs given the health inequalities experienced in Inverclyde.  

 
4.2  Greenock Health Centre currently serves 29,066 patients, which is just over 36% of the 

Inverclyde population.           

  
 

Table 1:  Estimated Population of Inverclyde and Scotland, by age group, 2014 
  

 
Source:  Mid-Year Population Estimates, NRS Scotland, 2014 

 

4.3 Current Arrangements 
 

The current Health Centre building is no longer fit for purpose and cannot serve the 
population to best effect due to constraints of space, poor condition of the estate and lack of 
flexibility in how the existing building is able to be used.  In assessing our options we have 
considered refurbishment and expansion, but the location, design and land footprint mean 
that this is not a feasible option.  In considering improved ways of working to deliver better 
outcomes, the premises from which we operate are an important factor.  The current 
arrangements do not support the changes we aim to make, and the most economical and 
sustainable option to emerge from the assessment is for a new-build facility. 

 
This document therefore goes on to articulate the investment and design quality objectives; 
the risk management strategy and the benefits realisation plan.   
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4.4 Economic Case  
 

In scoping the options, the Project Board has considered that the future model of service 
provision needs to be delivered from premises that are fit for purpose.  The premises need to 
support the level of integrated working required to make a more positive impact on reducing 
unequal health outcomes and supporting self-management, particularly in regard to multi-
morbidities.  The current facilities have been assessed as not meeting the basic needs, so the 
“Do Nothing” option is not viable.  The poor repair and ongoing maintenance of the building 
mean that from a repairs perspective it is “money hungry”.   There is a current maintenance 
backlog of £933k which will only grow in the future.  The asbestos that is integral to the 
building’s structure means that even relatively simple repairs become extremely costly as 
measures need to be put in place to protect staff and the public from the dangers of 
displaced asbestos fibres or dust.  The preferred solution is therefore a new-build facility, to 
be delivered within an overall funding envelope of £19M. 

 
4.5 Commercial, Financial & Management Cases  
  

In discussions with the Scottish Government and Scottish Futures Trust this Project will be 
developed based on the hub revenue financed model. 

 
A high level time line has been produced, see below: 

 

Submission of IA February 2016 

Site Options Appraisal September 2015 

Submit OBC September 2016 

Submit FBC September  2017 

Financial Close December 2017 

Construction March  2018 

 
Indicative costs have been identified for each proposed solution to provide an indication if 
they are likely to present value for money, against the “Do Nothing Option” (see section 5.4). 
 
The Governance and Project Management arrangements are based on previous Hub 
approved schemes, and experience from the developments such as Eastwood and Maryhill 
will help us improve these areas (see section 6.3). 

 
4.6 Summary of Objectives  
 

The proposal for a new Greenock Health Centre is therefore vitally important in terms of 
tackling health inequalities, promoting supported self-management, fostering the principles 
of multi-disciplinary anticipatory approaches and maximising effectiveness in how we work 
with colleagues in the Acute Sector.  It will also contribute to local economic generation and 
the wider Council and Community Planning Partnership objectives of improving population 
health and valuing citizens by providing modern, well-equipped public spaces and buildings.  
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Workshops undertaken with staff and patients between June and September 2015 have 
helped us to define some specific objectives that we would like to achieve by changing how 
and where we work if we are to meaningfully tackle the health inequalities that have 
characterised Inverclyde for so long.  Five key themes came up time and again. 

 

 Interagency and interdisciplinary working is central, and we have already shown with some of 
our social care premises that this is supported through co-location.  The current health centre 
is not big enough to support the extent of our ambition, therefore our first investment 
objective is to increase accommodation capacity. 

 In Inverclyde, related services are sometimes delivered out of different buildings meaning 
bus, car or taxi journeys for patients between these services.  This can be costly and time-
consuming, therefore our second investment objective is to improve access for public and 
service users. 

