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1.0 BACKGROUND 

 
 
On the 17th November 2010 John Swinney MSP, the Cabinet Secretary for 
Finance and Sustainable Growth announced, as part of the draft budget for 
2011-12, that faced with significantly reduced capital budgets the Scottish 
Government would take forward a new affordable pipeline of revenue financed 
investment. The Royal Sick Children’s Hospital and Department of Clinical 
Neurosciences in Edinburgh were specifically identified as projects which 
should proceed on this basis. 
 
As a consequence of the above statement NHS Lothian instructed Davis 
Langdon to issue a Compensation Event notification to the Principal Supply 
Chain Partner (BAM) asking them to bring to a conclusion the works to design 
and agree a Target Price for the provision of a stand alone Children’s Hospital 
in car park B of the Little France site (RIE). 
 
Of significant interest to this project was the cabinet secretary’s statement that 
the Government would support a £250m provision of revenue funded 
construction for the Royal Sick Children’s Hospital and Department of Clinical 
Neurosciences. Earlier option appraisals had identified that this was best 
provided, both from a financial and clinical perspective, as a combined facility. 
This option however, while meeting NHS Lothian approval, was not taken 
forward to detailed design & procurement due to lack of available capital 
funding from the Government.  
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2.0 MOVING FORWARD 

 
It was acknowledged by all interested parties that it was in the best interest of 
the project to act immediately to identify an appropriate way forward and after 
discussion it was agreed that the following exercises should take place. 
 
1) Revisit the earlier Option Appraisal exercise and establish, given the 

considerable amount of work that has been undertaken over the last 18 
months, if the combined RHSC/DCN facility remains the Board’s preferred 
option. 

 
2) Carry out a Feasibility Study to prove the clinical and physical viability of 

combining the two facilities on the Little France site. 
 
3) Bam and Thomson Gray to prepare a joint Feasibility Cost Plan to assist in 

the process of proving affordability. 
 
 
Given the short timescales available to conclude this work and in an effort to 
minimise delay it was agreed that these activities should be commenced in 
parallel.  
 
The Option Appraisal exercise was undertaken on the 21st of December using 
broadly the same individuals as had participated in the previous exercise in July 
2009 and using the same assessment criteria. 
 
The Feasibility Report was commenced simultaneously with only the combined 
option being progressed in detail, on the assumption that this would remain the 
preferred option. 
 
The Cost plan exercise was progressed using, wherever possible, the Market 
Tested information resulting from the recent procurement works on the stand 
alone RHSC scheme gathered by BAM and interrogated by Thomson Gray. 
 
 
Given the short timescales no attempt has been made to draw a 
conclusion from the outputs of the 3 exercises and this report merely 
collates the information and presents it to NHS Lothian for consideration. 
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OPTION 1 

Build DCN as ‘extension’ to Ward Arc
Option 1 94,600,000 91,440,360 2

OPTION 2 
Combined DCN and RHSC (Plot 1, Car Park B)

Option 2 61,100,000 56,700,800 1

OPTION 3 

Create fully embedded solution within RIE

Option 3 106,600,000 119,509,260 3

RatingCapital Exposure Adjusted

3.0 OPTION APPRAISAL EXERCISE 

A full Site Option Appraisal Exercise was carried out to consider the most 
appropriate method of providing the DCN facility within the Little France Site. 

The full report is included as appendix 1 to this document. 

The Results were as follows: 

 
 

 
 

 
 

It is important to recognise that the above numbers are not a revised 
Capital Cost and should only be used as a scoring mechanism to arrive at 
the preferred option. 
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4.0 FEASIBILITY REPORT 

 
 

The full Feasibility Report is included as appendix 2 to this report. 
 
The purpose of the report is to test the feasibility of combining the proposed Royal Hospital 
for Sick Children and the Department for Clinical Neurosciences (DCN), on the existing 
development site known as car park B. 
 
The feasibility study was instructed by NHS Lothian on 1st December 2010 and has been 
prepared in preparation for submission on the 24th December 2010. During the early 
stages of design development in 2009, the project included a combined RHSC/DCN 
facility; however since the omission of the DCN in December 2009 the design of the RHSC 
has developed in such a way so as to make the re-introduction of the DCN more complex. 
The inclusion of a stand-alone energy centre and service yard, more onerous parking & 
drop-off requirements and a rooftop helipad means that we are unable to simply look back 
at where we were 12 months ago. 
 
In order to provide a high level response to the initial instruction the design team have 
sought to test the simple question – ‘can the existing site for the RHSC accommodate a 
combined RHSC/DCN facility with a stand-alone energy centre and FM service yard’? 
 
This response is based on using what we already know about the site constraints and 
clinical adjacencies. The diagrams included in the appendix suggest a building form which 
is loosely based on our current approach to the RHSC with a similar footprint, clinical 
adjacencies and desire to take account of the height restrictions set by City of Edinburgh 
Council. 
 
The separate reports from each design discipline summarise where the larger combined 
scheme may differ from the current proposal, highlighting key issues, challenges and 
opportunities rather than going into detail or offering definitive solutions.  
 
 
In response to the original instruction to test the feasibility of combining the RHSC and 
DCN on the existing site, and incorporating a stand-alone energy centre, FM service yard, 
additional proximity parking and a helipad, this report suggests that this can all be 
achieved. It is important that the issues raised in this feasibility report are explored further 
through a more comprehensive option appraisal study involving detailed consultation with 
internal and external stakeholders. With such a significant change to the brief it will 
important for this further study to be as detailed and as comprehensive as possible and 
therefore we encourage NHS Lothian to work with the design team to explore these ideas 
as soon as possible. 

Page 10



DAVIS LANGDON 
Option Appraisal Report / DCN 
 
 

 5     

5.0 FEASIBILITY COST ESTIMATE 
 

Summary of Overall Costs including Enabling Works and Potential Town planning 
Requirements / Conditions 
 
  

 Cost  
 £ 

 
Combined RHSC / DCN Building (As detailed Feasibility Cost 
Estimate Appended) 

 
 171,998,723 

  
Other Potential Associated Works  
  
RIE Clinical Enabling Works  
  
• Laboratory Services  1,260,000 
  
• Pharmacy Stores  480,000 
  
• Aseptic Suite  400,000 
  
RIE External Enabling Works   
   
• TAWO 142 (phase 1A & 1B) - Removal and diversion of existing 

services from Car Park B and extension of site boundary to 
accommodate RHSC / DCN works 

  
 2,078,000 

  
• TAWO (phase 2A) - Revised road infrastructure work   4,900,000 
  
• TAWO (phase 2B) - VIE relocation  1,200,000 
  
Potential Town planning Requirements / Conditions  
  
• Landscaping works between RHSC / DCN building and RIE / 
Chancellor’s building  

 1,846,000 

  
• Form cycle path link from existing footway  153,000 
  
• Way finding enhancements for RIE site  180,000 
                     
  
Flood protection enhancement works   2,000,000 
  
Alterations to exiting storm water sewer  717,000 
                      
  
         
  TOTAL 

 £187,212,723 
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The Above Feasibility Cost Estimate, which is included in full as Appendix 3, has been 
prepared by Thomson Gray in conjunction with BAM Construction. This estimate has been 
priced out on the principles of the market testing obtained for the stand alone RHSC 
project wherever possible, whilst recognising changes in building gross internal floor area, 
footprint area, external wall area, stair and lifts numbers, etc. 
 
This Cost Estimate has been prepared on the assumption of a construction start date in 
September 2011 with completion being in March 2014. We highlight that the RICS Building 
Cost Information Services indices forecast an inflationary factor over this period of 
approximately 3.5% per annum (which we have used in our Cost Estimate calculation). 
Should the September 2011 start of construction date not be achieved then the BCIS 
indices indicates a year slippage in programme is likely to incur approaching a 5% inflation 
level. However it is also important to note that these are forecasted figures and, in our 
opinion, should programme slippage occur then a high potential exists for inflationary 
levels to increase beyond the current published forecast as the construction market place 
is likely to pick up and come out of recession.  
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1.0 BACKGROUND 

 
Following the Cabinet Ministers decision to use a Non Profit Distributing Model 
to procure the Royal Sick Children’s Hospital and Department of Clinical 
Neurosciences it has again become possible to consider combining the two 
facilities into one building. This option, while meeting NHS Lothian approval in 
2009, had been dropped due to lack of available capital funding from the 
Scottish Government. 
  
 
Although this process had already been carried out in July of 2009 it was felt 
appropriate to revisit this exercise taking on board the knowledge that had been 
gained over the last 18 months.  
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2.0 THE TEAM 

 
The team being asked to consider this appraisal comprised: 
 
Iain Graham    NHSL 
Brian Currie   NHSL 
James Steers  NHSL 
Neil McLennan  NHSL 
Fiona Halcrow  NHSL 
Sue Loyd   NHSL 
 
Ron Thomson  Thomson Gray 
James Gibson  Thomson Gray 
 
Kenneth Fraser  Davis Langdon 
Richard Park   Davis Langdon 
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3.0 THE OPTION APPRAISAL EXERCISE 

 

 

Step 1 

 
Davis Langdon reviewed the 5 options previously considered and concluded 
that the two separated options (Option 1 & Option 3) were no longer 
appropriate given area restrictions. The remaining 3 options were considered 
with respect to: 
 

• Clinical Adjacencies 

• Physical constraints 

• Service Disruption 

• Capital Cost 
 
and the following 3 options were scored. 
 
Option 1: Build DCN as an ‘extension’ to the ward arc (Plot 2) with balance of 

space from within the existing RIE. 
 
Option 2:   Build DCN and  RHSC as a combined building (Plot 1 Car Park B) 
 
Option 3: Create accommodation in existing RIE by relocating other services 
 
As in the previous exercise no attempt was made to consider the “life cycle” or 
“cost in use” benefits of the 3 options. 
 
 
 

Step 2 
 
 

The team’s cost advisers were asked to prepare a best estimate of the capital 
cost of the options. 
 
 
The estimates were as follows: 
 
  

Option 1 £94,600,000 
Option 2 £61,100,000 
Option 3 £106,600,000 
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Step 3 
 
 

The team reviewed the previous Pros & Cons of each of the 3 options and also 
considered any new issues. This is as presented in appendix 2 to this report.  
 
 
 
 

Step 4 
 

The team reviewed each of the identified risks/benefits and allocated them to 
one of 5 categories with associated weightings 
 
 
 

  Description 
Weighting 
% 

1 Clinical adjacencies 35 

2 Disruption 35 

3 Programme 13 

4 Deliverability 10 

5 Existing PFI Provider 7 

    100 

 
 
 
 
 

Step 5 

 
The last exercise was to consider the relative rating of each of the identified 
pros and cons giving them each a rating of 3%, 4% or 5%. This was converted 
to a score either –ve if the risks were pros or +ve if the risks were cons. This 
was added to the capital cost to give a revised score. 
 
It is important to recognise that this does not produce a revised capital 
cost but should only be used as a scoring mechanism to arrive at the 
preferred option. 
 
This is as presented in appendix 2 to this report. 
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RESULTS  

 
 
 
 
 
 

1 2 3 4 5

Clinical adjacencies Disruption Programme Deliverability Existing PFI Provider

OPTION 1 (Previously 2) 

Build DCN as ‘extension’ to Ward Arc
Option 1 94,600,000 -8,939,700 4,966,500 614,900 198,660 -3,159,640 91,440,360 -3% 2

OPTION 2 (Previously 4) 

Combined DCN and RHSC (Plot 1, Car 

Park B)
Option 2 61,100,000 -3,207,750 -1,069,250 -397,150 488,800 -213,850 -4,399,200 56,700,800 -8% 1

OPTION 3 (Previously 5)

Create fully embedded solution within 

RIE
Option 3 106,600,000 3,357,900 9,327,500 692,900 -319,800 -149,240 12,909,260 119,509,260 11% 3

Grouped Adjusted for Pros / Cons

TotalCapital Exposure RatingAdjusted
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APPENDIX  2 
 
 

Option Appraisal Matrix 
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APPENDIX 2

Notes

No Risk Description Consequence Weighting
Rating

3%,4%,5%

Nominal 

Exposure

OPTION 1 (Previously 2) 

Build DCN as ‘extension’ to Ward Arc
94,600,000 91,440,360

PROS

1 Adjacencies at theatres to Sick Kids & Royal Clinical adjacencies 3.50 5.0 -1,655,500

2 Upgrading space not currently used as Clinical Space Clinical adjacencies 3.50 5.0 -1,655,500

3 Achieve adjacency to stroke assume relocation Clinical adjacencies 3.50 4.0 -1,324,400

4 Good internal clinical adjacency Clinical adjacencies 3.50 5.0 -1,655,500

5 Proximity to A&E Clinical adjacencies 3.50 4.0 -1,324,400

6 Proximity to Critical Care Clinical adjacencies 3.50 4.0 -1,324,400

7 Deliverable in line with existing Project Agreement Deliverability 1.00 5.0 -473,000

CONS

1 Disruption to arc Disruption 3.50 5.0 1,655,500

2 Consort interface issues Existing PFI Provider 0.70 3.0 198,660

3 Timescale, lack of control Programme 1.30 5.0 614,900

4
Displaced space requires encroachment into existing 

clinical space
Disruption 3.50 5.0 1,655,500

5 HAI buffer zone requirement Disruption 3.50 5.0 1,655,500

6 Inability to deliver necessary displacement space Deliverability 1.00 5.0 473,000

Option Appraisal
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APPENDIX 2

Notes

No Risk Description Consequence Weighting
Rating

3%,4%,5%

Nominal 

Exposure

Option Appraisal

OPTION 2 (Previously 4) 

Combined DCN and RHSC (Plot 1, Car Park B)
61,100,000 56,700,800

PROS

1 Potential Opportunity to have efficiency savings Deliverability 1.00 5.0 -305,500

2 Allows radiology adjacencies between RIE and RHSC Clinical adjacencies 3.50 4.0 -855,400

3 Theatres adjacencies between DCN and RHSC Clinical adjacencies 3.50 4.0 -855,400

4 Could allow efficiencies of shared facilities Clinical adjacencies 3.50 3.0 -641,550

5 Minimises consort interface Existing PFI Provider 0.70 5.0 -213,850

6 Less disruption to clinical functions in RIE Disruption 3.50 5.0 -1,069,250

7 Control of timescales Programme 1.30 5.0 -397,150

8 Whole life cost benefit Deliverability 1.00 4.0 -244,400

9  Preserves potential expansion space Clinical adjacencies 3.50 4.0 -855,400

CONS

1 May not allow phased occupation approach Deliverability 1.00 3.0 183,300

2 May be difficult to achieve separate identities Deliverability 1.00 4.0 244,400

3 Increased development density (Town Planning issue) Deliverability 1.00 5.0 305,500

4 Displace OPDs from ground floor Deliverability 1.00 5.0 305,500
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APPENDIX 2

Notes

No Risk Description Consequence Weighting
Rating

3%,4%,5%

Nominal 

Exposure

Option Appraisal

OPTION 3 (Previously 5)

Create fully embedded solution within RIE
106,600,000 119,509,260 50m for decant of offices & Labs

PROS

1
Effective utilisation of space within RIE. Maximise 

clinical usage. 
Clinical adjacencies 3.50 4.0 -1,492,400

2 May ease negotiation with Consort Existing PFI Provider 0.70 5.0 -373,100

3
No procurement challenge. Eased contractual 

agreement
Deliverability 1.00 3.0 -319,800

CONS

1
No current business plan to re-provide displaced 

services (including combined theatres)
Disruption 3.50 5.0 1,865,500

2 Significant decant required Disruption 3.50 5.0 1,865,500

3 Major disruption to clinical activity within RIE Disruption 3.50 5.0 1,865,500

4 Fragmentation of clinical adjacencies RIE Clinical adjacencies 3.50 4.0 1,492,400

5 Consort interface (protracted legal negotiation) Existing PFI Provider 0.70 3.0 223,860

6 No adjacencies with Children's Hospital Clinical adjacencies 3.50 4.0 1,492,400

7 Less defined timescales due to displacements Programme 1.30 5.0 692,900

8 HAI buffer zone Disruption 3.50 5.0 1,865,500

9 Major disruption to clinical support activity within RIE Disruption 3.50 5.0 1,865,500

10 Dismantles core acute clinical services strategy Clinical adjacencies 3.50 5.0 1,865,500
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Executi ve Summary

The purpose of this report is to test the feasibility of 
combining the proposed Royal Hospital for Sick Chil-
dren and the Department for Clinical Neurosciences 
(DCN), on the existi ng development site known as 
car park B.  The feasibility study was instructed by 
NHS Lothian on 1st December 2010 and has been 
prepared in preparati on for submission on the 24th 
December 2010.

During the early stages of design development the 
project included a combined RHSC/DCN facility; 
however since the omission of the DCN in Decem-
ber 2009 the design of the RHSC has developed in 
such a way so as to make the re-introducti on of the 
DCN more complex.  The inclusion of a stand-alone 
energy centre and service yard, more onerous park-
ing & drop-off  requirements and a rooft op helipad 
means that we are unable to simply look back at 
where we were 12 months ago. 

In order to provide a high level response to the ini-
ti al instructi on the design team have sought to test 
the simple questi on – ‘can the existi ng site for the 
RHSC accommodate a combined RHSC/DCN facility 
with a stand-alone energy centre and FM service 
yard’?  

SECTION 1:  INTRODUCTION

Working within the ti me constraints our response 
is based on using what we already know about the 
site constraints and clinical adjacencies. The dia-
grams included in the appendix suggest a building 
form which is loosely based on our current ap-
proach to the RHSC with a similar footprint, clinical 
adjacencies and desire to take account of the height 
restricti ons set by City of Edinburgh Council.

The separate reports from each design discipline 
summarise where the larger combined scheme may 
diff er from the current proposal, highlighti ng key 
issues, challenges and opportuniti es rather than go-
ing into detail or off ering defi niti ve soluti ons. 

Moving forward the combined facility will require 
a new brief, one which recognises some of the op-
portuniti es and challenges highlighted within this 
report.  The new brief should be followed by a new 
design approach one which responds more closely 
to the specifi c requirements rather than simply be-
ing a adaptati on of the current scheme.  It is sti ll too 
early to discuss the physical and aestheti c response 
in any detail.  Opportuniti es for effi  ciency should be 
explored further with the clinical design teams, and 
site constraints must be challenged with external 
stakeholders before a soluti on can be agreed, and 
it is likely that the new scheme may be signifi cantly 
diff erent to the previous RHSC.

In response to the original instructi on to test the 
feasibility of combining the RHSC and DCN on the 
existi ng site, and incorporati ng a stand-alone energy 
centre, FM service yard, additi onal proximity park-
ing and a helipad, this report suggests that this can 
all be achieved.  

It is important that the issues raised in this feasi-
bility report are explored further through a more 
comprehensive opti on appraisal study involving 
detailed consultati on with internal and external 
stakeholders.  With such a signifi cant change to the 
brief it will important for this further study to be 
as detailed and as comprehensive as possible and  
therefore we encourage NHS Lothian to work with 
the design team to explore these ideas as soon as 
possible.
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SECTION 2:  ARCHITECTURE

Introducti on

The purpose of this report is to respond to the 
instructi on to test the feasibility of combining the 
proposed Royal Hospital for Sick Children and the 
Department for Clinical Neurosciences, on the exist-
ing development area known as car park B.  The 
feasibility study has been prepared between the 
2nd and 23rd December 2011 in preparati on for 
submission to NHSL on the 24th December 2010.

Site

The site for the feasibility study uses the same area 
and has the same site constraints as for the previ-
ous scheme.  Within the site boundary the scheme 
must now also incorporate a fully self-suffi  cient 
energy centre , service delivery yard and VIE com-
pound which bring further constraints.  For example 
the fl ue to the boilers and generators must be 40m 
away from  any adjacent building (air quality), and 
the generators and VIE compound must be 15m 
away from the building (noise and explosion risk 
respecti vely).

Brief

The brief retains the same aspirati ons and clinical 
functi onality as for the previous RHSC scheme with 
the inclusion of DCN services.  The proposed build-
ing area is circa 50,000sqm.  The functi onal content 
is based on the as drawn RHSC area of approximate-

ly 36,000sqm, the schedule of DCN accommodati on 
issued on Compensati on event 30, which is approxi-
mately 13,000sqm, and an additi onal 1,000sqm re-
quired for the energy centre and FM support areas.  
The overall area also takes account of the omission 
of the Community paediatric offi  ce spaces (CE28), 
and the omission of DCN criti cal care which will be 
located within the RIE.