 Our local partnership working has highlighted that improved patient outcomes are sometimes 
achieved through welcoming non-traditional health service partners onto the care pathway.  
Supporting the full integration of Third Sector and Community Planning Partners will help 
improve holistic care, preventative approaches and more appropriate referrals.  Our third 
objective is therefore to enable speedy access to modernised services. 

 Although co-location is helpful in supporting joint working, we recognise that this needs to be 
about more than just being in the same building.  We also need to support continuous 
learning and development of clinical and non-clinical staff if we are to recruit high-quality 
expertise into Inverclyde in the future, so replacement premises must have physical capacity 
for this, but in a way whereby the spatial arrangement of development space is logical in 
terms of the teams and relationships that need to be supported.  Our fourth objective is to 
have better integrated teams and additional services. 

 As we look to the future, we are keen to reduce our carbon footprint in line with the 
Government’s 2020 target.  We also see the cost benefits of reducing energy bills, thereby 
freeing up resources towards clinical or support services.  Our fifth objective is to improve the 
safety and effectiveness of our accommodation. 

 
 

5. Strategic Background  
 

5.1 In considering new ways of working we have considered who is affected by our proposal and 
worked to engage their views at an early stage. We have also considered how our objectives 
align with and help to deliver the wider strategic NHS priorities, both at national and NHSGGC 
levels (section 3.2).  Finally, we have taken account of the key external factors that influence 
or are influenced by our proposal (section 3.3).  

 
5.2 We are confident that the anticipated benefits described above and throughout the Initial 

Agreement will be realised, and that this will deliver genuinely improved outcomes for the 
people of Greenock. 

 
Helen Watson  

Head of Planning, Health Improvement & Commissioning 
Inverclyde HSCP and NHSGGC 

 
 
  



Greenock Health and Care Centre and Clydebank Health and Care Centre 

Summary Paper  

 

APPENDIX 2 
 

West Dunbartonshire Health and Social Care Partnership 
 
 
 
 
 
 
 

Transforming Care in Clydebank 
 

Executive Summary 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

February 2016 
 

 
 



Greenock Health and Care Centre and Clydebank Health and Care Centre 

Summary Paper  

 

Transforming Care in Clydebank 
 

       Executive Summary of the Initial Agreement 
 
1. Background 
 

1.1 West Dunbartonshire as a whole faces the considerable challenges of restructuring its 
economy following the decline of heavy industry, dealing with the impacts of the recession 
and managing a declining and ageing population. Overall, West Dunbartonshire has a worse 
general level of health than the Scottish average – this is also the picture within Clydebank. 
Clydebank has high levels of poverty and an increasing elderly population high numbers with 
long term conditions. This is driving growing demand for health and social care services 
alongside an increasing imperative to co-locate teams, integrate services and deliver seamless 
care. 
 

1.2 In accordance with the Public Bodies (Joint Working) Act 2014, Greater Glasgow & Clyde 
Health Board and West Dunbartonshire Council established the local integration joint board – 
known as West Dunbartonshire Health & Social Care Partnership (WD HSCP) Board – in July 
2015. The new WD HSCP arrangement has been built on the successes and experience of the 
predecessor community health & care partnership (CHCP) that had been operating effectively 
since October 2010.  The approved HSCP Strategic Plan sets out the key priorities and 
commitments for health and social care for the area – and includes support for a replacement 
health and care centre to deliver improved outcomes for the communities of Clydebank. 
 

1.3 An Initial Agreement has been developed, and this document details our thinking in terms of 
the most important issues that shape our strategic priorities.  A replacement health & care 
centre build would enable the co-location of multi-disciplinary services - including integrated 
health and social care teams - within a new facility giving one stop access and improved 
accessibility for patients to an increased range and improved quality of services (including 
additional acute outreach clinics); a considerably improved working environment for staff; 
space for community and third sector partners and carer’s organisations involved in the co-
production of supported self care; meeting and training space for all our staff (supported by a 
commitment to shared and agile technology for staff) and local community groups. 
Moreover, the development of a new and enhanced Health & Care Centre within Clydebank 
has already been identified as a key contribution that NHSGGC could make to the wider 
regeneration plans for Clydebank. As such, the proposed new health and care centre is not 
just about the construction of a new asset, but more importantly how such a new facility will 
contribute to a transformation in the type of care provided with and for local people; and the 
economic and social transformation of the Clydebank area more broadly. 

 
2. Current Facilities 
 
2.1 Community health services in Clydebank serve 50,000 people and currently operate from five 

sites: Clydebank Health Centre; Hardgate Clinic; Kilbowie Road; Beardmore Resource Centre; 
and Goldenhill Clinic. All of the services across the five sites are being developed as 
increasingly integrated health and care arrangements, but the scope to fully realise those 
potentials significantly limited by the constraints of the existing facilities in which the operate; 
and the very fact that the dispersed locations of the staff and services inhibits ability to 
develop synergies in terms of new ways of joint working and support. 

 
2.2 The main Clydebank Health Centre is in significantly poor repair (particularly the roof with 

frequent water ingress) despite considerable, costly and on-going repair work in previous 
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years. The building allows no further expansion of GP and other services; and requests to host 
additional and much-needed outreach services have to be denied. So, for example, health 
visiting services now have to be delivered offsite (which is unhelpful in terms of engendering 
close working with GPs); and MSK Physiotherapy facilities poor and inadequate (which is 
unhelpful in terms of patient expectations and national waiting time pressures). The access to 
the centre is also increasingly problematic: it is located on a site that has restricted parking 
close to a school entrance; and is on a steep hill with difficult access for patients, staff and 
supplies. Most problematically, the significant asbestos contamination throughout the 
structure and fabric of the building not only limits the scope for making any improvements to 
the building itself and is exponentially driving up costs of repair/refurbishment at a level that 
is unaffordable to sustain, but is also now viewed with concern by the Health & Safety 
Executive. 

 
2.3 Upgrading the current Clydebank Health Centre has been considered but is not feasible, 

because of the size of the site; the limitations/constraints of the building design/layout; and 
critically, the aforementioned significant asbestos contamination throughout the structure 
and fabric of the building. Despite the commitment of staff the current facilities are unable to 
provide the standard of patient experience set out in the national quality strategy or of a 
standard acceptable to either the NHSGGC Health Board or the WD HSCP Board. The 
replacement of the current Clydebank Health Centre already has widespread stakeholder 
support, including from local politicians and the local community planning partnership. 

 
2.4 This paper sets out an initial proposal and outline costs for the development of a new 

integrated health and care centre for Clydebank and the wider community of West 
Dunbartonshire.  The development will be led by West Dunbartonshire Health and Social Care 
Partnership, which is responsible for the provision of all community health and social care 
services in West Dunbartonshire. 

 
3. Strategic Case 
 
3.1 NHS Greater Glasgow & Clyde (NHSGGC) is the largest NHS Health Board in Scotland and 

covers a population of 1.2 million people. The NHSGGC’s annual budget is £2.8 billion and it 
employs over 40,000 staff.  NHSGGC’s stated purpose is to deliver effective and high quality 
health services, to act to improve the health of the population and to do everything it can to 
address the wider social determinants of health which cause health inequalities.  

 
3.2 The NHSGGC Clinical Services Strategy was approved in January 2015, providing a framework 

to ensure that best clinical outcomes are achieved for patients and that services are: 
 
• Safe and sustainable. 
• Patient centred. 
• Integrated between primary and secondary care. 
• Efficient, making best use of resources. 
• Affordable, provided within the funding available. 
• Accessible, provided as locally as possible. 
• Adaptable, achieving change over time. 
  
 The strategy is entirely in line with NHSScotland’s strategic priorities, particularly in relation to 

the 2020 Vision and the Quality Strategy.   
 