The key challenges with the revised brief include;
The desire to create separate identi ti es for the • 
RHSC and DCN functi ons, 
The need to provide suffi  cient access, parking • 
and landscape amenity space externally
The requirement to create separate pati ent • 
fl ows for adults and children within the building
The requirement to include a helipad with di-• 
rect verti cal access to emergency care

Consultati on

During the development of this feasibility report the 
team have consulted with the NHSL project team 
at a series of review meeti ngs.  There has not been 
any direct consultati on with clinicians, or with ex-
ternal stakeholder groups such as City of Edinburgh 
Council Planning department.  Records of these 
consultati on meeti ngs are included as an appendix 
to this report.

Concept

We believe that it is important that we retain as 
many of the positi ves as possible from the previ-
ous scheme.  Despite the changes to the brief we 
propose to conti nue developing the scheme along 
the same 3 basic principles of ‘a new identi ty’, the 
‘O-Zone’ for the RHSC, and ‘the perfect children’s 
ward’.

The added pressure of the energy centre, service 
yard, VIE compound and additi onal parking for the 
DCN along with the aspirati on to retain at least 
some external amenity space at ground level means 
that the building footprint must be much more 
compact.  The feasibility report is based on achiev-
ing a target area of 11,000sqm for the ground fl oor 
(the current RHSC scheme is approx 10,000sqm) 
along with an additi onal 1,000sqm footprint for the 
energy centre.

Based on this target footprint and through consulta-
ti on with NSHL’s project team we have developed 
a series of adjacency diagrams which demonstrate 
the possible clinical links between departments on 
each fl oor.  With greater pressure on the ground 
fl oor footprint the building can only accommodate 
the additi onal clinical area by adding an extra fl oor 
of accommodati on.
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The increased height of the building, which is now 
6 storeys with a helipad rather than 5 storeys will 
require a re-think of the cladding strategy.  Our 
initi al thoughts suggest that we treat the heavily 
serviced lower 3 fl oors as a podium with a similar 
mass to the adjoining RIE.  The 3 upper fl oors which 
are smaller and less heavily serviced can be treated 
diff erently, perhaps with a more lightweight facade.  
Further development of the facade strategy will 
take place at the next design stage.

The increased height will need to be further dis-
cussed with CEC planning as it will contradict their 
current guidance on massing in the Bio-Quarter, 
however it may be looked on favourably by Archi-
tecture & Design Scotland who have previously 
pressed the team to increase the height and visibil-
ity of the building.

Clinical Adjacencies

The key clinical adjacencies are highlighted within a 
series of ‘bubble diagrams’ included in the appendix 
to this report.   These adjacencies have then been 
tested as a series of scaled fl oor layout diagrams 
which follow the bubble diagrams.  The key points  
raised by these diagrams are as follows;

The ground fl oor retains the emergency depart-• 
ment, radiology, family support and CAMHS 
faciliti es.  The ground fl oor also accommodates 
the new FM area and energy centre.
The fi rst fl oor includes the operati ng theatres,  • 
criti cal care, the academic suite and support 
functi ons such as staff  changes and equipment 
stores.
The second fl oor is now the main outpati ent • 
fl oor with clinics and therapies suites for both 
the RHSC and DCN.  The second fl oor also 
houses a combined medical records suite and a 
signifi cant area for venti lati on plant serving the 
theatre suites below.
The third fl oor is the main inpati ent fl oor for • 
the RHSC, and the fourth fl oor includes the DCN 
inpati ent areas and the family hotel.  The fi ft h 
fl oor includes a combined offi  ce suite and the 
balance of the venti lati on plant rooms.
The roof level includes rooft op access for the • 
helipad and the remainder of the external plant

.

SECTION 2:  ARCHITECTURE

Massing study showing increased height, roof-top heli-pad and green spaces
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The separate fl ows for adults and children within 
the combined building will require separate en-
trances and verti cal cores, but both faciliti es will 
share a ‘hot core’ linking the key diagnosti c and 
treatment departments. The bubble diagrams dem-
onstrate the complexity of the fl ows between these 
cores and department entrances.  Our proposal 
is to manage this additi onal complexity with the 
inclusion of a hospital street running East to West 
and linking into the RIE.  The street will run east to 
west and will link key spaces and voids such as the 
O-Zone & courtyards.  The street will also link all of 
the verti cal circulati on cores and provide greater 
accessibility to departments for both pati ents and 
FM traffi  c.  The street also provides a neat soluti on 
to the fi re escape strategy.

Hospital street linking all key spaces and verti cal circulati on

Example of hospital street

Links between OZone & internal landscape
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Alternati ve approach:  entrance at fi rst fl oor Alternati ve approach:  Previous massing studies

Alternati ve approach:  entrance at fi rst fl oor

Further opportuniti es

This feasibility study serves only to test the ability 
of the existi ng site to accommodate the additi onal 
area and constraints.  Through consultati on in the 
limited ti me available to us we have confi rmed that 
it is possible to achieve the majority of the desired 
clinical adjacencies within the available space.

It is important to remember that this is only the 
beginning of the design process.  There are other 
opti ons which need to be explored further before 
we agree on a new concept.  

The key themes for further thought are height and 
massing of the building on the site, alternati ve ap-
proaches to the clinical adjacencies, and how the 
building deals with the sequence of arrival.  This 
last point is key.  The additi onal site constraints will 
make clarity of wayfi nding more challenging.  We 
need to focus on providing a high quality external 
arrival space, a positi ve identi ty at the main en-
trance, and clear internal circulati on routes.

The following sketches identi fy some initi al thoughts 
on how the scheme could develop.

SECTION 2:  ARCHITECTURE
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Landscape

From the brief and throughout the design process 
to date it has been clear how important the 
landscape scheme is to the staff , pati ents and other 
users of these new faciliti es. 

Key aims of the landscape scheme:

To provide a landscape setti  ng to the new • 
building that benefi ts the status of these 
faciliti es 
To help enhance and integrate the new • 
buildings with the existi ng on site
Ensure users have access to high quality • 
landscape spaces 
Deliver the ‘healing landscape’ principles so • 
that the links to the landscape benefi t all users 
of the site.
Link the wider environment into the heart of • 
this rather hard and unforgiving site 

The Way Forward

The landscape principles already established have 
been extensively tested with clinicians and other 
stakeholders. This work will be carried forward and 
developed as part of the new facility requirements. 
The revised layout allows more opportuniti es 
to develop further roof terraces and gardens to 
provide stronger adjacencies with the wards and 
clinical bases for which they are designed. We feel 

that the courtyards and roof garden spaces are the 
key to deliver the high quality landscape scheme 
required for this building. 
As the site becomes more heavily occupied the 
importance of the landscape as a natural distracti on 
and relief is even more important in delivering this 
scheme. 

Challenges 

The new proposals demand more of the site. This 
creates a challenge for the team to ensure that 
all servicing, parking and vehicular movements 
work in the most space effi  cient manner possible. 
This will generate space to ensure that we can 
create a meaning full landscape design that can be 
enjoyed by all the diff erent users. It is key that the 
Hospital Square provides a legible and strong space 
emphasising the entrances and that this is delivered 
in safe manner that allows all necessary vehicular 
movements. Innovati ve soluti ons will be used to 
balance the site pressures. There is no doubt that 
some landscape space from the previous scheme 
will be lost. However, to miti gate against this there 
are more opportuniti es to develop high quality 
spaces in courtyards and roof terraces with closer 
clinical adjacencies. These spaces will need to work 
harder and deliver more; this will be refl ected in the 
design.
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SECTION 2:  ARCHITECTURE

Proposed development within the wider landscape setti  ng of Litt le France
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SECTION 3:  CIVIL & STRUCTURAL ENGINEERING

Basis for design

The basis of the Civil and Structural design will be 
largely as defi ned in the previous RHSC scheme.  
The diff erences in the new scheme relate to the 
provision of a rooft op helipad and an additi onal 
building storey.

Foundati ons & Basement

The foundati on soluti ons developed for the previ-
ous scheme consisti ng of bored cast in situ piling 
remains the most appropriate design soluti on.  The 
additi onal building height and loads do not alter this 
concept.

The most appropriate basement constructi on and 
waterproofi ng techniques for the site conditi ons 
were developed in considerable detail as part of the 
previous scheme.  These were designed using the 
specifi c ground and groundwater conditi ons present 
to ensure that a Grade 3 basement space could be 
reliably constructed.

The new scheme does not alter these developed 
basement soluti ons.  The basement will be formed 
as an integral reinforced concrete box protected by 
an external gas and waterproofi ng membrane and 
an internal drained cavity.   The building layout and 
positi on within the site also lends itself to incorpo-
rati ng a basement parking arrangement if required.

Superstructure

The opti mum building structural grid and frame 
choice will be fully considered again in the next 
design  phase.  With a new building form and grid 
it is important not to simply accept the structural 
frame choice developed for the previous scheme 
as the best soluti on.  The fi nal frame choice could 
be appropriate in either steel or concrete with the 
opti mum soluti on resulti ng from a holisti c review of 
structure, grid, services integrati on and riser strat-
egy, building height, structural zone, architecture, 
fi re protecti on, acousti cs & vibrati ons, programme 
& market costs.  Building stability would most likely 
be achieved through sti ff  stability core walls / brac-
ing.  The super structure will be designed to carry 
the roof mounted helipad.

Helipad

A rooft op helipad will be located at the highest 
building positi on and at a level with no nearby 
protruding structure.  This will result in additi onal 
plant, accommodati on and access requirements to 
the new hospital building.

A ramp structure will be required to transfer the pa-
ti ent to the hospital (lift ) below.    A second access is 
also required to the helideck which would be a stair.  
Any lift  access needs to consider the requirements 
of not having any protruding structure in close prox-
imity to the helideck.   There will be a large foam 
tank required for the fi re-fi ghti ng apparatus and 
also changing rooms for the fi re-fi ghters who have 
to be present on every landing.

The helipad deck would be formed by a conti nua-
ti on of the structural frame.  This could be formed 
with either a reinforced concrete slab or a steel 
framed soluti on.  Both opti ons will locally increase 
column sizes and foundati on sizes beneath.  Also, 
the downdraft  loads created from the helicopters 
will require the building cladding and fi xings in 
close proximity to consider these loads. These will 
typically be less than the criti cal wind loads but the 
number of loading cycles will be potenti ally much 
greater and fati gue may become the governing fac-
tor in the design of these elements.
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Drainage is required to the helipad perimeter to 
take surface water away from the deck in normal 
service but also to direct spilt fuel and fi re fi ghti ng 
foam into the drainage system.  It needs to be fi re 
proof and separate from the normal drainage sys-
tem and would include an oil/water separator. The  
gutt ering and down-pipes  must be fi re-resistant 
and should include a system to exclude air (suffi  -
cient to exti nguish burning fuel). 

To ensure that the proposed design soluti on meets 
the aviati on operati onal aspects in relati on to the 
RIE / RHSC / DCN site and also complies with the 
necessary regulatory and legal requirements an 
aviati on / helicopter advisor should be appointed at 
an early stage in the design process.

Flood risk

The site is at risk of fl ooding from the adjacent Nid-
drie Burn.  The existi ng fl ood defence embankment 
has not been designed or constructed to current 
best practi ce or to current recommendati ons for 
fl ood return periods.  In additi on, it has never been 
submitt ed to the approving authority as a formal 
fl ood defence.   As a result, CEC will require a formal 
justi fi cati on of the fl ood defence measures protect-
ing the proposed RHSC / DCN site before they ap-
prove any Planning submission.

The fl ood defence design levels have been ascer-
tained through additi onal hydraulic modelling work 

of the Niddrie Burn and its catchment undertaken 
on the previous RHSC scheme.  The most economi-
cal engineering soluti on to providing a formal fl ood 
defence will be ascertained following intrusive site 
investi gati ons and geotechnical testi ng of the exist-
ing embankment and material beneath.  However, 
an upper bound design soluti on has been devel-
oped in the meanti me.   This consists of a sheet 
piled cut off  wall constructed through the existi ng 
embankment and this soluti on demonstrates that 
the site can be feasibly protected within the space 
constraints present.

Drainage design

In accordance with current best practi ce, the devel-
opment will be served by separate foul and surface 
water drainage systems, and incorporate Sustaina-
ble Drainage System (SuDS) faciliti es.   Below ground 
drainage from  the helipad will be a further separate 
system.

Below ground surface water drainage

The principle of the surface water drainage strategy 
for the proposed scheme would be as developed for 
the previous RHSC scheme.  Site levels dictate that it 
is not possible to drain to the Niddrie Burn immedi-
ately to the south.  Surface water drainage is there-
fore by gravity into the existi ng surface water sewer 
located near the RIE entrance which ulti mately joins 
the Niddrie Burn to the east of RIE where the levels 

are suitable.  The new drainage scheme will include 
below ground att enuati on storage features and a 
fl ow control device.  These will reduce the surface 
water discharge fl ows to considerably less than 
the current situati on.  The site levels dictate that a 
surface water drain must be maintained under the 
new building link to the RIE (running from south to 
north).  To ensure that future access is possible this 
would be taken through an accessible service tunnel 
linking with the building basement.

Below ground foul drainage

The foul drainage strategy for the proposed scheme 
would be largely as has been developed for the 
previous RHSC scheme.  This would drain the new 
hospital by gravity into the existi ng County Sewer 
located within the north west of site.  

In this regard, consultati on has been undertaken 
with Scotti  sh Water as part of the previous scheme 
and an agreement is in place to allow the foul dis-
charge from the proposed hospital to connect into 
The County Sewer.  This is subject to remedial works 
taking place on the Scotti  sh Water network out with 
the site.  The increased size of development is not 
anti cipated to signifi cantly alter this agreement, 
albeit that Scotti  sh Water will need to be provided 
with details of the revised proposals to enable them 
to confi rm the eff ects on the proposed remedial 
works.

SECTION 3:  CIVIL & STRUCTURAL ENGINEERING
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Transport

In order to accommodate the RHSC / DCN pro-
posals, modifi cati ons to the provision of the A&E 
faciliti es, public transport arrangements, parking 
/ drop-off  areas and pedestrian / cycle faciliti es 
are required. Many of these revisions are as devel-
oped for the previous RHSC scheme.  In brief, they 
include:

A re-confi gured blue-light route to the re-mod-• 
elled A&E area;
New and re-confi gured pedestrian faciliti es at • 
both the west and east entrances of the RIE to 
facilitate safe access / egress;
A re-confi gurati on of the current disabled park-• 
ing provision and drop-off  areas at the western 
and eastern entrances of the RIE;
A re-positi oning of the bus halts at the western • 
RIE entrance to a positi on west of their current 
locati on;
A re-alignment of the rear ‘loop’ road around • 
the back of the RIE.  
New bus lay-bays located along the re-aligned • 
‘loop’ road to the east of the RIE to accommo-
date ‘through’ bus services;
New bus-bays located immediately in front of • 
the RIE east entrance to accommodate ‘termi-
nati ng’ bus services.  This will include provision 
for a signal controlled bus turning facility and 
pedestrian crossing, thus helping to ensure 
safety of all road users;

Relocated access / egress juncti ons for Car Parks • 
‘C’ and ‘D’ on the eastern side of the RIE;
Re-confi gured juncti ons along the ‘loop’ road to • 
safely accommodate the expected increase in 
the number of bus movements;
Re-confi gured access arrangements to the A&E • 
department, including ambulance bays, drop-off  
areas and general parking faciliti es.  
A revised MRI external scanner locati on will • 
need to be established and agreed.
FM service yard with dedicated access provi-• 
sions and public segregati on

Buses

A bus access strategy has been developed to pro-
vide for public transport demand within the site.  
Extensive consultati on with the bus operators and 
the CEC offi  cers has been undertaken in relati on to 
the developed proposals.  The basis of the design 
soluti on will be largely as defi ned in the Planning 
Submission documentati on for the RHSC scheme.

Cars and Parking

The basis of the design soluti on for the site wide 
parking will be as defi ned in the Planning Submis-
sion documentati on for the RHSC scheme.

Proximity parking has been developed to provide 
both DCN and RHSC parking near the respecti ve 
building entrances at the north of the site.  Howev-

er, to fulfi l the brief in terms of numbers.  This may 
require some or all of the car parking areas to be 
provided in a basement area or within a decked car 
park arrangement both of which would be structur-
ally feasible.  

CEC will require the proposed parking numbers to 
be justi fi ed within the planning applicati on support-
ing documents.  Extensive discussions have previ-
ously been undertaken with CEC off ers to justi fy the 
parking numbers associated with the RHSC.  Based 
upon these past discussions it is to be anti cipated 
that they will request details associated with the 
operati on of the existi ng DCN facility relati ng to how 
staff , pati ents and visitors access the current facili-
ti es.

 RHSC A&E parking has been segregated from the 
ambulance area and is located to its west.  A&E 
parking for RIE will be immediately south of the RIE 
building, adjacent to the existi ng parking area for 
ambulances, pati ent transport and Medic 1.

A&E Access / Blue light access

Vehicular access to the proposed and conjoined 
A&E department is to be taken off  Litt le France 
Drive, consistent with the existi ng arrangements.  
This leads to a new area of parking that provides ad-
equate space for arriving ambulances and lay-over 
ambulance bays. The existi ng ‘blue-light’ emergency 
routes from Litt le France Drive would be retained. A 

SECTION 3:  CIVIL & STRUCTURAL ENGINEERING
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separate area is provided for drop-off  and public car 
parking (including disabled car parking).
In additi on, a secondary blue-light emergency 
route would be provided, with emergency vehicles 
arriving via a new access area accessed from Litt le 
France Crescent to the north of the conjoined A&E 
department.

Typical ambulance vehicle tracking into this area is 
shown on Arup drawing 209592 ATR20.

Service vehicles & waste management

A new service yard is provided to the south west of 
the building.  This is will be sized to accommodate 
the manoeuvring  associated with both large ar-
ti culated and rigid vehicles as required for hospital 
and energy centre deliveries and  waste manage-
ment and is sized to accommodate a turning circle 
to minimise reversing.  It has been positi oned to 
ensure segregati on from the A&E parking and park-
ing areas.

Typical vehicle tracking in this area is shown on 
Arup drawing 209592 ATR20

SECTION 3:  CIVIL & STRUCTURAL ENGINEERING

Cycle routes

The site wide cycle provision was the subject of 
much dialogue during pre Planning consultati on 
with CEC.  The basis of the agreements reached 
need to be taken forward with the new scheme.  I 
The proposed soluti on will improve the existi ng 
footway between the RIE site and Craigmillar Castle 
Road to provide an additi onal lit direct cycle link 
into the site.  A cycle route will also be provided 
around the west side of the new development.

Environmental Impact Assessment

An Environmental Impact Assessment in accordance 
with domesti c legislati on has been completed as 
part of the development of the previous scheme. 
The majority of impacts, assessment summaries and 
miti gati on will also be applicable to the emerging 
scheme, however, certain elements are diff erent 
that may have environmental impacts. These are 
likely to relate to:

Landscape and Visual Impact Assessment – the • 
changes in building form and increase in the 
number of storeys is likely to alter the fi ndings 
of this secti on;
Noise and Air Quality – the relocati on of the • 
helipad and the locati on of the proposed 
‘Energy Centre’ and service yard is potenti ally 
signifi cant
Flooding – any new fl ood defence works re-• 
quired may result in impacts on the Niddrie 
Burn for both hydrology and ecology.

A review of the Environmental Statement, produced 
as part of the Environmental Impact Assessment, 
should therefore be undertaken as part of the 
next stage to ensure that the emerging scheme is 
robustly assessed against domesti c legislati on and 
guidance. 
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SECTION 4:    BUILDING SERVICES

Concept & Principles

The building services engineering design shall be 
developed as far as is practi cal to provide a low en-
ergy and low carbon acute hospital facility without 
detriment to reliability of service or comfort to the 
pati ent and staff  whilst complying with all relevant 
statutory legislati on and relevant healthcare guid-
ance through provision of a resilient and autono-
mous energy provision. A pro-acti ve design shall 
be focused on pati ent and end user requirements 
whilst ensuring ease of operati on and maintenance.

The hospital building form has large areas of exter-
nal facade allowing maximum use of daylight on 
external and courtyard surfaces. Solar control glass 
will be provided on southerly and westerly facing 
facades exposed to direct sun path to reduce solar 
gain and minimise glare. The facades and court-
yards allow use of natural venti lati on reducing the 
requirement for supplementary mechanical ven-
ti lati on where functi on permits, albeit the hospi-
tal facility shall be predominantly provided with 
mechanical venti lati on through high effi  ciency heat 
recovery air handling plant.

Integral to the design process shall be the develop-
ment and adopti on of measures which shall reduce 
the impact on the environment.  By conti nually 
monitoring the design against the BREEAM Health-
care 2008 Assessor scoring and rati ng manual, a ho-
listi c design soluti on shall be provided which assists 

with the aims to establish an excellent score rati ng.

In accordance with the BREEAM strategy the design 
philosophy shall incorporate features which shall 
reduce energy consumpti on and carbon emissions, 
reduce water use and consumpti on and improve 
energy management and monitoring.  Materials 
selected shall be graded in terms of environmental 
cost and impact on the embodied energy and life 
span of the buildings.

Credits shall be achieved by the use of energy ef-
fi cient heati ng, cooling and venti lati on systems and 
lighti ng and power systems.  This shall be reinforced 
by eff ecti ve computerised monitoring and metering 
of HVAC plant and systems as well as departmen-
tal lighti ng energy consumpti on and departmental 
small power and clinical equipment energy con-
sumpti on.

Our design approach with respect to energy ef-
fi ciencies adopts the guidance as provided under 
HTM 07-02/EnCO2de – making energy work in 
healthcare.

In additi on our services design soluti on shall comply 
with the 2007 version of Secti on 6 of the Building 
Regulati ons Scotland as well as the new 2010 ver-
sion of Secti on 6 in terms of targeted reducti on of 
carbon emissions. Compliance with the Edinburgh 
Standards for Sustainable Building Priority Stand-
ard 1 and 2 shall be set aside in lieu of the CEC’s 

alternati ve approach to accept at least a Very Good 
BREEAM Rati ng. In order to achieve these aims, we 
have set out the following building design principles 
from which our Energy Strategy and Dynamic Simu-
lati on Model will evolve:

2007 Secti on 6 minimum reducti on in CO2 of • 
28% versus the noti onal equivalent building.
2010 Secti on 6 minimum reducti on in CO2 of • 
50% versus the same noti onal equivalent build-
ing referred to in 2007 regulati ons.
Envelope U Values ( roof/external walls/fl oor/• 
glazing) - these should be bett er than the mini-
mum Secti on 6 2010 version backstops and as 
the following targets: External Walls = 0.21 v 
0.27max, Floor = 0.21 v 0.22max, Roof = 0.21 v 
0.20 max, Windows/Glazing = 1.8 v 2.0 max,
Building Airti ghtness - this will be designed and • 
constructed to achieve a minimum of 7.5 m3/
m2/hr at 50pa ( v 10 building standards maxi-
mum backstop ). This means that the building 
will need to be pressure tested upon comple-
ti on.
On site LZCT Energy Generati on via gas fi red • 
Combined Heat and Power Engine sized for 
conti nuous running associated with heati ng 
base load.
Solar Control glazing on South and West facades • 
exposed to direct sunlight to reduce cooling 
loads and internal summerti me temperatures.
High effi  ciency heat recovery to AHU plant.• 
Inverter Drives to AHU motors and Circulati on • 
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Pumps.
Occupancy/presence detectors in conjuncti on • 
with automati c lighti ng controls.
Comprehensive Metering, Monitoring and Tar-• 
geti ng system.
Building Energy Management System ( BEMS )• 
Natural Venti lati on via manually openable • 
windows where functi on permits and where 
briefed maximum internal temperatures can be 
achieved with all known constraints. 
Energy Effi  cient Transportati on Systems ( Lift s ).• 
Voltage Power Opti mizati on ( VPO )• 
Automati c cold water services fl ushing system • 
for legionella control ( Kemper KHS Hygiene 
System )

Uti liti es and Infrastructure 
Existi ng external services and the implicati ons of a 
new building on car park B site on the existi ng serv-
ices have been collated and referenced in separate 
HK report Services External Services Diversion and 
Infrastructure Opti ons Version 2 dated 18.12.09. 
Note that the new feasibility building footprint 
and positi on of the combined RHSC/DCN on site 
will have a direct infl uence on the outcome of fi nal 
scope of diversions required to be carried out by 
Consort. 

This will require to be developed to a conclusion at 
an early stage which shall defi ne services diversions 
required and any associated enabling works. In ad-
diti on, the combined new autonomous RHSC/DCN 

uti lity service connecti ons (mains water, sprinkler 
and hydrant mains water, natural gas, power, tel-
ecoms) should also be developed and identi fi ed at 
an early stage aft er feasibility.

A Water Impact Assessment carried out by Scot-
ti sh Water (One Source) to assess the impact of the 
additi onal mains water supply demand to the site 
to serve both the new RHSC and the DCN require-
ments confi rmed that there was no predicted im-
pact or requirement to reinforce the local Scotti  sh 
Water mains water network.

In summary, the new uti lity connecti ons to serve 
the combined RHSC/DCN facility are :

Electrical supply to serve the combined RHSC/• 
DCN facility to be a new autonomous supply de-
rived from Scotti  sh Power network to connect 
to a new Scotti  sh Power Sub-Stati on locati on 
within the Energy Centre which shall connect 
to the adjacent RHSC/DCN HV Switchroom and 
Sub Stati on.
Gas supply to serve the combined RHSC/DCN • 
facility to be a new autonomous supply derived 
from Scotti  sh Gas network to connect to a new 
Gas Shipper meter enclosure located adjacent 
to the energy centre. Gas pipework supplies 
shall be routed to both the energy centre boiler 
plant and CHP unit and also via an underground 
pipeline to the combined RHSC/DCN hospital fa-
cility to serve kitchen gas supplies and gas fi red 

steam generator plant if required.
Mains Water supply to serve the combined • 
RHSC/DCN facility to be a new autonomous 
supply derived from Scotti  sh Water network 
to connect to a new water meter enclosure 
located adjacent to the energy centre. Mains 
water pipework supplies shall be routed to both 
the energy centre plant and also via an under-
ground pipeline to the combined RHSC/DCN 
hospital facility to serve bulk cold water storage 
tanks and mains water fi ltrati on plant located 
within the basement of the facility. A separate 
fi re/sprinkler mains water supply connecti on 
shall also be provided to service hydrants to be 
positi oned around the combined new hospital 
and energy centre facility and also to serve the 
sprinkler storage tank and pumproom located 
within the basement of the new facility.

Autonomous Energy and VIE Provision Plant Strat-
egy for RHSC/DCN Building

The engineering services feasibility stage autono-
mous energy provision plant strategy includes for a 
separately located “Energy Centre “ building which 
shall contain the following plant and equipment to 
provide resilient heat source and power supply to 
the building:

Electrical supply to serve the combined RHSC/• 
DCN facility to be a new autonomous supply de-
rived from Scotti  sh Power network to connect 
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to a new Scotti  sh Power Sub-Stati on locati on 
within the Energy Centre which shall connect 
to the adjacent RHSC/DCN  HV Switchroom and 
Sub Stati on.
3 off  11kV emergency standby generators to • 
provide back up power under mains failure 
conditi ons to provide N+1 redundancy and to 
include 25% spare capacity for future proofi ng.
A new 11kV ring main shall be derived from the • 
new switchboard to supply two sub-stati ons 
within the basement of the combined RHSC/
DCN building.
Gas fi red CHP engine providing contributi on to • 
base load power and base load heati ng demand 
linked through a plate heat exchange skid to the 
MTHW heati ng system.
3 off  ( N+1 redundancy ) dual fuelled gas and • 
oil fi red forced draught boiler units to provide 
MTHW heati ng through a service duct/tunnel 
link to four heat-stati on plantrooms located 
within the basement of the combined RHSC/
DCN building.
MTHW primary ,secondary and pass through • 
boiler and chp skid  pump circuits.
MTHW Pressurisati on Unit and Expansion Ves-• 
sels.
MCP BMS Control Panels.• 
Natural Gas Meter Enclosure.• 
Generator Day Tanks.• 
Generator Neutral Earth Resistors.• 
CHP Heat Rejecti on Radiators located external • 
to the energy centre.

Boiler and Generator Integrally bunded Oil Stor-• 
age Tanks located external to the energy centre. 
Oil storage sized to provide approx 200hrs of 
generator use at maximum calculated power 
demand and 120hrs of boiler use at maximum 
calculated heat demand. A ground trench c/w 
removable covers shall be required from the 
oil tank pump units to the boiler burners and 
generator day tanks.
Boiler and CHP Flue chimney mast located • 
externally to support fl ues. Flue mast must be 
adjacent to boiler and chp units to minimise 
horizontal fl ue run. The Clean Air Act dictates 
the fl ues should be at least 8mtrs above roof 
height of the building att ached to the fl ues. In 
the case of the energy centre this would  be as-
sumed 7m peak roof height ( 5m clear internally 
) plus 8mtrs which equals 15mtrs tall with a 40 
m exclusion zone from any building taller than 
12m. This advice dictates the positi on of the 
energy centre on the site.

The feasibility stage client brief also requires an au-
tonomous VIE/Oxygen provision plant strategy. This 
shall be addressed by the following approach:
Primary and Secondary Oxygen Supply VIE com-
pound located close to the service yard/energy 
centre area to the south of the new hospital facility 
but also positi oned to avoid compromises with the 
8 mtr and 15 mtr exclusion zones around any VIE.
Because a second VIE compound could not be 

practi cally located on the site available, it is decided 
that the Terti ary supply of Oxygen shall be provided 
through bott le oxygen systems plantrooms located 
internally within the combined RHSC/DCN hospital 
building. These shall be linked to automati c bott le 
manifolds and integrated into the oxygen pipeline 
network accordingly.

M&E Plant Strategy

The building engineering services feasibility stage 
plant strategy includes basement plant accommoda-
ti on - two HV sub stati ons, Sprinkler Tank and Pump 
Room, Bulk cold water storage tanks and Mains 
Water Filtrati on Plant and Booster Pumps, four Heat 
Stati ons, Medical Gases plantrooms ( Compressed 
Air, Surgical Air, various bott led gases ), Pneumati c 
Tube Plant, UPS Batt ery Room, Emergency Lighti ng 
Batt ery Room. 

There shall also be strategically placed AHU plant-
rooms at Level 2 ( directly above both RHSC and 
DCN Theatres ) and Level 5, and Filtered Water Stor-
age Day Tanks and Booster Pumps at Level 5  and 
three off  Air Cooled Chiller Units and Isolati on Room 
En Suite Extract Fans ( 17 RHSC, 8 DCN plus fume 
cupboard and safety cabinet extracts and 3mtr high 
discharge stacks ) all located at roof level. Refer to 
HK RHSC/DCN Plant and Riser Strategy Schedule of 
Accommodati on and Architect Feasibility Report 
Layouts.
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M&E Service Riser Strategy

The building services feasibility stage service riser  
strategy has been developed to include strategically 
positi oned dedicated mechanical pipework risers 
, dedicated venti lati on ductwork risers  and dedi-
cated electrical service risers, all of which shall be 
verti cally aligned throughout their length to allow 
off -site modular prefabricati on of risers which can 
be dropped in through roof openings without ob-
structi on. The pipework and electrical service risers 
shall have excellent connecti vity to associated base-
ment and rooft op plantrooms as well as department 
circulati on route corridors through which off -site 
prefabricated combined service modules shall be 
distributed. The venti lati on service risers shall have 
excellent connecti vity between AHU plantrooms 
and department fl oors served. Level 2 AHU plant-
room shall have numerous slab penetrati ons to al-
low ductwork to be distributed serving the theatres 
and other areas adjacent and below. Refer to HK 
RHSC/DCN Plant and Riser Strategy Schedule and 
Architect Feasibility Layouts.

BREEAM Excellent Approach

BREEAM scoring previously undertaken for the 
RHSC only scheme has been revisited and based 
on a proposed separately located “energy centre “  
building for the combined new RHSC/DCN building 
the predicted scoring will remain largely the same. 
There is potenti al to reconsider the credits avail-

able for Polluti on credit – Pol 4: NOx emissions from 
heati ng source, i.e.  The opportunity to specify new 
low NOx burners increases the potenti al credits that 
can be achieved here, however this credit in isola-
ti on will not signifi cantly improve previous scoring 
predicti ons.

As per the RHSC scheme, this means it can be eas-
ily demonstrated how the design team propose 
to achieve a mid-range BREEAM Very Good rati ng 
( between 55% - 70% ) based on the credits they 
anti cipate being achieved. As was being considered 
for the RHSC only scheme, the client and design 
team shall examine the list of targeted credits under 
review on the  BREEAM ‘shopping list’ to establish 
how best to achieve BREEAM Excellent ensuring 
the best facility for pati ent care with pragmati c and 
strategic decision making. 

Lift  strategy

At this stage it is too early to prepare a full lift  traffi  c 
study and therefore we have allowed for the follow-
ing lift s based on the previous soluti on; 

3 dedicated pati ent lift s – 33 person 2500kg • 
3 FM lift s travelling between basement and • 
level 5 – 33 person 2500kg
1 FM lift  linking the delivery yard, basement and • 
kitchens on fi rst fl oor – 33 person 2500kg 
5 passenger lift s (3 for the RHSC and 2 for the • 
DCN) – 13 person 1000kg 

The pati ent bed lift  provision has increased from 2 
to 3 to allow for the additi onal DCN traffi  c and link 
to the helipad on the roof.  The general FM lift  pro-
vision has not increased since the last soluti on on 
the assumpti on that the footprint if the building has 
not increased and the FM lift s are evenly distribut-
ed throughout the building, although an additi onal 
FM lift  has been added to provide a link between 
the basement, loading bay and kitchen. 

Acousti cs

The basis of the Acousti cs design soluti ons will 
largely be as defi ned in the  previous RHSC scheme 
(Ref OBC Acousti c Design Report AAc/209592-60/
R02 – Issue Rev A).  

The introducti on of the helipad means that the ven-
ti lati on strategy would have to be reviewed in order 
to determine whether spaces could have windows 
open.  It is likely that sealed windows and mechani-
cal venti lati on would be required to maintain target 
internal noise levels.  It is also suggested that the 
client be advised that derogati on from HTM08-01 
internal noise levels will be required to cover the 
periods when the helipad is in use. The helicopter 
noise study would extend to the existi ng hospital 
facility and surrounding area including residenti al 
neighbours. It also suggested that potenti al vibra-
ti on from helipad use is considered especially if any 
vibrati on sensiti ve equipment will be used within 
the building.
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The introducti on of the service yard relati vely close 
to noise sensiti ve neighbours would require  a study 
of the impact of deliveries.  It is recommended that 
no wards or other noise sensiti ve spaces over-
look the service yard. It may be necessary to limit 
delivery ti mes to those of a working day, ie Mon-
Fri 0900-1730. It may also be necessary to install a 
noise barrier at the service yard boundary to reduce 
delivery and compactor noise levels at noise sensi-
ti ve neighbours.  The locati on of the compactor will 
have to carefully considered to minimise potenti al 
noise impact on neighbours and the proposed de-
velopment itself.

The proposed locati on of the energy centre relati ve-
ly close to noise sensiti ve neighbours would require 
a detailed study.  It is likely that the building fabric 
would have to be quite substanti al in order to pro-
vide the required noise breakout  limiti ng perform-
ance.  Any atmospheric venti lati on will likely require 
acousti c louvers. 

Fire Strategy

The building is to be designed and built to meet the 
functi onal requirements of the Building (Scotland) 
Regulati ons, 2004, Fire (Scotland) Act, 2005, and 
the Fire Safety (Scotland) Regulati ons, 2006. These 
requirements are with regard to life safety only, 
therefore, other considerati ons such as property 
protecti on are outside the scope of the fi re strategy.

Protected Fire Fighti ng Stairs

There are currently 5 stairs provided within the 
building, one of which is open within the Ozone 
atrium whilst four are enclosed in long (120 minute) 
fi re resistant constructi on. Each of the enclosed 
stairs will be a fi re fi ghti ng stair as the building is 
more than 18m in height. 

Each fi re fi ghti ng stair is provided with dry water 
mains, venti lati on, lobby protecti on and a fi re fi ght-
ing / bed evacuati on lift .

Street Design

The hospital street should be 3m clear width at all 
points with department entrances, stairs and lift s 
separated by fi re resisti ng doors.

There should be a maximum of 64m between stair 
cores and 64m to the fi nal exit from each stair at 
ground fl oor.

Means of Escape

The means of escape strategy is based on progres-
sive horizontal evacuati on using the hospital street 
as appropriate. This approach assumes the evacu-
ati on of only one compartment at a ti me and is 
therefore dependent on appropriate management 
interventi on during a fi re emergency.  In other 
words, staff  management of alarm response and the 
ongoing provision of egress training is a key compo-
nent of this fi re strategy.

Compartmentati on

Each hospital department and the hospital street 
form separate fi re compartment of medium (60 
minute) durati on. The fi re alarm and suppression 
system are coordinated with the department and 
sub compartment boundaries which give clear di-
recti on to staff  regarding the fi re locati on.
The structural fi re protecti on is of long (120 minute) 
fi re resistance. This fi re resistance rati ng is also ap-
plicable to all fl oors.  The Ozone will be separated 
from all adjoining accommodati on by long (120 
minute) fi re resistance.

Fire Hydrants

Fire Hydrants shall be positi oned around the new 
building adjacent to each fi re service vehicle parking 
area serving the dry mains.
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Dry Risers / Mains

Dry risers/mains shall be provided to each protected 
stair and also to the street. There will be an outlet 
point adjacent to each department entrance.

Fire Service Vehicle Access 

Access routes suitable for fi re service vehicles will 
be provided to within 18m of each dry mains inlet 
point. Dry mains inlet points will be located on the 
external façade of the building at each of the pro-
tected stair or street entry points.

Turning circles will be provided where vehicle access 
routes are more than 20m in a single directi on.

Stairwell Smoke Vent AOVs

Each of the four protected stairs shall be provided 
with remotely operated opening venti lators. These 
will allow fi re service control from ground and top 
access levels of each stair. Each vent shall provide 
1m² Of free area for venti lati on.

Ozone Smoke Vent AOVs

Smoke venti lati on requirements to the ozone will 
need to be calculated as part of the detailed design 
stage. Potenti ally, areas on the ground fl oor, open 
to the Ozone atrium will need to be provided with 
mechanical smoke extract. 

Basement Smoke Vent AOVs

The basement will be venti lated to achieve 2.5% 
of the fl oor area if using a natural system or 10 air 
changes per hour using a mechanical system. Each 
sub compartmented room will meet this perform-
ance specifi cati on.

Automati c Fire Suppression System

A life safety category sprinkler system shall be pro-
vided to all areas of the building. 
Sprinklers shall be provided with tanked storage and 
pumps to provide Ordinary Hazard Group I protec-
ti on.

Automati c Fire Detecti on and Alarm System

The automati c fi re detecti on and alarm system 
will be provided to an L1 standard of coverage and 
operate on a double knock basis. On acti vati on of 
one automati c fi re detector a pre alarm warning will 
be sent to staff  within the local compartment and 
will also initi ate an investi gati on period. Aft er a pre 
determined ti me period for investi gati on or if any 
other detector acti vates an alarm signal will sound 
and the compartment will be evacuated.

Helipad

The helipad will be served by one of the 4 fi re fi ght-
ing stairs. Other details are as described in Civil & 
Structural engineering secti on of this report.

External Fire Spread

Based on the previous scheme the risk of external 
fi re spread should be suffi  ciently limited due to the 
provision of compartment fl oors, sprinklers and 
good separati on distance between buildings i.e. 
approx 20-25m to closest building. This will be as-
sessed as part of the detailed design stage.
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The combined RHSC and DCN with its own autono-
mous energy centre will have a larger building mass 
and occupy a larger overall footprint than the stand 
alone RHSC building design. However, the organi-
sati on, management and executi on of the works 
will remain in keeping with the strategy set out in 
the constructi on methodology for the stand alone 
scheme. 

The site logisti cs proposals would similarly follow 
the same strategy as the stand alone RHSC. The 
reduced constructi on space for site traffi  c, materi-
als storage, loading bays and offi  ce accommodati on 
will provide an increased challenge; however, this 
can be accommodated by uti lising additi onal traffi  c 
management, just-in-ti me deliveries and increased 
stacking of the site accommodati on. 