3.3 The Scottish Government’s Public Bodies (Joint Working) Act (Scotland) 2014 sets out the 

arrangements for the integration of health and social care across the country. The approved 
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Integration Scheme for West Dunbartonshire details the ‘body corporate’ arrangement by 
which the Health Board and the Council have agreed to formally delegate health and social 
care services for adults and children to a third body, which is described in the Act as an 
Integration Joint Board. The Integration Joint Board for West Dunbartonshire is known as the 
West Dunbartonshire Health & Social Care Partnership Board, which was established on 1st 
July 2015 (the integration start day on which the new arrangements officially commenced). 
The Health & Social Care Partnership Board is responsible for the operational oversight of 
West Dunbartonshire Health & Social Care Partnership (WD HSCP), which is the joint delivery 
vehicle for those integrated services delegated to the Integration Joint Board (except for NHS 
acute hospital services); and through the Chief Officer, who is responsible for the operational 
management of the Health & Social Care Partnership. 

 
3.4 The WD HSCP Strategic Plan sets out the key actions that will be taken forward to deliver the 

National Health and Wellbeing Outcomes (for adults) prescribed by the Act. Given that 
children and families health and social care services and criminal justice social work services 
have also been delegated to the WD HSCP Board, the specific National Outcomes for Children 
and Criminal Justice are also addressed within the Strategic Plan. Across all of service areas, 
the WD HSCP’s delivery model reflects a collective commitment to: 

 
• Optimal outcomes for individual service users. 
• A client-centred approach appropriate to individual needs through an emphasis on informed 

self-care, co-production and personalisation of services. 
• Effective and safe services that draw upon the best available evidence and local feedback 

from service users. 
• Equalities-sensitive practice. 
• Acceptability of service provision informed through constructive engagement with local 

stakeholders – including staff, community groups and elected representatives 
• Affordable and efficient services that continue to be reflective of the relative demands across 

the West Dunbartonshire population as a whole. 
 
3.5 Scottish Ministers have confirmed that Strategic Plans will take account of all resources 

available to the WD HSCP, including capital assets owned by the NHSGGC Health Board on 
behalf of Scottish Ministers; and that the responsibility for such capital assets and the 
associated running costs will continue to sit with the NHSGGC Health Board. 

 
3.6 WD HSCP and NHSGGC are key partners within Community Planning West Dunbartonshire. Its 

aim is to work in partnership to improve the economic, social, cultural and environmental 
well being of West Dunbartonshire for all who live, work, visit and do business here. Its 2014-
17 Single Outcome Agreement (SOA) for West Dunbartonshire focuses on the following 
interconnected priorities: 

 
• Employability & Economic Growth.  
• Supporting Safe, Strong and Involved Communities.  
• Supporting Older People. 
• Supporting Children and Families. 
 
4.0 Demographic Profile  
 
4.1 West Dunbartonshire as a whole faces the considerable challenges of restructuring its 

economy following the decline of heavy industry, dealing with the impacts of the recession 
and managing a declining and ageing population.  
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4.2 According to the National Records for Scotland, in 2014 population for West Dunbartonshire 
was 89,730 - a decrease of 0.1 per cent from 89,810 in 2013. The population of West 
Dunbartonshire accounts for 1.7 per cent of the total population of Scotland. Table 1 shows 
that the local population has been declining in numbers whilst the overall Scottish population 
has been increasing. 

 
Table 1 

 
 
4.3 In West Dunbartonshire, 17.6 per cent of the population are aged 16 to 29 years. This is 

smaller than Scotland where 18.3 per cent are aged 16 to 29 years. Persons aged 60 and over 
make up 23.6 per cent of West Dunbartonshire. This is smaller than Scotland where 24.0 per 
cent are aged 60 and over. Table 2 below shows that West Dunbartonshire’s population 
overall is skewed more towards older age groups  This means a potentially smaller proportion 
of working aged people against a higher proportion of older people who are likely to have 
greater health and social care needs – unless action is taken to successfully attract working 
age families into the area. 