The increased height of the building will alter the 
method of installing the external wall cladding/fi n-
ishes as the taller building is now beyond the reach 
of scissor lift s. However, this can be addressed by 
uti lising traditi onal scaff olding or mast climbers.

The primary change with the combined RHSC/
DCN design is that the building now has substanti al 
departments extending over Litt le France Crescent; 
DCN Acute Care (ground fl oor), DCN Theatres (fi rst 
fl oor), DCN Out-pati ents (second fl oor) and RHSC 
A&E (ground fl oor). Full constructi on access to Lit-
tle France Crescent is dependent on the new bus 
terminus and the bus link road being complete with 

the stopping up order for Litt le France Crescent 
being in place. As this work is unlikely to be com-
pleted ahead of the RHSC/DCN constructi on work 
commencing then the east part of the new build-
ing will require phased constructi on.  Although this 
is not dissimilar to the phased constructi on of the 
previous stand alone scheme this now aff ects four 
substanti al departments over three fl oors rather 
than one department solely on the ground fl oor. 
Ideally, the bus terminus and link road should be 
completed as early as practi cable and preferably 
within 6 months of RHSC/DCN constructi on com-
mencement. Should this not be achievable and to 
safeguard the RHSC completi on date then it may 
be prudent to have a phased completi on, with DCN 
being completed during the commissioning period 
of RHSC. 

The rectangular shape of the combined RHSC/
DCN scheme means that the cranes are no longer 
conveniently located in the courtyards. The eastern 
most crane may need to temporarily penetrate the 
fl oors and roof of the building with infi ll’s being pro-
gressed on crane removal. Although the site could 
potenti ally be covered with four cranes, the best 
soluti on is to use fi ve cranes. The fi ft h crane at the 
east end of the site would be solely dedicated to the 
works over Litt le France Crescent allowing the DCN 
to ‘catch up’ once the stopping up order is in place.

As a consequence of the building having to move 
north to provide the regulatory environmental re-
quirement of 40m from the energy centre chimney 
to the RHSC/DCN building the full extent of the pre-
vious Scotti  sh Water drainage diversion is unlikely 
to be required, a considerably reduced diversion 
scheme will be adequate. 

In additi on, provision of the autonomous energy 
centre will bring the control of uti lity supplies within 
our own gift  reducing risk. 
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This document sets out the key clinical design cri-
teria that NHS Lothian (NHSL) reprovision projects 
have defi ned for the new hospital for children and 
young people (RHSC), and a new adult department 
for clinical neurosciences (DCN). 

The design team should refer to the NHSL De-
sign Quality Framework. The new facility will be a 
modern, landmark hospital which will be an asset 
to the future service provision. The design should 
be enduring and take account of the history, culture 
and physical requirements of a renowned centre of 
excellence.

The RHSC provides local and regional acute inpa-
ti ent and outpati ent paediatric and young people’s 
services to the South East of Scotland and Tayside as 
well as a number of nati onal specialty services.

The DCN provides specialist neurology and neuro-
surgery assessment and treatment for adults from 
the South and South-east of Scotland.

The functi onal brief for the new hospital includes 
inpati ent beds, outpati ent clinics, rehabilitati on, 
emergency care, mental health inpati ent services, 
operati ng theatres, radiology and physiology de-
partments and associated support functi ons.  

The services brief for the new hospital is that it will 
stand separate from the RIE in terms of soft  and 
hard faciliti es management, including energy provi-
sion, gases and loading bay. 
 
Eff ecti ve services rely on close adjacencies between 
related specialiti es and disciplines.  Routes between 
departments should minimise travel ti me and 
distances for pati ents and staff  in order to maximise 
clinical safety and effi  ciency.  As well as relati on-
ships within RHSC and DCN, it is essenti al to provide 
links with the RIE A&E, theatres and criti cal care 
departments.
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STRENGTHS

Site accommodates all of the departmental areas, additi onal car parking, energy centre, FM yard and • 
helipad.
Close adjacency of DCN and RHSC Acute services to RIE Accident & Emergency Services• 
In general eff ecti ve RHSC & DCN Horizontal & Verti cal adjacencies. • 
Adjacencies of OPD’s/Therapies/other clinical support areas• 
Pati ent Bed Lift s (3)/Passenger Lift s(5)/FM Lift s (4)/Fire Escape Stairwells (4) distributi on and placement. • 
Eff ecti ve distributi on model. 
Provision of functi onal helipad with direct access via lift  to RHSC and adult services• 
Creates opportuniti es for shared functi ons & faciliti es.• 
Access to Intra-Operati ve MRI for RHSC.• 
Reduced impact on RIE services provided through existi ng service provider• 
Stand alone building for RHSC and DCN mean that disrupti on to conti nued services in RIE is minimised.• 
Central regen kitchen will off er improved service to DCN inpati ents• 
Soft  spaces within building (e.g. offi  ces) can be used as future expansion space for both RHSC and DCN.• 
CHP power generati on and heat recovered can be directly applied for the exclusive benefi t of the com-• 
bined new facility
Autonomous Power incomer and resilient standby power (generators ) plant and systems provided are • 
exclusive to the new combined facility and off er improved safeguarding of accidental severance of supply.
Autonomous Heati ng Plant and MTHW pipework provision at new energy centre are exclusive to the new • 
combined facility and off er improved safeguarding of accidental severance of supply.
No need for the requirement to provide Hydraulic Break Heat Stati on Plantroom within basement from • 
ERI MTHW to RHSC MTHW through provision of autonomous energy centre associated with combined 
facility.
Effi  ciencies of combined facility shall manifest in bett er uti lisati on of all plant and support services, for • 
example theatres, lift s etc.
Service ramp access direct to basement can provide route for delivery and removal of services plant lo-• 
cated within basement.
More control over BREEAM scoring credits in relati on to polluti on sources and waste control.• 

As part of the design process, the Project Team 
have undertaken a benefi ts analysis of the feasibility 
scheme, looking at various strengths and challenges 
involved.

The following bullet points are a summary of some 
of the key issues raised during this process.
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CHALLENGES

Pressure on fl oor area and adjacencies demands a deep plan soluti on for the lower fl oors which will re-• 
strict ability to provide natural light to some areas.
Pati ent access to OPD’s on second fl oor.• 
DCN staff  visitor and Inpati ent access to shop and non-pati ent catering• 
DCN Adult Service divorced from RIE orthopaedic & criti cal care services• 
Restricted landscape amenity space for ground fl oor services.• 
Access to mortuary within RIE.• 
Autonomous Uti lity supplies (power, gas, water, hydrant, oxygen) need to be provided.• 
New Energy Centre Heati ng Plant, Oil Storage, Flue Mast and Flues provided at additi onal cost and space • 
requirement.
New Primary and Terti ary Oxygen (VIE) compound required and due to site space constraints, second VIE • 
compound for Terti ary supply cannot be facilitated, therefore additi onal space required within the facility 
to accommodate 3 No. Oxygen bott le manifold rooms.
Noise and polluti on sources located closer to new combined facility through need to provide autonomous • 
heat and power.
Requirement to relocate mobile MRI scanner serving RIE• 
Breach of CEC’s sky-line planning policy.• 
Residual CEC and A&DS issues regarding increased massing and height of building. • 
Increased complexity of constructi on operati ons due to building massing and height.• 
Enlarged interface area with RIE which will require a phased constructi on over Litt le France Crescent and • 
removal of the rotunda.

SECTION 7:  BENEFITS ANALYSIS
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SECTION 8:  SUPPORTING INFORMATION

Summary schedule of areas

Stacking diagram

Adjacency diagrams

Scaled layout diagrams

Typical secti ons

Communicati on strategy diagram

Site Layout

Thoughts on landscape strategy

Massing studies
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Schedule of accommodati on
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Stacking diagram with approximate fl oor areas
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Adjacency Diagram:  Ground Floor
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Adjacency Diagram:  First Floor
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Adjacency Diagram:  Second Floor
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Adjacency Diagram:  Third Floor
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Adjacency Diagram:  Fourth Floor
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Adjacency Diagram:  Fift h Floor
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Layout Diagram:  Basement
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Layout Diagram:  Second Floor
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Layout Diagram:  Fift h Floor
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Typical Secti on - East West
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Typical Secti on - North South
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Communicati on Strategy
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Massing studies:  Aerial view from North
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Massing studies  :  View from South along Dalkieth Road
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Massing studies:  Aerial view from West
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                      M I  A   O   H L N    I I  E R S B LCOMBINED ROYAL HOSPITAL FOR SICK CHILDREN AND DEPARTMENT OF CLINICAL NEUROSCIENCES BUILDING

ttatat

    T  RA  LITTLE FRANCE, EDINBURGH

ofor

   INHS LOTHIAN

    A Y C  E IFEASIBILITY COST ESTIMATE
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Issued : 20/12/10

Base Date : December 2010

Page No : 9/24

33.0    AICOST DETAIL

Quantity Unit Unit Cost Item Total Work Package Total

£ £ £

 item  5,000.00             

 item  
145,000.00         

8,400 m³ 26.00           218,400.00         

17,000 m³ 36.00           612,000.00         

item 265,000.00         

item 215,000.00         

2,000 m³ 5.00             10,000.00           

Imported crushed demolition material m³ 140,000.00         

m³ 40,000.00           

1,650,400.00          

ngPiling

 item  110,000.00          

748 Nr 2,250.00      1,683,000.00      

item 50,000.00           

item 35,000.00           

1,878,000.00          

Carried Forward 3,528,400.00         

        C INE  C  N B D NGCOMBINED RHSC & DCN BUILDING

    E F  INB HLITTLE FRANCE, EDINBURGH

I Y T ESITY T ESFEASIBILITY COST ESTIMATEFEASIBILITY COST ESTIMATE

CommentsWork Package Description

Excavate to piling mat reduce level; including disposal off site 

         AT O   L G RBULK EXCAVATION & PILING PLATFORM

wDe-watering

    a   r aGeneral site preparation

Site clearance works

Site strip; excavate to reduce levels not exceeding 300 deep; including

removal off site

  ng Piling Mat

Re used material

As RHSC stand alone scheme

Piling mobilisation

As RHSC stand alone scheme

RHSC adjusted for footprint change

Allowance for well pointing and dewatering

IPILING

RHSC adjusted for footprint change

Excavate to basement and pile caps, etc; including disposal off site RHSC adjusted for footprint change

Temporary retention works RHSC adjusted for footprint change

RHSC adjusted for footprint change

As RHSC stand alone scheme

Replenishment of piling mat throughout the construction works

RHSC adjusted for footprint change

Set up, bore and form 600 diameter piles (average 20m)

As RHSC stand alone scheme

Provision of pump and siltbuster plant

WORK PACKAGE TOTAL

RHSC adjusted for footprint change

Allowance for pile testing 

 

 

 

WORK PACKAGE TOTAL
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Issued : 20/12/10

Base Date : December 2010

Page No : 10/24

33.0      AI  n ' )COST DETAIL (Cont'd)

Quantity Unit Unit Cost Item Total Work Package Total

£ £ £

Brought Forward 3,528,400.00         

11,600 m² 57.00              661,200.00         

710 t 940.00            667,400.00         

11,600 m² 52.00              603,200.00         

748 Nr 60.00              44,880.00           

12 Nr 6,000.00      72,000.00           

3,350 m³ 155.00          519,250.00         

419 t 940.00         393,860.00         

1,740 m² 115.00          200,100.00         

139 t 940.00         130,660.00         

1,740 m² 130.00            226,200.00         

item 1,080,000.00      

4,598,750.00         

item 470,000.00         

470,000.00£          

Carried Forward 8,597,150.00          

Allowance based on 175kg/m3

Reinforced floor slab construction; 350 thick concrete slab on 150 thick

Type 1 sub-base and 50 thick sand blinding; trowel finish

RHSC adjusted for footprint change

WORK PACKAGE TOTAL

    E F  INB HLITTLE FRANCE, EDINBURGH

I Y T ESITY T ESFEASIBILITY COST ESTIMATEFEASIBILITY COST ESTIMATE

RHSC adjusted for footprint change

Reinforcement to floor slab

        C INE  C  N B D NGCOMBINED RHSC & DCN BUILDING

  l r SFloor Slab

Comments

U T C RSUBSTRUCTURE

Work Package Description

Proofex damp proof membrane and protection board and protective

skin of blockwork; to basement walls

Based on 125kg/m3

RHSC adjusted for footprint change

Proofex damp proof membrane and protection board; to floor slab and

foundations

      k   i  lWorks Associated with Piling

Cut off tops of piles; prepare exposed reinforcement for tie-in to new

reinforcement

   PiLift Pits

Allowance for constructing lift pits; reinforced concrete

 

RHSC adjusted for footprint change

      cPile Caps, etc

Insitu concrete and associated formwork

Reinforcement  

    se  r  lBasement/ Core Walls

Reinforced concrete walls and associated formwork

Reinforcement Allowance based on 200kg/m3

RHSC adjusted for footprint change

  N U D EUNDERGROUND DRAINAGE

Supply and install all below ground drainage for foul and surface water

system; including all trenching, drains, manholes, backfill, testing, etc 

RHSC adjusted for footprint change

WORK PACKAGE TOTAL

se   rse   rBasement Car ParkBasement Car Park

Allowance for 30 Space basement car park
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Issued : 20/12/10

Base Date : December 2010

Page No : 11/24

33.0      AI  n ' )COST DETAIL (Cont'd)

Quantity Unit Unit Cost Item Total Work Package Total

£ £ £

Brought Forward 8,597,150.00          

50,000 m² 150.00            7,500,000.00      

7,500,000.00         

item 28,000.00           

item 175,000.00         

item 28,000.00           

item 63,000.00           

item 56,000.00           

item 21,000.00           

item 14,000.00           

item 56,000.00           

item 14,000.00           

item 35,000.00           

item 14,000.00           

item 112,000.00          

item 42,000.00           

item 42,000.00           

item 14,000.00           

item 14,000.00           

item 28,000.00           

756,000.00            

Carried Forward 16,853,150.00        

RHSC adjusted in line with GIFA

RHSC adjusted in line with GIFA

RHSC adjusted in line with GIFA

WORK PACKAGE TOTAL

RHSC adjusted in line with GIFA

RHSC adjusted in line with GIFA

RHSC adjusted in line with GIFA

Supports to external walls at changes in plane

Platforms and steps to access chiller panels

Supports off columns for drainage stacks

Supports to flue stacks

Other supports to services installations

Supports to openings within envelope over 4.5m wide

Supports for fittings and furnishings

RHSC adjusted in line with GIFA

RHSC adjusted in line with GIFA

RHSC adjusted in line with GIFA

RHSC adjusted in line with GIFA

RHSC adjusted in line with GIFA

Supports to precast stairs

RHSC adjusted in line with GIFA

RHSC adjusted in line with GIFA

RHSC adjusted in line with GIFA

RHSC adjusted in line with GIFA

Support to ceiling mounted equipment RHSC adjusted in line with GIFA

RHSC adjusted in line with GIFA

RHSC adjusted in line with GIFA

e a  Ste w re a  Ste w rSecondary SteelworkSecondary Steelwork

Wind posts to block walls

  U T C R  F ESUPERSTRUCTURE FRAME

  te F aConcrete Frame

Post tensioned concrete upper floor and roof slabs; precast concrete

columns; in-situ concrete stability/core walls

Beams in lift shafts

Feature steelwork within 'Ozone' entrance area

Supports to man safe systems

Steelwork support to louvers

  E AR  E RSECONDARY STEELWORK

WORK PACKAGE TOTAL

Support steelwork to support walling fittings, sanitary ware, grab rails

and the like

Support steelwork for specialist ceiling track

Support steelwork to heavy door doors, folding partitions, glazed

screens and the like

    E F  INB HLITTLE FRANCE, EDINBURGH

I Y T ESITY T ESFEASIBILITY COST ESTIMATEFEASIBILITY COST ESTIMATE

Work Package Description Comments

        C INE  C  N B D NGCOMBINED RHSC & DCN BUILDING
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Issued : 20/12/10

Base Date : December 2010

Page No : 12/24

33.0      AI  n ' )COST DETAIL (Cont'd)

Quantity Unit Unit Cost Item Total Work Package Total

£ £ £

Brought Forward 16,853,150.00        

4,557 m² 55.00              250,635.00         

4,557 m² 20.00              91,140.00            

341,775.00             

350 m² 630.00            220,500.00         

 

350 m² 240.00         84,000.00           

304,500.00            

11,600 m² 33.00           382,800.00         RHSC/DCN building footprint

11,600 m² 35.00           406,000.00         

11,600 m² 27.00           313,200.00         

1,740 m² 12.00            20,880.00           

8 Nr 3,200.00      25,600.00           

35 Nr 2,900.00      101,500.00          

11,600 m² 4.00             46,400.00           

1,296,380.00          

Carried Forward 18,795,805.00        

  o  o iRoof Coverings

Waterproof coating to concrete base including upstands

Expanded polystyrene warm deck insulation

undSundries

Fall arrest system

WORK PACKAGE TOTAL

  E O FETFE ROOF

    o  o i  Roof Coverings 

   OGREEN ROOF

Work Package Description

    o  o i  Roof Coverings 

Green roof coverings laid on roofing build up; complete with pebble

margins

I Y T ESITY T ESFEASIBILITY COST ESTIMATEFEASIBILITY COST ESTIMATE

Comments

        C INE  C  N B D NGCOMBINED RHSC & DCN BUILDING

    E F  INB HLITTLE FRANCE, EDINBURGH

 

WORK PACKAGE TOTAL

Taken to 1st & 3rd floor roofs

RHSC adjusted for footprint change

RHSC adjusted for footprint change

RHSC adjusted for footprint change

WORK PACKAGE TOTAL

 

PPC metal profile pieces at movement joints, service openings and the

like

Stone ballast to roof coverings

Extra over; precast concrete paving slabs in lieu of ballast Assumed to 15% of roof area

ETFE roof; barrel vaulted Texlon Thermo Cushion; plan and vertical

areas

      Q D L  O  F HLIQUID APPLIED ROOF FINISHES

Steel structure to ETFE roof

Coxdome 150 diameter dome rooflight

Sunpipes
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Issued : 20/12/10

Base Date : December 2010

Page No : 13/24

33.0      AI  n ' )COST DETAIL (Cont'd)

Quantity Unit Unit Cost Item Total Work Package Total

£ £ £

Brought Forward 18,795,805.00        

11,600 m² 15.00            174,000.00         

174,000.00             

668 m² 230.00         153,640.00         Taken as 5% of external wall

334 m² 70.00           23,380.00           Assumed 50% of louvre area

177,020.00             

 item  200,000.00          

item 60,000.00           

208 m 200.00         41,600.00           

1,277 m 150.00          191,550.00          

210 m 150.00          31,500.00           

item 280,000.00         

804,650.00            

 item  200,000.00         

200,000.00            

Carried Forward 20,151,475.00        

RHSC adjusted in line with GIFA

RHSC adjusted in line with GIFA

i  te n, to i  nd i  te n, to i  nd Fire Protection, Stopping and CollarsFire Protection, Stopping and Collars

Allowance generally

WORK PACKAGE TOTAL

RHSC adjusted in line with GIFA

Mild steel balustrade roof edge protection

Allowance for sundry metalwork; riser platforms, step over platforms,

ladders, etc

I  II  IFIRE PROTECTIONFIRE PROTECTION

Balustrading and handrails to feature stair

Brass handrail and balustrade to Ozone / central core

  a  e rGeneral Metalwork

E  N  E  N  EXTERNAL RAINWATER GOODSEXTERNAL RAINWATER GOODS

Extra over; allowance for blanking plates

Syphonic drainage installation

U SLOUVRES

  ntr m u ePlantroom Louvres

PPC extruded aluminium louvres and insect mesh

o  ao  aRoof DrainageRoof Drainage

Comments

RHSC adjusted for footprint change

Balustrading and handrails to general stairs

I Y T ESITY T ESFEASIBILITY COST ESTIMATEFEASIBILITY COST ESTIMATE

Work Package Description

Balustrading to windows

WORK PACKAGE TOTAL

WORK PACKAGE TOTAL

WORK PACKAGE TOTAL

  C I E U  WOARCHITECTURAL METALWORK

    E F  INB HLITTLE FRANCE, EDINBURGH

      te l B s di  n  H r lInternal Balustrading and Handrails

        C INE  C  N B D NGCOMBINED RHSC & DCN BUILDING
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Issued : 20/12/10

Base Date : December 2010

Page No : 14/24

33.0      AI  n ' )COST DETAIL (Cont'd)

Quantity Unit Unit Cost Item Total Work Package Total

£ £ £

Brought Forward 20,151,475.00        

27 Nr 3,500.00      94,500.00           

1 Nr 60,000.00    60,000.00           

154,500.00             

1,069 m² 285.00         304,665.00         Taken as 8% of external wall

1,110 m 50.00           55,500.00           

2,806 m² 70.00           196,420.00         Taken as 21% of external wall

267 m² 230.00         61,410.00            Taken as 2% of external wall

535 m² 240.00         128,400.00         Taken as 4% of external wall

267 m² 400.00         106,800.00         Taken as 2% of external wall

531 m² 50.00              26,550.00           

item 150,000.00         

 item  400,000.00         

 item  40,000.00           

1,469,745.00          

10,554 m² 50.00           527,700.00          

527,700.00            

Carried Forward 22,303,420.00       

Facing brickwork construction; Rothesay

Rheinzink vertical standing seam cladding panels

Stone cladding

Allowance for building fabric artwork

Allowance for knock out panels for MRI delivery & replacement

T CT R  AM  ST CT R  AM  SSTRUCTURAL FRAMING SYSTEMSTRUCTURAL FRAMING SYSTEM

FFSFSSFS

Inner leaf of external walls

Supply and install

Feature stair

        C INE  C  N B D NGCOMBINED RHSC & DCN BUILDING

    E F  INB HLITTLE FRANCE, EDINBURGH

  C  AICONCRETE STAIRS

    E   N CT OEXTERNAL WALL CONSTRUCTION

  na  lExternal Walls

Metal cladding: Qbiss

ta sStairs

Precast concrete stairs and landings (rising 1 building floor)

WORK PACKAGE TOTAL

WORK PACKAGE TOTAL

Facing brickwork construction; Feature brick panels

WORK PACKAGE TOTAL

Flashing to copes and the like

RHSC adjusted in line with external

wall area

Engineering brickwork RHSC adjusted in line with external

wall area

I Y T ESITY T ESFEASIBILITY COST ESTIMATEFEASIBILITY COST ESTIMATE

Work Package Description Comments

Sundry masonry items; support channels, wall ties, weep holes, cavity

trays, etc
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Issued : 20/12/10

Base Date : December 2010

Page No : 15/24

333.03.0  AI  n ' ) AI  n )COST DETAIL (Cont'd)COST DETAIL (Cont'd)

Quantity Unit Unit Cost Item Total Work Package Total

£ £ £

Brought Forward 22,303,420.00       

2,743
m² 440.00         1,206,920.00      

2,057 m² 25.00           51,425.00           

4,430 m² 600.00         2,658,000.00      

3,916,345.00          

1,179 m² 40.00           47,160.00           

4,918 m² 40.00           196,720.00         

 item  50,000.00           

293,880.00            

14,955 m 130.00          1,944,150.00       

10,554 m² 23.00           242,742.00         

1,026 Nr 300.00         307,800.00         

2,494,692.00         

 item  850,000.00         

850,000.00            

Carried Forward 29,858,337.00       

C INE  C  N B D NGC INE  C  N B D NGCOMBINED RHSC & DCN BUILDINGCOMBINED RHSC & DCN BUILDING

Curtain walling to main entrance and courtyard areas  

  AZ  SC SGLAZED SCREENS

  d S eGlazed Screens

Timber glazed screens and frameless glazed partitions to office areas

Work Package Description

RHSC adjusted in line with GIFASundry masonry items; expansion joints, joint reinforcement, etc

Comments

C  / B CK KC  / B CK KBRICK / BLOCKWORKBRICK / BLOCKWORK

WORK PACKAGE TOTAL

Stair/ lift core walls; 140 thick RHSC adjusted in line with GIFA

      N    WINDOWS / CURTAIN WALLING

Polyester powder coated thermally broken aluminium windows

incorporating double glazed units Velfac 280 or equal approved Taken as 20% of external wall

WindowsWindows

RHSC adjusted for footprint change

      ti   y nPartitions & dry Lining

Internal linings to external walls  

WORK PACKAGE TOTAL

RHSC adjusted in line with GIFA

    ITY T ESFEASIBILITY COST ESTIMATE

      R T O    PARTITIONS & DRY LINING

Linings to columns; including access panels  

Extra over; solar shading to glass Assumed 75% of window area

Basement walls; 140 thick

  te l Pa tiInternal Partitions

Metal stud partition; 3.6 - 3.9m high RHSC adjusted in line with GIFA

WORK PACKAGE TOTAL

    E F  INB HLITTLE FRANCE, EDINBURGH

WORK PACKAGE TOTAL
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Issued : 20/12/10

Base Date : December 2010

Page No : 16/24

33.0      AI  n ' )COST DETAIL (Cont'd)

Quantity Unit Unit Cost Item Total Work Package Total

£ £ £

Brought Forward 29,858,337.00       

 item  1,400,000.00      

1,400,000.00          

321 Nr 5,000.00      1,605,000.00      

1,605,000.00          

2,254 Nr 900.00         2,028,600.00      

2,254 Nr 200.00         450,800.00         

2,254 Nr 35.00           78,890.00           

7,483 m² 5.00             37,415.00           

item 60,000.00           

55 m² 110.00          6,050.00             

2,661,755.00          

5,079 m² 60.00           304,740.00         

510 m² 80.00           40,800.00           

345,540.00            

Carried Forward 35,870,632.00       

RHSC adjusted in line with GIFA

RHSC adjusted in line with GIFA

RHSC adjusted in line with GIFA

Allowance for ironmongery to doors

        B E Y SIPS & CUBICLE SYSTEMS

    te a d um ng yIntegrated Plumbing Systems

IPS panels, sanitary ware and toilet/examination rooms RHSC adjusted in line with GIFA

WORK PACKAGE TOTAL

Allowance for internal doors and ironmongery

    -  r  sEn-Suite Sanitary Pods

Standard toilet pods; complete installations

  R  PO SBATHROOM PODS

Comments

rr rJoinerworkJoinerwork

RHSC adjusted in line with GIFA

N KJOINERWORK

        C INE  C  N B D NGCOMBINED RHSC & DCN BUILDING

    E F  INB HLITTLE FRANCE, EDINBURGH

I Y T ESITY T ESFEASIBILITY COST ESTIMATEFEASIBILITY COST ESTIMATE

Work Package Description

Skirtings; 100 high RHSC adjusted in line with GIFA

Hardwood timber flooring As RHSC stand alone scheme

RHSC adjusted in line with GIFA

Allowance for door protection

Miscellaneous joinerwork items, includes cills, facings and the like

 

WORK PACKAGE TOTAL

    E   N EEXTERNAL WALL FINISHES

  na  eExternal Render

Permarock self coloured insulated render; to inner face of parapets

Taken as 38% of external wallPermarock self coloured insulated render

WORK PACKAGE TOTAL

WORK PACKAGE TOTAL
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Issued : 20/12/10

Base Date : December 2010

Page No : 17/24

333.03.0  AI  n ' ) AI  n )COST DETAIL (Cont'd)COST DETAIL (Cont'd)

Quantity Unit Unit Cost Item Total Work Package Total

£ £ £

Brought Forward 35,870,632.00       

700 m² 100.00          70,000.00           

70,000.00              

2,507 m² 22.00           55,154.00           

1,512 m² 65.00           98,280.00           

27 Nr 400.00         10,800.00           

321 Nr 150.00          48,150.00           

 item  30,000.00           

242,384.00            

28,900 m² 30.00           867,000.00         

4,250 m² 33.00           140,250.00         

9,350 m² 35.00           327,250.00         

item 32,000.00           

42,500 m² 10.00            425,000.00         

 item 325,000.00         

27 Nr 1,000.00       27,000.00            

6 Nr 5,000.00      30,000.00           

2,173,500.00          

Carried Forward 38,356,516.00        

Allowance for sundry screeding elsewhere  

WORK PACKAGE TOTAL

Screed to basement areas with cavity drain dpm

R   N  L  N S ER   N  L  N S ECARPET & VINYL FLOOR FINISHESCARPET & VINYL FLOOR FINISHES

 

WORK PACKAGE TOTAL

Tiles to part of Ozone / main corridors

l r f nil r f niFloor finishesFloor finishes

Carpet

Work Package Description Comments

    ITY T ESFEASIBILITY COST ESTIMATE

  l r T iFloor Tiling

PVC sheet flooring

Liquid applied DPM to all soft floor coverings

  I  NCERAMIC TILING

    E F  INB HLITTLE FRANCE, EDINBURGH

C INE  C  N B D NGC INE  C  N B D NGCOMBINED RHSC & DCN BUILDINGCOMBINED RHSC & DCN BUILDING

Screeding around toilet pods

  l r S e iFloor Screeding

CR DCR DSCREEDINGSCREEDING

 

Screeding to stairs (per flight)

Screed to office areas RHSC adjusted in line with GIFA

WORK PACKAGE TOTAL

Finish to feature staircase (per flight)  

Assumed a RHSC cost + 50%

RHSC adjusted in line with GIFA

Clean-off zone carpet to entrances

Allowance for cover plates and threshold strips

Finish to general staircase (per flight)

Marmoleum flooring RHSC adjusted in line with GIFA

RHSC adjusted in line with GIFA

RHSC adjusted in line with GIFA
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8 December 2010 
 
Iain Graham 
Director of Capital Planning and Projects, 
Lothian Health Board 
Waverley Gate 
2-4 Waterloo Place 
Edinburgh EH1 3EG 
 
 
Dear Iain 

RHSC/DCN NPD  Project 

 

I refer to our meeting on Monday which was a useful introduction to some of the 
key issues to be addressed in relation to the combined RHSC/DCN NPD  project. 

As well as providing you with some suggested questions for your lawyers on the 
existing PSCP framework agreement and its interaction with the new 
procurement, I thought that it would be helpful to touch on a number of other 
issues, some of which we discussed on Monday . 

1. Project Scope  
1.1. You confirmed yesterday that NHSL’s preferred option for meeting its 

clinical requirements is an integrated facility incorporating both the 
RHSC and the DCN in one building. You indicated  that a check is being 
done to ensure that a building to cover both facilities can fit within the 
envelope of the footprint of the existing design for RHSC , which remains 
your preferred option, taking account of the constraints of which you are 
now aware. You also said that this is being looked at with a view to 
minimising interface / alteration of the existing PFI contract . It would be 
helpful if you could confirm the timescale for completing that exercise 
and let me have outline plans/layouts once available together with a note 
of the assumed constraints (e.g. you mentioned a road stopping up being 
required) and the likely views of the planners. 

1.2.  The project scope as an NPD and affordability need to be considered 
together. Affordability is of course a matter between NHSL and SGHD 
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and no doubt discussions on that front in the context of the development 
of NHSL’s Business Case for the combined project should  be taken 
forward in early course. 

1.3.  By way of illustration and based on nothing more than the £250m figure 
in the budget statement, a very high level affordability assessment for 
discussion is included at Annex 1 for a 75,000m2 facility and an NPD 
contract for hard FM only. 
 

1.4. You confirmed that NHSL would retain the soft FM in house in line with 
Scottish Government policy. We are firmly of the view that hard FM and 
life cycle maintenance services need to be part of the contract to optimise 
value for money and deliverability.  

 
 

2. Interface with Existing PFI Contract 
2.1. We agreed that SFT would start to assemble some of the key issues 

associated with Consort and the existing PFI contract, for further 
discussion with the Health Board. We understand these to include 
resolution of a car park land swap, the potential removal of soft services 
from the contract, decisions with regard to any potential time extension to 
the contract and any reconfiguration of the contract required to 
accommodate the Project. All of these issues potentially do not require to 
be resolved ahead of the start of the procurement of the new contract, but 
as discussed, we firmly believe that the land swap does require early 
resolution and a full agreement with Consort should be pursued as a 
matter of priority. Proceeding to a procurement of the Project without full 
Health Board control of the land required could compromise the 
procurement, especially given the role of Consort as a potential bidder for 
the Project.  

2.2.  I will separately let you have a note of the key issues which will need to 
be added to following further discussions with you and colleagues.  
Meantime, it would be helpful if you could let me have a copy of the 
Memorandum of Understanding which has been agreed to date. 
 

3. Procurement Options 
We discussed a number of options when we met: 

3.1. Susan confirmed at the meeting that a capital funded route is not an 
option, given budgetary pressures. 

3.2. For the reasons we discussed (e.g. scope of the existing procurement and 
the nature of the project) incorporating the project within the South East 
hub is not an option. 
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3.3. You mentioned the possibility of retaining the existing PSCP for 
construction (with a revised scope to include the DCN) , NHSL providing 
the lifecycle and on going maintenance and seeking to procure financing 
through an SPV (Option 6). As we said at the meeting, in order for the 
project not to be classified as a government asset (and hence count against 
the Scottish Government’s capital budget) the requirements of European 
System of Accounts (ESA 95) need to be met. In short this involves the 
transfer of construction and one of demand or availability risk to the 
private sector. We do not see how this proposal would meet those tests, 
though if you  wish to pursue this option we suggest that you take advice 
from your financial advisor. 

3.4. Another proposed option was  the retention of the existing PSCP for 
construction (with a revised scope to include the DCN) and the  
introduction of finance (Option 3) or finance and maintenance/operation 
(Option 4). We discussed this briefly  and ruled both options out given the 
scope of the original OJEU for the Health Framework.  

3.5. A further  option concerned  the retention of the existing PSCP for 
construction (with a revised scope to include the DCN) which you 
suggested would involve the PSCP being novated to an SPV which would 
contract with NHSL to provide the  NPD DBFM solution (Option 5). In 
the first instance we agreed that NHSL would seek advice as to whether it 
would be legally possible and we attach at Annex 2,  for discussion,  our 
suggested questions for your legal advisers in that regard. Given the 
differences in the underlying construction contracts envisaged in the 
Health Framework and within an NPD contract structure, our strong view 
is that a further party would need to be introduced who would take on the 
risks associated with a D&B contract required for the NPD procurement 
and subcontract with the PSCP for the Health Framework construction 
contract (i.e. ‘wrap’ the Health Framework contract). Beyond the legal 
issues associated, we believe this could cause commercial issues in 
receiving strong value for money proposals from the private sector. We 
would be happy to discuss this further if appropriate.  

3.6. There is the option of concluding the existing PSCP arrangements and 
tendering the RHSC/DCN project using a traditional NPD DBFM 
procurement route. (Option 1)  In that case NHSL could provide bidders 
with an exemplar design to show the adjacencies etc which it has worked 
through internally including with clinicians to date. NHSL will want to be 
satisfied from its legal advisers that, as was indicated yesterday, the 
existing framework arrangements can be concluded without penalty, 
except for payment for work to date. 

3.7. As discussed yesterday, Option 1 appears the most likely route, but the 
other options need to be further considered further, in consultation with 
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legal advisers along with any options not currently listed. As discussed, 
this needs to be done as a matter of urgency such that a recommendation 
can be made to a Committee Meeting on 12th January 2011.   

 
4. Role of  SFT  

 
We thought it would be useful to set out what we believe SFT’s role to be both 
in the short term, but also more widely during the procurement process.  
4.1. Procurement Strategy – SFT can assist the Board in determining the 

approach that should be taken. In addition SFT could provide ongoing 
support to the project via representation on the project board.     

4.2. Market Interface – SFT’s role is to coordinate the wider programme of 
NPD projects and to communicate the opportunity to private sector 
bidders to encourage a strong market response.  

4.3. NPD Terms  - SFT has a role as the guardian of the commercial position 
as it relates to the Non Profit Distribution principles contained within the 
contract. As part of this role we could consider with the Board and its 
advisers any changes required to the NPD structure ahead of the 
procurement.  

4.4. Existing PFI Contract - SFT can assist the Board with the development of 
a strategy to resolve any outstanding issues and seek the necessary 
variations to the existing PFI contract with Consort.  The negotiation will 
be for NHSL. 

4.5. Financing Structure -  SFT can support NHSL and its financial advisors in 
developing the optimal financing structure for the project in order to 
minimise the financing cost of the project. 
 

4.6. Validation – SFT is likely to have a role in project reviews at key stages 
during the procurement process.  
 

 

5. Other Issues in Preparing for Procurement 
5.1. Consideration will be needed at an early stage of how much the design 

should be progressed in-house and how much in competition through the 
NPD procurement. There is an opportunity with recent accounting rules 
changes to undertake more design – especially overall massing, 
adjacencies and even layouts in-house; with the preferred bidder taking on 
detailed design for construction. Such a move will involve more design 
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work ahead of the procurement, but is overall likely to save time to a start 
on site.  

5.2. There is likely to be a need to resubmit the Business Case to SGHD. SFT 
does not have a part in the Business Case process, but suggests that 
efficiency, functionality and affordability should be the focus. Any VfM 
comparison with a direct capital built option will need to be cognisant of 
the lack of capital availability and therefore we suggest this should curtail 
the level of time and cost incurred in pursuing this alternative.  

5.3. The  treatment of surplus land / facilities whether inside, or outside the 
scope of the project will have to be considered.  

5.4. Energy and utilities will need careful consideration in the NPD contract, 
and the interface with the existing PFI and I will pick that point up in the 
note of issues on the existing contract. 

5.5. There will need to be a warming of the market to this as an NPD project. 
Key concerns of the market are likely to be demonstration of a firm scope, 
commitment of affordability and the interface with both the existing PFI 
contract and the work carried out under the Health Framework. Once a 
resolution of these points is agreed (but not necessarily delivered) a round 
of soft market testing would be advisable. 

6. Programme & Resourcing 
6.1. A dedicated project team will be needed in NHS Lothian to take forward 

the project. Given the move towards a large revenue funded project 
involving private capital and the complexity of the interface issues with 
the existing PFI contract, we would strongly recommend that individuals 
are found who have the necessary skills and have experience of PPP 
procurement.  As discussed, NHS Lothian will need appropriate advisory 
support – financial, technical and legal to bring forward a complex NPD 
procurement. I know that you are looking at existing framework 
arrangements. SFT is in the early stages of the establishment of a NPD 
programme wide advisory framework to support those procuring bodies 
who wish to participate. This is likely to take until the early summer 2011 
to put in place.   

6.2. The programme to procurement will be highly dependent on the speed 
with which NHS Lothian can appoint both a project team and advisers   
Both of these should be pursued as a matter of priority in parallel with 
identification of the preferred scope and procurement route and  further 
discussions with Consort.  Assuming that design is progressed in-house 
(or by PSCP) ahead of the procurement for a combined facility (rather 
than as part of the procurement process) and that a well resourced project 
team and advisers are already in place, then we believe a procurement 
period (from OJEU to financial close) of 12 months is achievable.  
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However getting to the point of OJEU with all these areas addressed is 
likely to take about 6 months.  
 

I hope that the above is helpful in setting out a number of the issues to be 
addressed. I suggest that a further meeting is convened as soon as possible to 
consider and progress these issues.  

 

Yours sincerely  

 

Donna Stevenson 

Associate Director 
d/l:  
 

 

Cc: Susan Goldsmith 

      Norman Kinnear 
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Annex 2: Questions for NHSL’s legal advisers 

A. PSCP Framework Agreements and the NPD DBFM Procurement 

A potential procurement route which has been identified involves the retention of 
the existing PSCP for construction (with a revised scope to include the DCN) 
which would involve the PSCP being novated to an SPV (or an interposed 
contractor), selected following a procurement of an NPD DBFM solution. This 
would involve the SPV which would contract with NHSL effectively “wrapping” 
the construction risk inherent in the contractual documentation for the NPD 
project which would reflect SoPC 4 as amended by  NPD principles to the extent 
that they are greater than those inherent in the  existing PSCP arrangements 

NHSL’s legal advisers should be asked to advise on the following issues. 

1. Is the scope of the existing Health Framework procurement sufficient legally 
to allow the subsequent extension to include the DCN as well as the  RHSC? 

2. Would the existing Health Framework contract permit (in a manner which is 
legally compliant, including as to the procurement rules) the novation by 
NHSL of the contractual arrangements to an SPV (or an interposed 
contractor), to be employed by NHSL under NPD DBFM documentation? 
Would this require the consent of the other parties to the existing 
arrangements? 

3. Could a compliant procurement be run for the NPD DBFM which contains an 
obligation on the winning bidder to accept a novation of the existing PSCP 
arrangements, bearing in mind the obligation to treat bidders equally and 
without discrimination? Would this legal position change if one of the bidders 
was party directly to the PSCP arrangements? 