          
Table 2 

 
 
4.4 As stated earlier, community health services in Clydebank serve 50,000 people and currently 

operate from five sites: Clydebank Health Centre; Hardgate Clinic; Kilbowie Road; Beardmore 
Resource Centre; and Goldenhill Clinic. All of the services across the five sites are being 
developed as increasingly integrated health and care arrangements, but the scope to fully 
realise those potentials significantly limited by the constraints of the existing facilities in 
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which they operate; and the very fact that the dispersed locations of the staff and services 
inhibits ability to develop synergies in terms of new ways of joint working and support.  The 
current arrangements do not support the transformations in services that our local 
population requires. The most economical and sustainable option is to bring all of those 
existing services – as well as “new” (including shared care) provision that has traditionally 
been provided within NHS Acute Hospitals outwith the area – into a single and modern 
facility. 

 
5. Economic Case  
 
5.1 With changing demographics and increasing levels of need, over the next ten years the health 

and social care landscape will change significantly. The changing demographics, including an 
ageing population, an increase in demand for services, and the likelihood of more people with 
complex multi-morbidities – alongside reduced public sector resources – means that we have 
to work together to deliver services in different ways and make the most of the investment 
available across public sector as a whole.   

 
5.2 In scoping the options for re-provision of services, the Project Board has considered that the 

future model of service provision needs to be delivered from premises that are fit-for-
purpose; and through a development that delivers on the following business objectives: 

  
• Improve local access to a greater range of modernised services. 
• Increase integration of multi-disciplinary teams and services. 
• Improve safety and quality of facilities in which services delivered and based. 
• Increase capacity and adaptability of facilities in which services delivered and based. 
• Contribute to economic regeneration of Clydebank as a whole. 
 
5.3 The current facilities have been assessed as not meeting the basic needs nor being able to 

address these business objectives - so the “Do Nothing” option is not viable.  The poor repair 
and ongoing maintenance of the main Clydebank Health Centre in particular mean that from 
a repairs perspective it is “money hungry”. The asbestos that is integral to the building’s 
structure means that even relatively simple repairs are extremely costly; and that extension 
of that building is cost-prohibitive. The preferred solution is therefore a single and new-build 
facility, delivered within an overall funding envelope of £19M. 

 
5.4 In discussions with the Scottish Government and Scottish Futures Trust this Project will be 

developed based on the hub revenue financed model. A high level time line has been 
produced as below: 

 

Submission of Initial Agreement February2016 

Site Options Appraisal September 2015 

Submit Outline Business Case September 2016 

Submit Full Business Case September 2017 

Financial Close December 2017 

Construction March  2018 
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5.5 The Governance and Project Management arrangements are based on previous Hub approved 
schemes; and local experience from recent health and care centre developments in Eastwood 
and Maryhill will help us improve these areas. 

 
6. Summary of Objectives  
 
6.1 In keeping with the national, health board and local priorities expressed above (both HSCP and 

Community Planning), a new Clydebank Health & Care Centre facility – built to the right 
specification and in the right location - will: 

 
• Improve (one stop) local access to a greater range of modernised services – including 

additional acute outreach services. 
• Increase integration of multi-disciplinary teams and health and social care services. 
• Improve safety and quality of facilities in which services delivered and staff are based. 
• Increase capacity and adaptability of facilities in which services delivered and based, including 

for community groups, third sector partners and carer’s organisations involved in the co-
production of supported self care. 

 Contribute to economic regeneration – and revitalisation - of Clydebank as a whole.  
 
6.2 We are confident that the anticipated benefits described above and throughout the Initial 

Agreement will be realised; and that this will deliver genuinely transformed services and 
outcomes for the people of Clydebank. 

 
 

Mr Soumen Sengupta  
Head of Strategy, Planning & Health Improvement  

WD HSCP and NHSGGC 
 