4. If the advice on issues 1 to 3 is that a legally compliant procurement could be 
pursued then the following questions should be addressed: 
4.1. What would be the key commercial provisions, risks and liabilities in 

respect of which the building contract under the Health Framework  
would differ from a building contract which would typically be concluded 
for an NPD DBFM contract, bearing in mind financiers’ requirements? 

4.2. Would the rights available to the SPV under the existing PSCP 
arrangements provide a basis for it to operate a “wrap” of the existing 
PSCP arrangements? 

4.3. Do NHSL’s adviser foresee any other legal issues with the potential 
procurement route? 

 
 

B Conclusion  of Framework Agreements  
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NHSL’s legal advisers should be asked to advise on the following issues. 

1. Is NHSL entitled to conclude the existing PSC framework arrangements at 
will, either before or at the end of the current stage? 

2.  If so 
2.1.  what is the notice period? 
2.2. Is the sole liability to pay for the work done to the date of termination? 
2.3. If not what are the heads of cost? 
2.4. How are the costs referred to in 2.2or 2.3 calculated? 

  
3. On and after conclusion of the contracts what is the extent of the intellectual 

property rights under and pursuant to the subject matter of the contracts, 
including as to the right to grant rights to third parties without cost to NHSL? 

 
 

C. A Stand Alone NPD DBFM Procurement  
 
A further procurement option being considered is using to some degree the design 
work carried out under the Health Framework, but as part of a new NPD DBFM 
procurement without any further contractual relationship with the Health 
Framework contract. From a purely legal perspective (including procurement law) 
is there any barrier to doing this given : 
 
3.1 the proximity and required interface with the existing PFI contract. Note that it 
is the intention to have in place an agreement with the existing PFI project 
company to split out the land from that contract on which it is intended to build 
the new facilities. Interface is likely to include corridor links and utilities sourcing. 
3.2 the role of a potential bidder for the new contract as PSCP in the development 
of the design for the RHSC? 
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BACKGROUND NOTE FOR PQ S3O-12372 
 
36.5% real terms cut in capital funding mean that not all planned 
projects can proceed on planned timescales or using public capital. 
Within health, the net capital budget is £488.2m for 2011-12 and 
contains provision for the New South Glasgow Hospitals Project 
(£178.3m), legal commitments of circa £200m and maintenance/ 
replacement programmes of circa £110m. Whilst the projected costs of 
the RHSC project are projected to be £169.4m with £37.2m falling due in 
2011-12, the main element of spend is £85m in 2012-13. This spike in 
expenditure is set against a background where after all of the actions 
already taken by the Scottish Government there is still an over 
commitment of circa £450m on the 2012-13 capital budget to be 
resolved. There is therefore no headroom to absorb such a large 
commitment without a radical reprioritisation of the whole capital budget.  
 
NHS Lothian are in procurement for the RHSC and have appointed a 
Principal Supply Chain Partner (PSCP), BAM Construction, from the 
NHS National Framework “Frameworks Scotland” to deliver a final 
design proposal to support a Full Business Case for the RHSC. No 
construction contract has been signed and the PSCP will be paid for 
design development work undertaken. It is not clear what the 
implications of this decision will be for BAM Construction and its’ supply 
chain members. Given the stage of detailed design we would propose 
that design development is completed and the design could be novated 
under an NPD procurement.  
 
There is likely to be criticism over a delay in the project and the impact 
on the Principal Supply Chain Partner. There is also likely to be staff 
side concern regarding the extension of private finance on the ERI site. 
There may also be a negative reaction from charitable organisations 
who support the project and are fund raising to support the new building.  
In responding to these issues the use of revenue finance, and revenue 
support for unitary payments will give certainty over the delivery of the 
project and existing health policy is that Soft FM is excluded from NPD 
type projects.  NHS Lothian are already pursuing a revenue finance 
solution for the Department of Clinical Neurosciences as a variation to 
the exiting PFI contract at Royal Infirmary of Edinburgh. 
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SUPPLEMENTARY Q&A 
  

Q - The use of revenue 
finance will delay the 
delivery of the Royal Hospital 
for Sick Children? 
 
A - Delay on the delivery of the 
Sick Kids will be minimised by 
NHS Lothian preparing for 
procurement as quickly as 
possible and by receiving 
support from the Scottish Futures 
Trust  

  
   

Q – How long will the project 
be delayed? 

 
A – The delay may be 
approximately a year.  
  
Q – Why was public funding 
secured for the New South 
Glasgow Hospitals Project but 
not for the Sick Children’s 
Hospital in Edinburgh? 
  
A -       The business case for the 
New South Glasgow Hospitals 
Project demonstrates that public 
capital represented better value 
for money through public capital 
(by £118.86m for PFI and 
£105.47m for NPD).  
We wish to progress the Sick 
Kids in Edinburgh as quickly as 
possible and can do this most 
effectively through NPD. 
  
Q- Does NPD not provide less 
value for money?  
  

A -        Given reductions in 
public capital NPD is the best 
way of maintaining investment, 
jobs and economic growth. 
For the first time Scotland has a 
clear and sustainable approach 
to NPD investment, to ensure 
affordability over the medium to 
long term.  We are setting an 
additional 1% of future revenue 
budgets to support £2.5 billion of 
new capital investment. 
   
Q - Why have you allowed NHS 
Lothian to waste the time, 
effort and costs they have 
incurred in bringing the 
project this far? 
  
 A – The work undertaken by the 
Health Board and the Contractor 
through the NHS Scotland 
National Framework 
“Frameworks Scotland” will not 
be wasted as it will form part of 
the procurement process that 
follows. 
The Contractor and other supply 
chain members who have 
worked with the Board will be 
appropriately paid for the work 
they have undertaken. 
 
Q – Will the use of PPP not 
result in soft facilities 
management staff being 
transferred to the private 
sector as with the Royal 
Infirmary.   
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A  There is no change to our 
policy that Soft FM is excluded 
from NPD type of projects. 
 
Q - Why did you not better 
protect health spending in 
Scotland? 
  
 A - In the current spending 
review period we have invested 
£1.676 billion in health capital, a 

19.9% increase on the previous 
three year period.  
Excluding the £20m additional 
funding provided to support 
pandemic flu in 2010-11 the 
reduction in the net capital 
budget of £69.5m matches the 
consequential impact of the 
Department of Health Capital 
reduction. 

 
 
Contact Name: Norman Kinnear 
Ext:    
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1 FOREWORD 
NHSScotland invests over £0.5bn each year on new or replacement assets such 

as land, buildings, equipment and facilities. With the increasing demand for 

infrastructure investment, and recognising the lasting impact that such investment 

decisions have, it is essential that we make the right investment choices and that 

we clearly demonstrate and deliver value for money for the taxpayer.  

 

Furthermore, the Scottish Government has set an ambitious agenda for the public 

sector to contribute to the achievement of sustainable development. There is a 

clear need for NHSScotland to play its part in this by maximising the efficient use 

of its resources. With well-understood links between people’s health and the 

natural and built environments that surround them, it’s not just what is built that is 

important, but where, how, and with which materials. The construction process 

and, subsequently how we manage our buildings and estate over their lifetime, 

have a fundamental influence on Scotland’s health outcomes.  

 

The emphasis on the ‘economic case’ in this business case process is not simply 

concerned with the financial consequences of an investment decision but also non-

financial aspects. Making the right investment decisions therefore requires us to 

identify and act in support of the Scottish Government’s range of Strategic 

Outcomes from the outset, and throughout the entire construction and 

management process. In that Strategic context sustainability principles are 

embedded within the Scottish Capital Investment Manual (SCIM). 

 

It should be recognised by anyone involved in planning, designing and delivering 

NHSScotland’s healthcare estate that there is, at the present time (at the start of 

the Frameworks Scotland arrangements) an unprecedented opportunity and a 

need both to ensure and to demand sustainable healthcare buildings. Framework 

Scotland therefore is and should be one of the primary vehicles for delivering 

sustainability in the construction, management and maintenance of the healthcare 

estate. Delivering design quality and sustainability through the Framework will 

require a consistent approach with this SCIM guidance, alongside the application 

of and proper attention to AEDET and BREEAM Healthcare requirements at 

outline business case (OBC) and post-construction evaluation stages. Additionally, 
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an assessment of design quality at IA, OBC and FBC stages is now part of the 

SGHD Business Case process, the purpose of which is to ensure that the 

outcomes of development projects meet the Government’s objectives and 

expectations for public investment. The aim of mapping design into the Business 

Case process is to support the implementation of the Policy on Design Quality for 

NHSScotland by improving the level of design quality achieved across 

NHSScotland and, ultimately, the outcomes achieved by doing so. 

 

The above approach is entirely consistent with the five Strategic Outcomes of the 

Scottish Government. The Scottish Government’s vision is for a Scotland that is: 

Wealthier and Fairer; Smarter; Healthier; Safer and Stronger, and Greener. There 

are 15 national outcomes and 45 supporting indicators associated with these 5 

objectives, many of which have direct or indirect links to Scotland’s health. There 

are clear links, influences and opportunities between these and the NHSScotland’s 

role with respect to the built environment.  

 

Announcing their approach to the ‘Greener Scotland’ strategic objective, Ministers 

called for the Scottish Government and its partners, including the National Health 

Service, to work to become advocates and exemplars of good practice in 

environmental issues.  They acknowledged the good work already being done 

throughout the public sector but called for more, stressing the need to cut energy 

and water use, reduce waste, reduce travel emissions and support biodiversity. 

Within the ‘Healthier Lives’ national outcome, the need was identified for the 

Scottish Government to “work with NHSScotland…to deliver the full range of 

healthcare services” and for NHSScotland to maximise its productivity.  

 

A good business case brings together the evidence to support an NHS Board in 

their decision making and provides assurance to other stakeholders, including the 

public and Scottish Ministers, around the basis for such decisions and the 

robustness of the evidence and processes that underpin such key decisions. 

 

The scale of individual projects across NHSScotland varies significantly. Much of 

the focus is often given to large scale investments or service redesigns but 

business cases are equally important to support the effective delivery of smaller 
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projects, given the collective or cumulative effect they have.  

 

This point can be well illustrated by the current focus on carbon dioxide (CO2) 

reductions. Clearly, investments and budget decisions need to be in line with 

government policy. With the Climate Change Bill being progressed in Scotland in 

its final stages, there are clear signals from the Scottish Government that CO2 

reduction is one of the top political and environmental priorities.  

 

A further clear signal of the importance of carbon reductions, if one was needed, is 

the Scottish Government’s Carbon Assessment Project, which aims to account for 

the carbon implications (and value) of carbon in the decision-making process (the 

Budget Spending Review). Whilst the findings will not be known for some time, the 

implications are that all public sector budget planners should be tracking both the 

carbon and financial implications of their organisation’s policy and operational 

decisions. This is reinforced with the likely imminent introduction of the Carbon 

Reduction Commitment (CRC), where carbon will have a financial value and will be 

traded by those captured by the scheme, including, as proposed at present, a 

significant number of NHS Scotland sites. In the CRC, there will be significant 

financial penalties for bodies which under-perform in reducing their CO2 emissions. 

 

The common factor linking small and large developments is that the business case 

process must involve close scrutiny of all relevant financial and non-financial 

aspects of a proposed project to ensure that the best possible solution is selected 

for a given set of circumstances.  

 

This mandatory guidance provides, as part of the SCIM, a systematic and objective 

approach to all stages of the business case process that sits alongside – and 

complements – HM Treasury’s Green Book guidance on option appraisal.  

 

The Scottish Government is confident that its use will not only help enhance the 

quality and consistency of public sector business cases but will also increase the 

value for money and sustainability achieved as a result. 
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The publication of this Business Case Guide will assist all NHSScotland bodies in 

producing their business cases. It will, if applied properly and consistently, help 

reduce the cost and reliance on consultant support that is often applied by helping 

to build internal capacity and expertise.  

 

Almost more importantly, the guidance will help anyone involved in the governance 

or oversight of a project to understand the work necessary to genuinely prove a 

case for investment. This will enable a business case to become what it should be 

– not a bureaucratic necessity in order to obtain approvals, but a document 

demonstrating evidence-based decision-making. This Guide will act as an 

invaluable support to developing the contents and purpose of a good-quality 

business case. 

 

Frameworks Scotland – Engaging a Principal Supply Chain Partner and the 
Business Case process 
 
Frameworks Scotland affords the opportunity for NHSScotland Clients to enter into 

contract with Principal Supply Chain Partners (PSCPs) for specific schemes from 

IA Stage and with an option to appoint for wider strategic inputs for non-individual 

project specific activities prior to IA Stage – ie Stage 1 as defined in the Business 

Case Guide. 

 

It is anticipated that most PSCPs will enter into contract with NHSScotland Clients 

at the commencement of OBC stage. The Scheme Contract Template (see below) 

for Frameworks Scotland projects, however, has provision for contractual activities 

to commence from IA Stage to encourage earlier inputs where particularly required 

on projects. 

 

For a PSCP to provide whole programme strategic support in Stage 1 Phase 1a as 

defined in the Business Case Guide, a separate Contract would be required as the 

Template Contract only has provision for use on individual projects (schemes) from 

IA Stage. 
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Frameworks Scotland – Scheme Contract Template 
 
The Scheme Contract Template (NEC3, Option C) is a comprehensive and 

bespoke template with process driven contract activities relevant to Frameworks 

Scotland. The Template also provides guidance on how to complete the Contract 

for each of the four stages (IA, OBC, FBC and Construction).  

 

The Contract templates contain detailed procedures for dealing with project 

processes including managing risks and change. As the basis for scheme 

development is one of collaborative inputs which comprehensively deal with risk 

management then this may have a bearing on how optimism bias for example is 

dealt with during the relevant stages of a project. 

 

The Contract has provision for the NHSScotland client to terminate – either at the 

conclusion of each stage or during stages if there is good reason (as defined in the 

Contract) to do so. There are model forms within the Contract Appendices for 

Approvals to Proceed from one stage to the next. 

 

The Scheme Contract is used in the formulation of the Stage 4 (construction and 

delivery process) Target Price. This should in turn be based upon a substantially 

complete design, a detailed programme and a confirmed set of deliverables 

(Works Information). The Target Price should be agreed as part of the FBC 

process. In line with p104 where there is commentary on the “final” business case 

for updating the FBC post procurement, this mechanism could afford the CPAMP 

the opportunity to refine the Target Price prior to approval to proceed to 

construction. 

 

The Target Price agreement is based on what is referred to as an Activity 

Schedule.  This is a programme related price list of key activities/ items of work 

representing the amount of the Target Price. 
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The template contract also includes supplementary sections dealing with Works 

and Site Information. These documents are continually developed in collaboration 

up to agreement of the Target Price and effectively define the scope of the works, 

including the Business Case related activities which should be undertaken. There 

are checklists for guidance together with clear referencing for these to be 

“reviewed in relation to the Scottish Capital Investment Manual (SCIM).” 

 

The Works Information Template in outlining the relevant Business Case Activities 

also indicates requirements to undertake BREEAM Health and AEDET reviews 

and evaluations at relevant stages of scheme development. The Template also 

indicates that at Stage 3 – FBC – the design should be at RIBA Stage E – Detailed 

design.  
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2 INTRODUCTION 
 
This guidance consolidates other reference sources and takes the business case 

author through the entire process – from IA, OBC and FBC. The guide is 

accompanied by a set of templates, prepared following many years of practical 

experience within a wide range of public sector organisations. It covers the 

content, presentation and structure of the business case and the standards which 

need to be applied. 

 

This guidance must be read in conjunction with the Treasury Green Book and 

other guides within the SCIM. It should also be read in conjunction with the 

‘Sustainable Buildings Guide’, and ‘A Sustainable Development Strategy for 

NHSScotland’, soon to be published by Health Facilities Scotland (HFS). The latter 

focuses on a range of 6 interrelated social, environmental and economic 

opportunities (priority action areas) to enhance the contribution of the health sector 

to sustainable development. These include transport; procurement; facilities 

management; employment and skills; community engagement, and new build and 

refurbishment. The forthcoming Sustainable Buildings Guide provides practical 

detail on the actions NHSScotland Bodies can take to enhancing the sustainability 

of the construction and management of the healthcare estate. That guide is being 

developed to map onto the SCIM process.  

 

All projects submitted to the SGHD Capital Investment Group for approval are now 

subject to an assessment of design quality and functionality, including technical 

and sustainability standards. This Design Assessment will take place at the Initial 

Agreement, Outline Business Case and Full Business Case stages of approval. 

 

The Scottish Government Health Directorates’ purpose in developing and 

implementing this process is to ensure that the outcomes of development projects 

meet the Government’s objectives and expectations for public investment. The aim 

of mapping design into the Business Case process is to support the 

implementation of this Policy by improving the level of design quality achieved 

across NHSScotland and, ultimately, the outcomes achieved by doing so. 
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To assist NHS Boards in utilising good design to achieve the best outcomes from 

their development projects, Boards are required to develop and produce a Design 

Statement prior to the submission of their Initial Agreement. The Design Statement 

is the first control document produced for a project and should be consistent with 

the Board’s overall vision contained within the strategic Design Action Plan. 

 

Additional guidance on Design Assessment and the Business Case process has 

been added to the Scottish Capital Investment Manual Supporting Guidance 

section. The guidance also includes advice on the preparation of the Design 

Statement. 

 

Our aims 
 
We have prepared this publication and its accompanying templates with the 

following aims and VFM principles in mind: 

 

• First – economy – to reduce the costs and timescales associated with the 

production of business cases 

 

• Second – efficiency – to increase the throughput of worthwhile schemes at 

their key review and approval stages 

 

• Third – effectiveness – to improve the quality of proposed schemes, both in 

terms of their scoping, planning, procurement, implementation and 

evaluation; and their structure and presentation 

 

• Fourth – sustainability - to ensure a holistic view is taken, accounting for 

and harmonising environmental, social and economic costs, benefits, 

impacts and opportunities. There are many opportunities and imperatives to 

address effectively the range of sustainability priorities in the 10 steps and 

35 actions of the SCIM process and business case below. 

 

Page 130



3 WHO SHOULD READ THIS PUBLICATION? 
 

Business Cases are a mandatory part of the planning, approval, procurement and 

delivery of investments within NHSScotland. The ‘Five Case Model’ is the Office of 

Government Commerce’s (OGC) recommended standard for the preparation of 

business cases and is used extensively within central government departments 

and their agencies. It is referenced by HM Treasury in the latest version of the 

Green Book and recommended by the Department of Health in England, the NHS 

in Wales and now NHSScotland.  

 

This guide provides an overview of: 

 

• the business case philosophy 
 

• the product – the Five Case Model 

 

• the recommended process – based on many years of practical experience 

 

It should, therefore, be read by key personnel involved in the development of these 

schemes. These include: 

 

• Senior Responsible Owners (SROs), Programme/ Project Directors and 

Project Managers, with responsibility for the successful and sustainable 

delivery of schemes 

 

• Directors of Finance, Procurement and Planning, with responsibility for the 

forward planning and sustainability of operational aspects of schemes  

 

• Members of the NHS Boards (Chairman, non-executives, the CEO and 

other directors), with strategic responsibility for approving the scheme 

through the life span of its development and delivery 
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• Staff in NHS Boards with responsibility for the implementation, monitoring 

and reporting of environmental management and sustainable development 

performance, including the board-level champion and Environmental 

Management Representatives. 

 

This guidance is provided in accordance with HM Treasury’s Green Book (a Guide 

to Investment Appraisal in the Public Sector) and is part of the SCIM. 

 

This guidance should be read in conjunction with the templates for the 

development of Initial Agreements (IAs), Outline Business Cases (OBCs) and Full 

Business Cases (FBCs) using the Five Case Model. 
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4 WHY IS THE BUSINESS CASE IMPORTANT? 

 
Much has been written about this. 

 

The fact is that too often, too many strategies, programmes and projects in the 

public sector fail to achieve their objectives and deliver anticipated benefits 

because the key phases of the investment have been inadequately scoped and 

planned and the associated risks have not been taken into account. 

 

The business case is so important because it is the planning and management tool 

which enables stakeholders, customers and delivery personnel to ascertain that 

schemes: 

 

• are supported by a robust case for change that provides strategic synergy 

– the ‘strategic case’ 

 

• optimise value for money – the ‘economic case’ 

 

• are commercially viable – the ‘commercial case’ 

 

• are financially affordable – the ‘financial case’ 

 

• are achievable – the ‘management case’ 

 
 
The business case is not simply a vehicle for gaining approval for a scheme. 

Irrespective of whether approval is required, the above components need to be 

satisfied for all public sector schemes. The development of the business case 

takes place over time, and sequentially in relation to the above five key 

components. It is assumed that the ‘sustainability case’ is embedded in the each of 

the above 5 cases.  At each iteration, further detail is provided, resulting in the 

production of the IA; the OBC and finally the FBC. 
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5 OVERVIEW OF THE BUSINESS CASE DEVELOPMENT 
 

Introduction 
 
The development of a scheme must be grounded in terms of a strategy or 

business plan. We refer to this as Phase 1. Phase 1 and the subsequent two 

phases which relate to the development of the business case over its lifespan (IA, 

OBC and FBC) are presented in sequence within this Guide.  

They total 10 main steps, with 35 supporting actions described in the main 
text and summarised in section 11. Diagram 1 provides a graphical 
visualisation of the business case development process. 
 

Background 
 
The process is iterative. Thus, as the business case is developed, it is always 

necessary to review previous steps in order to verify the continued efficacy of work 

undertaken in the earlier phases. 

 

The process is also flexible – the quantity and depth of the work undertaken needs 

to be tailored to suit the requirements of the individual scheme. Finally, we have 

shown how the process maps onto the OGC Gateway Process, which is now 

mandated for all programmes and projects within NHSScotland over £5m that are 

high risk/ mission critical. 
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Phase 1 – Determining the Strategic Context and Preparing the 
Initial Agreement (IA) 
 

This is part of the business planning stage, where the position of the proposed 

programme/ project is established in relation to the overall organisational and/ or 

service strategy. 

 

This phase maps onto the preparation of the ‘project initiation document’ (PID) in 

relation to PRINCE 2 project methodology and onto the OGC Gateway 0 – 

strategic fit. 

 

The preparation of an Initial Agreement should be considered where the definition 

of the project in relation to the programme and overarching strategy is unclear or 

uncertain. 

 
This is the scoping stage of the investment. The purpose of the IA is to confirm the 

strategic context of the investment(s); to make a robust case for change; and to 

provide stakeholders and customers with an early indication of the proposed way 

forward (not the preferred option), having identified and undertaken SWOT 

analysis on a wide range of available options, together with indicative costs. 

 

This phase maps onto OGC Gateway 1 – business justification. 
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Phase 2 – Preparing the Outline Business Case (OBC) 
 

This is the detailed planning phase of the investment. 

 

The purpose of the OBC is to revisit the IA in more detail and to identify a preferred 

option which demonstrably optimises value for money and emphasises 

sustainability. It also sets out the likely deal; demonstrates its affordability; and 

details the supporting procurement strategy, together with management 

arrangements for the successful rollout of the scheme. 

 

This phase maps onto OGC Gateway 2 – procurement strategy. 

 

The project moves into its procurement phase following approval to proceed. 

 
Note - Where there is a significant movement in cost 10% [excluding inflation] a 

revised OBC is required.  

 

Phase 3 – Preparing the Full Business Case (FBC) 
 

This takes place within the procurement phase of the project, following detailed 

negotiations with potential service providers/suppliers prior to the formal signing of 

contracts and the procurement of goods and services. The purpose of the FBC is 

to revisit the OBC and record the findings of the subsequent procurement. It also 

sets out the recommendation for an affordable solution which continues to optimise 

VFM and sustainability considerations, and includes detailed arrangements for the 

successful delivery of goods and implementation of services from the 

recommended supplier. 

 

This phase maps onto OGC Gateway 3 – investment decision. 
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Following FBC Approval 
 

Following FBC approval it is important to note that the business case continues to 

play a major role in the life span of the project. This includes:  

 

• internal and external audit 

 

• operational management – the risk management register 

 

• OGC Gate 5 (benefits realisation) – the benefits register 

 

• post project evaluation 

 

• Public Records Act and Freedom of Information (Scotland) Act. 
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Overview 
 

With each phase there are a number of different steps, which are shown below: 
 
 
Stage 1 – Business Planning and Scoping 
 
 
Phase 1a – Determining the strategic context   
 
 Step 1: Ascertaining strategic fit 
  
 Gateway Review Stage 
 
 Gate 0: Strategic fit 
 
 
Phase 1b - Preparing the Initial Agreement 
 
 Step 2: Making the case for change  
 
 Step 3: Exploring the preferred way forward 
 
 Gate 1: Business justification 
 
 
Stage 2 – Planning 
 
 
Phase 2 – Preparing the Outline Business Case (OBC) 
 
 Step 4: Determining potential VFM and approach to sustainability issues 

 Step 5: Preparing for the potential deal 

 Step 6: Ascertaining affordability and funding requirement 

 Step 7: Planning for successful delivery 

 Gateway Review Stage 
 
 Gate 2: procurement strategy 
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Stage 3 – Procurement 
 
 
Phase 3 – Preparing the Full Business Case (FBC) 
 
 Step 8: Procuring the VFM solution 

 Step 9: Contracting for the deal 

 Step 10: Ensuring successful delivery 

  
 Gateway Review Stage 
 
 Gate 3: Investment decision 
 
 
Stage 4 – Implementation 
 
 
 Gateway Review Stage  
 
 Gate 4: ‘Go Live’ 
 
 
Stage 5 – Evaluation 
 
 
 Gateway Review Stage 
 
 Gate 5: benefits realisation 
 

 
Diagram 1 provides a graphical visualisation of the business case 
development process. 

Page 139



                    

    

 
 

 
 

 
 

  
  

   
   

            
      

    

     
   

   
 

     
   

  

                   
             
            
        

      

   
   

      

             

      

Page 140



6 RESPONSIBILITY FOR PRODUCING THE BUSINESS CASE 
 

The ‘ownership’ and responsibility for the infrastructure investment planning 

process rests with the NHSScotland body developing or leading the development 

of the programme/ project in question. 

 

Issues of governance are dealt with in the SCIM Programme and Project 

Organisation Guide. For significant investments NHSScotland Bodies should 

appoint a Senior Responsible Owner (SRO) for the project’s direction at Board 

level, as also recommended by the OGC Gateway Process. The process should 

also involve the NHSS Body’s board-level environmental or sustainability 

champion, a key role promoted in the Environmental Management Policy Action 

Plan (2008). 

 

Under no circumstances should responsibility for the direction and the production 

of the business case be ‘outsourced’ to external consultants. However, external 

consultants may be of invaluable assistance and their use should be considered 

where the necessary skills and resources are not available in house. 

 

Similarly, the production of the business case should not be regarded as an 

adjunct to the project manager’s role, and a hurdle to jump for approval purposes. 

Instead, it must be viewed as a fundamental part of the overall business planning 

process, which requires advice and guidance from the business managers, users 

and technicians involved in the scheme. 
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Strategies, Programmes and Projects 
 

Strategies, programmes and projects are all components of the business planning 

process, which together provide the structured framework for defining and 

implementing change within the organisation, either at national, regional or local 

level. 

 

Strategies focus on the vision, mission and long-term goals of the organisation. 

Programmes provide the vehicle for implementing business strategies and 

investment initiatives through the management of a portfolio of projects that 

provide organisations with the capability to achieve benefits that are of strategic 

and operational importance.  

 

The above approach is entirely consistent with the five Strategic Outcomes of the 

Scottish Government. The Scottish Government’s vision is for a Scotland that is: 

Wealthier and Fairer; Smarter; Healthier; Safer and Stronger, and Greener. There 

are 15 national outcomes and 45 supporting indicators associated with these 5 

objectives, many of which have direct or indirect links to Scotland’s health. There 

are clear links, influences and opportunities between these and the NHSScotland’s 

role with respect to the built environment.  

 

If revising or developing new strategies and programmes, NHSScotland Bodies 

should be aware of their responsibilities under the Environmental Assessment 

(Scotland) Act 2005, in relation to the possible need for Strategic Environmental 

Assessment (SEA) of their plans, programmes or strategies. It should be noted 

SEA is not used for project-level interventions, which may require Environmental 

Impact Assessment (EIA) procedures. Guidance may be sought from planning staff 

within the relevant local authority.  

 

It is important to recognise that strategies incorporate a number of programmes, 

which will individually be made up of a number of projects, each of which requires 

a business case. 
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• validating that the programmes and projects are well structured, organised 

and funded; and that they have the required competencies and capabilities 

in place 

 

• making sure that effective performance management, measurement and 

monitoring is place and in particular that: 

 

• the projects have defined benefits and outputs 
• ownership of the delivery of benefits remains with the programme 

manager 

• outputs of the project remain consistent with changing aims and 
objectives 

• targets and achieved benefits are measured, reported and 
communicated 

• costs are closely monitored and managed; forecast costs and benefits 
are frequently reviewed; management data is ‘fit for purpose’; and 
sufficient controls are in place to ensure accuracy. 

 

The above should include effective and appropriate sustainability considerations.  

 

All NHSScotland business cases (whether they are required to be approved by 

SGHD or not) should clearly and explicitly demonstrate that equality and diversity 

issues have been appropriately considered and that where required Equality 

Impact Assessments have been carried out.   
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Phase 1 - Business Planning and Scoping 
 
Step 1  – Ascertaining Strategic Fit 
 

Initial Agreement 
 
Overview 
 
The purpose of the Initial agreement (IA) is firstly to establish the case for change 

and the need for investment; and secondly, to provide a suggested way forward for 

the scheme for the early approval of management. Consequently, it provides the 

‘initial agreement to proceed’ with the scheme. 

 

It is important that the ‘preferred way forward’ within the IA is not confused with the 

‘preferred option’ which emerges from the OBC. The preferred way forward 

provides management with a recommended direction of travel, following the initial 

assessment of the long list upon completion of the IA. The preferred option is the 

recommended VFM choice, following the detailed appraisal of the short list upon 

completion of the OBC.  

 

IA’s are good practice for the following key reasons: 

 

• they provide an early opportunity for the organisation and key external 

stakeholders to consider a programme/ project and influence its direction  

 

• they provide a basis for better decision making through reaching agreement 

from the outset about key issues for the options 

 

• they prevent too much effort being put into projects which should not 

proceed 
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Organisational overview 
 

This part of the IA provides a brief profile of the organisation, together with a 

statement of what it is seeking to achieve and the nature and level of resources 

currently at its disposal. The key areas of interest will include: 

 

• the mission of the organisation 

 

• its strategic vision, goals, business aims and service objectives 

 

• its current activities and services, including key stakeholders and customers 

 

• its organisational structure, staff complement, business turnover and 

geographical position 

 

• its existing financial and funding arrangements. 

 

Much of this information may be gleaned from annual reports. However, it is 

important to provide a snapshot of the organisation, given the fast pace of change 

within the public sector. Sources of information relevant to sustainable 

development should be referred to, as they set a direction of travel in respect of 

performance and priority issues, e.g. HDL(2006)21; ‘Choosing our future’; Better 

Health Better Care.  

 
Existing Business Strategies 
 

This part of the IA explains how the proposed investment fits within, supports and 

promotes the agreed strategy and work programme of which the project is an 

integral part. In doing so, it explains how the proposed scheme helps to achieve 

the business goals, strategic aims and plans of the organisation. Explicit reference 

to Local Delivery Plan objectives and the impact of the proposed project on 

relevant HEAT targets should be explicit. 
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All relevant strategies should be referenced including those at national, regional 

and local levels. Importantly, these strategies will highlight the high level policy 

aims (strategic aims) and business goals of the organization from which the 

objectives for the investment will flow. 

 

Direct linkages are required to the five Strategic Outcomes of the Scottish 

Government. The Scottish Government’s vision is for a Scotland that is: Wealthier 

and Fairer; Smarter; Healthier; Safer and Stronger, and Greener. There are 15 

national outcomes and 45 supporting indicators associated with these 5 objectives, 

many of which have direct or indirect links to Scotland’s health. 

 

At local level explicit links to Local Delivery Plans, HEAT Targets and agreed Asset 

Management Strategies should be clear and explicit. Much of this information 

should be available from existing documentation prepared at departmental and 

organisational levels and the outcome of deliberations at Phase 0 – determining 

the strategic context. 

 

Action 2.2 – Determine investment objectives, existing arrangements and 
business needs 
 
A robust case for change requires a thorough understanding of what the 

organisation is seeking to achieve (the investment objectives); what is currently 

happening (existing arrangements) and the associated problems (business needs). 

Analysing a project in this way helps to provide a compelling case for investment, 

as opposed to it simply being ‘a good thing to do’. Sustainability implications are 

relevant to and should be considered for all three of the above aspects. 

Requirements and opportunities exist to improve building design and lifetime 

performance, e.g. through using the AEDET and BREEAM Healthcare 

methodologies, and robustly pursuing or adopting the appropriate rating for the 

project in question. 
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Investment objectives 
 

This stage is probably the most important stage of all, and possibly the most 

underrated. It is concerned with defining the investment objectives for the project in 

terms of the desired outcomes and ‘where we want to be’, within the context of 

phase 0/ step 1 (determining the strategic context/ strategic fit). 

 

The investment objectives for the project must clearly relate to the underlying 

policies, strategies and business plans of the organisation. They should also be 

made SMART – specific, measurable, achievable, relevant, and time-constrained – 

to help facilitate the subsequent generation of options and provide the foundation 

for post-implementation review and evaluation. 

 

Business cases that do not include SMART objectives and baseline data against 

which planned improvements/ benefits can be assessed will not be approved by 

the SGHD Capital Investment Group. 

 

Investment objectives should: 

 

• be customer focused and distinguishable from the means of provision 

• focus on what needs to be achieved rather than the potential solution 

 

It is also important that investment objectives are not so narrowly defined that they 

exclude important options, or so broad that they cause unnecessary work at the 

option appraisal stage. 

 

The setting of robust investment objectives is an iterative process as subsequent 

appraisal (step 3, action 7) may change them. In practice, they will generally be 

predicated on the need to: 

 

• provide further economies in the provision of an existing service 

• improve business effectiveness and service quality in terms of the required 

outcomes 
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• improve efficiencies in the throughput of services 

• meet statutory requirements and obligations meet policy changes 

• deliver new business and operational targets 

 

Procuring an asset or service, or putting in place a scheme is never an investment 

objective in itself. It is what an organisation is seeking to achieve in terms of 

measurable returns on the investment that is important, e.g. seeking to maximise 

energy efficiency and best practice to reduce CO2 emissions, and in doing so 

reduce lifetime revenue or running costs, and the financial burdens (recurring 

revenue costs) likely to be associated with poor performance under the Carbon 

Reduction Commitment.  

 

Sustainability Objectives  
 

All new build above £2m are required to obtain a BREEAM Healthcare/ or 

equivalent 'Excellent' rating; all refurbishments above £2m to obtain a 'Very Good' 

rating. If the capital costs are less than £2m, projects should undertake a BREEAM 

pre-assessment to establish whether BREEAM is a viable option. 

 

Design Quality Objectives 
 

All projects should use the Achieving Excellence Design Evaluation Tool (AEDET)  

to assess design quality. Ideally an initial AEDET assessment should be conducted 

on existing facilities to articulate shortcomings and identify the key design 

objectives/ issues that require to be addressed in the options to be developed. 

When considering the preferred option as part of the OBC, an AEDET assessment 

workshop should be held within the NHSScotland body, followed up with a 

workshop involving the PSCP to ensure that key design objectives are embedded 

and addressed as the project develops.    
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Existing arrangements 
 

Within the parameters of the scope determined by the project’s investment 

objectives, this stage sets out the status quo. In other words, it looks at the existing 

arrangements and explains how services are currently organised, provided and 

supplied. It also includes details about stakeholders, customers and associated 

throughput and turnover. In doing so, it provides a snapshot of ‘where we are now’ 

and consequently the basis for the ‘do nothing’ option. 

 

Business needs 
 

Having fully understood the existing arrangements for the service, this stage 

pinpoints the ‘business gap’. In other words, the difference between ‘where we 

want to be’ (as suggested by the investment objectives) and ‘where we are now’ (in 

terms of existing arrangements for the service). This highlights the problems, 

difficulties and inadequacies associated with the status quo. This analysis should 

take into account existing and future changes in the demand for services, and the 

location for their delivery, especially in light of dispersed service delivery, and the 

effects, e.g. travel and transport implications, these may have. In most cases, it will 

be necessary to include: 

• confirmation of the continued need for business operations, including 

supporting evidence 

• projections of the nature and level of demand for future services 

• deficiencies in current provision 

• summary of user requirements, clearly distinguishing between the current 

and future. 
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Constraints 
 

The parameters within which the investment must be delivered should be 

considered. This may entail acting in accordance with a Government policy, 

directive or initiative, and on occasion within an ‘affordability envelope’ (if it has 

been made explicit) for the scheme. 

 

The constraints are imposed on the project and must be managed from the outset. 

However, in the case of ‘affordability’, it should generally be assumed that further 

funds will always be made available where the preferred option offers significantly 

improved value for money (VFM). It should also be noted that ‘greener’ buildings 

are not necessarily more expensive, in fact often the opposite. What is true is that 

late changes or ‘bolt-ons’ do tend to be costly (and generally less effective), so the 

principle should be to integrate sustainability criteria in from the outset, to 

maximize the benefits and long term opportunities, efficiencies and savings. 

 

Dependencies 
 

Any actions or developments required of others should be considered if the 

ultimate success of the project is dependent upon them. This could entail the 

successful delivery of the outputs associated with another project in the overall 

programme of which the investment is an integral part. A useful technique for 

populating this section of the business case is to build upon the earlier 

recommended template for each investment objective (step 2, action 3) as follows: 
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Step 3 – Exploring the way forward 
 
Introduction 
 
This is the technical core of the business case and is a fundamental chapter as it 

provides a robust and transparent basis for demonstrating VFM throughout the 

business case process. Section 2.3 of the Option Appraisal Guide provides 

detailed guidance. 

 

Having determined the strategic context for the project (phase 0/ step1) and 

established a robust case for change (phase 1/ step 2), this stage of the planning 

process focuses on the main choices (or options) available for delivering the 

required services, with a view to formulating a preferred way forward for the 

subsequent approval of management. 

 

Importantly, it should be noted that an early indication of the possible, or preferred, 

way forward could avoid considerable unnecessary work being undertaken at the 

OBC stage. 

 

Although we are now in the territory of the ‘economic case’, other sustainability 

considerations should be analysed and ascertained as outlined below, so that the 

earlier sustainability considerations are carried through and capitalized on 

effectively.  
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Action 3.2 – Determine the long list options and undertake SWOT analysis 
 
The purpose of this action is to identify as wide a range as possible of options that 

meet the investment objectives, potential scope and benefits criteria identified in 

step 2. It also involves looking at the associated strengths, weaknesses, 

opportunities and threats. 

 

The Treasury’s Green Book suggests in the order of a dozen main options in the 

first instance. This is known as the ‘long list’. Best practice suggests that these 

options should be generated by working parties (brainstorming exercises) 

comprised of senior managers (business input), stakeholders and customers (user 

input) and specialists (technical input). 

 

As a matter of principle, it is important to include an option which will act as the 

baseline for VFM. This may either be the ‘status quo’, ‘do nothing’ or ‘do minimum’, 

depending on which is the most realistic option in the circumstances. 

 

Options may sometimes appear to be ruled out for legal, financial or political 

reasons. In such cases, undue time, effort and expense should not be expended 

on appraising these options. However, it is equally important to ensure that the 

constraints in question have not been imposed artificially.  

 
Creating options: HM Treasury Green Book 
 

For creating the long list of options, the Green Book suggests:   

 

• research existing reports and consult widely with practitioners and experts 

to gather the set of data and information relevant to the objectives and 

scope of the problem  

• analyse the data to understand significant dependencies, priorities, 

incentives and other drivers from the research 

• identify best practice solutions, including international examples, if 

appropriate consider the full range of issues likely to affect the objective 
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identify the full range of policy instruments or projects that may be used to 

meet the objectives. This may span different sorts or scales of intervention; 

regulatory (or deregulatory) solutions may be compared with self-regulatory, 

spending or tax options develop and consider radical options. These may 

not become part of the formal appraisal but can be helpful to test the 

parameters of feasible solutions. Well-run brainstorming sessions can help 

to generate such a range of ideas. 
• varying time and scale 

• options to rent, build or purchase 

• changing the combination of capital and recurrent expenditure 

• refurbishing existing facilities or leasing and buying new ones 

• co-operating with other parts of Government and the public sector 

• changing locations or sites 

• co-locating or sharing facilities with other agencies 

• using IT to improve delivery, as part of wider organisational change  

• transferring service provision to another body, or improving partnership 

arrangements 

• varying the balance between outsourcing and providing services (or 

retaining expertise in-house) 

• engaging the voluntary sector 

• regulation, including private sector self regulation and voluntary action 

• different standards of compliance procedures for different groups (for 

example, large and small businesses) 

• varying quality targets 

• different degrees of compulsion, accreditation and monitoring and 

inspection regimes, including voluntary codes, approved codes of practice 

or Government regulation 

• action at regional, national or international level (for example, European 

wide) 

• better implementation of existing measures or initiatives 

• information campaigns 

• deregulation and non-intervention changes that will be permanent in the 

foreseeable future, or initiatives with specified time horizons. 
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Initial consideration of the potential for private sector involvement should also be 

considered – see step 4, action10. 

 

Use of the options framework: Long List 
 

The options framework provides a simple and straightforward approach to the 

identification and assessment of a broad range of relevant options (the long list) for 

investment. It has been tested thoroughly in a wide range of public sector schemes 

and proven to be particularly useful in getting senior management signed-up and 

committed to the preferred – or indicative – way forward early on in the business 

planning process.  

 

The following table sets out an approach for identifying options for the long list 

using a number of ‘categories of choice’ formulated around the who, the what, the 

when, the where and the how. Sustainability issues should be considered in each, 

but possibly with particular emphasis or opportunity in the scoping and service 

solution options below. 
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To use the options framework, the following actions should be taken: 

 

• identify the options within the first category of choice (scope) 

• assess how well each option meets the evaluation criteria (investment 

objectives and CSFs) 

• decide whether each option is ‘out’, ‘in’ or a ‘maybe’. In other words, 

whether it should be discounted immediately; or carried forward, either as 

the preferred choice in the category or a possibility for consideration 

• consider the options for the delivery of the preferred choice (scope) in 

relation to the next category of choice (service solution) 

• repeat the process for all other categories of choice. 
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This evaluation process at the IA stage is important to ensure that there is a robust 

set of options to be fully evaluated and appraised at OBC stage. This also reduces 

the potential of too much work being done at OBC on a longer list of options, some 

of which may be discounted on the basis of assessment against key benefits/ 

evaluation criteria established for the project. In the context of either Frameworks 

Scotland or the hub initiative this could avoid a great deal of work done by a PSCP 

or hub partner and their supply chain (at significant cost).  

 
Short-listed options 
 
In accordance with the Treasury Green Book, the IA must outline a minimum of 

three short-listed options for further examination at the OBC stage. 

 

These must include: 

 

• the ‘do nothing’; status quo; or ‘do minimum’ option, which provides the 

benchmark for VFM throughout the appraisal process 

• the ‘reference project’ or publicly funded preferred option. In Scottish 

Government value for money guidance this is also referred to as the 

Conventionally Procured Assessment Model (CPAM)   

• another option – possibly predicated on a ‘more’ or ‘less’ ambitious version 

of the reference project. 

 
Indicative costs and delivery arrangements 
 
Indicative prices for each of the above short-listed options should be provided at IA 

stage, along with an overview of the financial, commercial and management 

arrangements for the successful delivery of the proposed scheme. Given the early 

stage of development this may be expressed as a range of costs. 

 

Importantly, some allowance for ‘optimism bias’ should be made in the indicative 

prices – see the section on optimism bias in step 4, action 12. 
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The following actions should be taken:  

 

• to construct our reference project from the preferred choices in each 

category – i.e. an amalgamation of option 1 for implementation, option 2 for 

scope and funding and so on  

• to construct a more ambitious reference project from either some or all of 

the ‘c/f – more scope, faster implementation etc’ recommendations 

• to construct a less ambitious reference project from either some or all of the 

‘c/f – less scope, slower implementation etc’ recommendations. 

 

The short list must also include the ‘do nothing’ or ‘status quo’ options. 

 

It should be noted that the reference project is essentially the preferred way 

forward given that it is predicated upon the best assessment at this stage of the 

possible scope, service solution, method of service delivery, implementation and 

funding, following SWOT analysis of the available options in each category of 

choice. Moreover, it has been arrived at logically and systematically. 
 
A brief outline reference to the other cases 
 

A brief outline reference to other elements of the Five Case Model is required at 

this point in the IA – in other words include an outline of the:  

 

• Commercial Case 

 
 Assessment of possible procurement methodologies explored including 

NPD for new build projects in excess of £20m where not covered by arrangements 

under the hub initiative. 
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• Financial Case 

 
• A statement of the organisation’s financial situation 

• Resources available for the project, including assessment of the 

resource 

• holder’s ability to provide support 

• Capital and revenue constraints 

• Statements of strategic (or in principle) support from the stakeholders 

 

 

• Management Case 

 

• Who is involved in the project, both inside and outside of the 

organisation, including users, commissioners and other key 

stakeholders 

• Achievability of the project, taking into account the organisation’s 

readiness and resources 

• How the project is to be managed 

• Other key managerial considerations, including: Change 

Management, Training, Evaluation and Timetable 

• Nature of further work needed to develop management proposals 
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OUTPUT OF PHASE 1 AND GATEWAY REVIEW PROCESS 
 
 
 
The IA has now been completed. A Gateway 1 or Health Check 1 for the 
business justification stage should now be considered for the project, prior 
to the formal submission of the IA to the approving authority for agreement 
(if required). 
 
OUTCOMES FROM THE IA 
 
 
IA’s are good practice. They lay the basis for better decision making through 

reaching agreement from the outset on the case for investment and the key issues 

in the choices. IA’s also prevent too much effort being expended on projects that 

should not proceed. 

 
Management recommendations will focus on either: 

 

• abandoning the project, because it is considered unaffordable, too 

ambitious, or too high risk in relation to the expected benefits 

• modifying the project 

• undertaking a pilot exercise to test out the assumptions and to inform an 

eventual decision 

• going ahead with the project more or less as originally conceived with a set 

of recommendations on how to proceed, including agreement or adjustment 

to the proposed short list. 
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Stage 2 – Planning 
 
Phase 2: Preparing the Outline Business Case (OBC) 
 
Overview 
 
The purpose of the Outline Business Case (OBC) is to: 

 

• identify the option which optimises value for money (VFM) and overall 

sustainability 

• prepare the scheme for procurement 

• put in place the necessary funding and management arrangements for the 

successful delivery of the scheme 

 

The preparation of the OBC is a mandatory part of the business case development 

process for projects in excess of £5m. 

 

Step 4 – Determining Potential VFM 
 
Introduction 
 
This is the investment (or ‘option’) appraisal phase of the project, where the 

potential VFM of the scheme is determined in relation to the various options for 

delivery, in accordance with the tools and techniques devised by HM Treasury for 

use by public sector organisations.  
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Distinguishing between Service options and procurement 
 

It is important to stress that these options are the service options possible to 

achieve the project objectives not procurement options.  The basis of procurement 

will be carried out once the preferred service option has been identified. 

 

In assessing possible procurement options the presumption will be that extant 

guidance on the use of NPD arrangements will be used to assess whether that is 

an option to be explored further. If public capital is to be used then, dependant on 

the size/ scope of the project, either Frameworks Scotland or, where the procuring 

body is part of the hub initiative, the hub initiative will be the presumed methods of 

delivery.    

 

It is important to note the duty of Best Value placed on public services, and within 

that, the need to contribute to sustainable development. As noted at the outset, 

VFM does not necessarily equate to lowest cost, but best value, taking monetary 

cost into account with a range of social, health and environmental costs, benefits 

and risks. 

 

Whilst bringing together a variety of information on costs, benefits and risks means 

option appraisal aids decision making, it should not be seen as unequivocally 

providing the ‘right’ answer. The goal is ‘optimal’ – in other words, the option we 

are looking for is the one which best balances the costs in relation to the benefits 

and risks. 
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Action 4.1 – Revisit the IA and determine the short list 
 
This action is concerned with: 

 

• revisiting the case for change (contained within the strategic case of the IA) 
 

• reviewing the efficacy of the preferred way forward and options 

recommended (contained in the economic case within the IA) – bearing in 

mind that the key place for options appraisal is the OBC and that only a 

preferred way forward (to be tested) has been agreed. 

 
Revisiting the strategic case 
 
The case for change should be reviewed, because: 
 

• management’s approval of the IA may have been conditional on some 

changes and adjustments to the case 

• the early opportunity for the organisation and key external stakeholders to 

consider the project may have influenced its subsequent direction 

• some time may have elapsed between IA approval and the commencement 

of the OBC 

• other elements of the scheme may have changed. 

 

All changes made to the underlying assumptions in the IA should be noted within 

the opening section to the strategic case in the OBC. 
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Reviewing the economic case 
 

The early work on the long list and the preferred way forward will need reviewing 

and refining. 

 

The recommended short list contained in the IA should be tested against the 

following ‘long list to short list’ criteria: 

 

• do any of the options fail to deliver the investment objectives and CSFs for 

the project? 

• do any of the options appear unlikely to deliver sufficient benefits, bearing in 

mind that the intention is ‘to invest to save’ and to deliver a positive net 

present value (NPV)? 

• are any options clearly impractical or unfeasible – for example, the 

technology or land is not available? 

• is any option clearly inferior to another, because it has greater costs, lower 

benefits, or unacceptable environmental or social risks or costs? 

• do any of the options violate any of the constraints – for example, are any 

clearly unaffordable? 

• are any of the options sufficiently similar to allow a single representative 

option to be selected for detailed analysis? 

• are any of the options clearly too risky? 

 

All changes made to the underlying assumptions in the IA should be noted within 

the opening section to the economic case in the OBC. 
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Action 4.2 – prepare the economic appraisals for short-listed options 
 

This action is concerned with: 

 

• estimating the costs for the economic appraisals  

• estimating the benefits for the economic appraisals 

• presenting the economic appraisals. 

 

Estimating the costs and benefits for the economic appraisals 
 

This section contains essential guidance on: 

 

• HM Treasury Green Book principles 

• the key differences between economic and financial appraisals 

• relevant costs to include in the economic appraisals 

• estimating benefits for the economic appraisals 

• adjustments required to estimates of costs and benefits. 

 

HM Treasury Green Book principles 
 

The Treasury Green Book sets out rules that should be followed for the treatment 

of costs and benefits:  

 

• the relevant costs and benefits to government, the public sector and society 

of all the (short-listed) options should be valued and the net benefit and 

costs calculated. ‘Relevant’ in this instance means all those costs and 

benefits that can be affected by the decision at hand 

• the costs and benefits should normally be extended to cover the useful 

lifetime of the assets; or the contractual period for the purchase of the 

service outputs and outcomes 

• the costs and benefits should be based on market prices and reflect the 

best alternative uses (the ‘opportunity cost’) that the goods, assets and 

services could be put to 
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• the wider social and environmental costs – for which there is no market 

price – should also be taken into account 

• the sources and assumptions underlying each cost and benefit line in the 

economic appraisals must be explained in full within an accompanying 

appendix 

• all cost estimates must be stated in the same base year at a common price 

level. The base year should be the same for all options. The base year is 

defined as ‘year 0’. 

 
Economic and financial appraisals 
 

Many practitioners confuse the appraisals for the economic case with those for the 

financial case at this stage.  Economic appraisals have a ‘macro’ perspective and 

focus on VFM analysis; whereas financial appraisals have a ‘micro’ perspective 

and focus on affordability. The key differences can be summarised as follows: 
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Relevant costs for the economic appraisals 
 
The following provides an overview of the costs which should be included in the 

economic appraisals: 

 
• Capital costs: these include the opportunity cost of existing assets such as 

land and can broadly be broken down into: land and property; construction 

and refurbishment costs; professional fees; equipment (furniture, fittings, 

lighting and wiring); and the cost of technology. Assets may require 

replacement, refurbishment or upgrading over the lifetime of the appraisal 

period. These ‘life-cycle’ costs should also be included. 

 

• Revenue costs: these are the running costs and are at least as important 

as capital costs. In fact, they will greatly exceed the initial capital cost over 

the lifetime of the asset. They must be included but it should not be 

assumed that they will remain unchanged for the baseline option over time. 

The assessment of revenue costs must: 

 
o assume that the running costs of each option will normally be 

different; distinguish between them and explain the differences 

between options; 

o include all the running costs (e.g. fuel costs and security, and 

implications of the CRC should be factored in); and 

o state the assumptions made (for example, about service 

performance, efficiency savings and real cost trends). 

 

• Fixed, variable, semi-variable and step costs: these should be 

distinguished between within the economic appraisals and their 

relationships explained in full.  

 

o fixed costs remain constant over a wide range of activities for a 

specified period of time – for example, the building 

o variable costs vary according to the volume of activity – for example, 

training costs 
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o semi-variable costs include both fixed and variable components – for 

example, a combination of fixed maintenance costs and variable call-

out charges 

o step costs for a pre-determined level of activity that eventually rise by 

a given amount – for example, the need for a new call centre after a 

certain volume of calls 

 

• Opportunity costs: these must be explored in full. In relation to land and 

manpower, they should be assessed against the most valuable alternative 

use rather than current use. Full time equivalents (FTE) costs should be 

used to estimate the costs of employees’ time to the employer and must 

include all costs in addition to basic pay – for example, pensions, national 

insurance and allowances etc. 

 

• Sunk costs: these are amounts that have already been spent and cannot 

be recovered – they should be noted in the case and excluded from the 

economic appraisals. However, it may be necessary to include the 

opportunity cost of continuing to pay for associated goods and services on 

some occasions. 

 

• Full economic costs: the full costs (direct, indirect and attributable) of each 

option, rather than its net cost in relation to the baseline proposal must be 

shown. This means ‘bottom up’ costing, which provides a better 

understanding of the cost differences between options and is more 

transparent.  

 

• Attributable costs: these include the opportunity cost of staff time in 

relation to the implementation of the investment. These costs are likely to be 

significant in relation to business change and business re-engineering 

programmes. 
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• Organisational development: these costs can form a significant proportion 

of the overall costs. They should not be underestimated, because if 

insufficient resources are allocated to developing staff and changing 

working practices, the full benefits of the project will not be achieved. 

 

• Avoided costs: these should either be included as a cost in the ‘do nothing’ 

option or as a cash benefit in the other option(s). 

 

• Contingent liabilities: commitments to future expenditure if certain events 

occur should be included in the economic appraisals. For example, the 

cancellation costs for which a public sector body may be liable if it 

prematurely cancels a contract. Note that although redundancy costs are 

transfer payments, they can occasionally fall into this category. In such 

cases, the advice of an economist should be sought on the wider social and 

economic consequences of these payments. 

 

Estimating benefits for the economic appraisals 
 
The purpose of valuing benefits is to ascertain whether an option’s benefits are 

worth its costs, and to allow alternative options to be compared systematically in 

terms of their net benefits or costs. 

 

Benefits identification 
 

The ‘golden rule’ is that all benefits must be quantified (in £s) prudently, wherever 

possible; and that the economic appraisals should take these into account from the 

perspective of society and the public and private sectors, as well as the 

organisation. 

 

The benefits for investments typically fall into four main categories: 

 

• Cash releasing benefits (CRB): these benefits reduce the costs of 

organisations in such a way that the resources can be re-allocated 
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elsewhere. This typically means that an entire resource is no longer needed 

for the task for which it was previously used. This can be staff or materials. 

 

• Financial but non-cash-releasing benefits (non-CRB): this usually 

involves reducing the time that a particular resource takes to do a particular 

task; but not sufficiently to re-allocate that resource to a totally different area 

of work. 

 

• Quantifiable benefits (QB): these benefits can be quantified, but not easily 

in financial terms – for example, ‘reduced travelling time for customers’. The 

extent to which QBs are measured will depend on their significance. 

However, as a general rule every effort should be made to quantify benefits 

financially wherever possible. 

 

• Non-quantifiable (non-QB):  these are the qualitative benefits, which are of 

value to the public sector but cannot be quantified. For example, an 

increase in staff morale as a consequence of less form filling, protecting 

biodiversity and enhancing access to green space for patients, staff and 

visitors. Whilst these benefits directly can be difficult to quantify their 

associated impacts often can be – e.g. evidence that patient recovery times 

can be quicker when they have views of or access to green space. 

 

All the financial benefits – cash releasing and non-cash releasing – must be 

accounted for in the discounted cash flows to derive the net present value (NPV) in 

the economic appraisals. However, only the cash releasing savings relevant to the 

organisation(s) should be accounted for in the financial appraisals – see step 6 

(ascertaining affordability and funding). 

 

Weighting and scoring techniques should be used to evaluate the non-financial 

benefits – both quantifiable and qualitative.  
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Real or estimated market prices 
 

Real or estimated prices provide the first point of reference for the valuation of 

benefits and there are few cases where valuing at market prices is not suitable. 

However, if the market is dominated by monopoly suppliers or is significantly 

distorted by taxes or subsidies, a number of approaches have been developed to 

value non-marketed goods. These include: 

 

• revealed preference approach (i.e. inferring a price from consumer 

behaviour) 

 

• willingness to pay (i.e. inputting a price by means of carefully constructed 

questionnaires and interviews to indicate how much people are prepared to 

pay to consume a particular output – for example, improved access to 

services or savings in time, or to avoid undesirable outcomes). The values 

obtained from this approach will vary between individuals, depending on 

their income, socio-economic status and personal circumstances. 

 

Adjustments required to the values of costs and benefits 
 

While developing the ‘base case’ (i.e. the best estimate of how much a proposal 

will cost in economic terms), adjustments may be required to take account of 

‘distributional impacts’ and ‘relative price changes’. All adjustments should be 

shown separately and clearly stated in supporting tables of data. 

Distributional analysis 
 

This takes into account the ‘diminishing marginal utility of additional consumption’, 

which basically means that a proposal may have differing impacts according to 

age, gender, ethnic group, health, skill or location. These effects should be 

explicitly stated and quantified (in £s), given that an extra £ will provide more 

benefit to someone ‘who is deprived’ than to someone ‘who is well-off’.  
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Applying a distributional adjustment requires detailed information about the 

affected population. A detailed explanation is needed when this adjustment is 

required but not made. 

 

Relative price changes 
 

The costs and benefits presented in the economic appraisals should be expressed 

in ‘real terms’ or ‘constant prices’, as opposed to current or nominal prices. The 

effect of future inflation on the general price level should therefore be removed by 

deflating prices by the relevant deflator – for example, the Bank of England’s 

annual inflation target. 

 

Where particular prices are expected to increase at significantly higher or lower 

rates than general inflation, the relative price change should be calculated and 

factored into the economic appraisals. 

 
Presenting the economic appraisals 
 

Following the identification and measurement of the costs and benefits for each 

option, it should now be possible to estimate the net present value (NPV) for each 

option, using the appropriate discount rate – the preferred method of investment 

appraisal within the public sector. 

 

This section is concerned with compiling the economic appraisals for the short 

listed options – including the ‘do nothing’ or ‘do minimum’ in their most basic 

format. Guidance is given on the following: 
 

• methods for investment appraisal 

• discounting in the public sector 

• calculating the NPV 

• the equivalent annual cost (EAC) 

• required rates of return and pricing rules 

• the treatment of NPD schemes, if applicable 

• tax differentials. 
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Methods for investment appraisal 

 

There are two main schools of thought for evaluating the performance of an 

investment project, namely the ‘accounting method’ and ‘economics method’. 

 

The accounting method focuses on liquidity/pay back period and profitability (see 

the financial case – step 6/ action 19); whereas the economics method focuses on 

wealth maximisation, cash flows, resource allocation and considerations of risk and 

uncertainty. 

 

The two main economics methods are NPV and the internal rate of return (see 

‘required rates of return and pricing rules’ below).  

 

The recommended approach within the public sector is to calculate the NPV which 

is the sum of discounted costs and benefits. 

 

Discounting in the Public Sector 
 

Discounting is a technique used to compare the costs and benefits that occur in 

different time periods. It must not be confused with inflation and is based on the 

premise that ‘a pound today is worth more than a pound tomorrow’. Consequently, 

people prefer to receive goods and services today, rather than tomorrow. This is 

known as the ‘time preference’ and for society as a whole, as ‘the social time 

preference’. 

 

The discount rate used in public sector projects – or the ‘test discount rate’ as it is 

often referred to – is stipulated by HM Treasury. It is currently set at 3.5% in real 

terms, which reflects the opportunity cost of public sector capital and the social rate 

of time preference. 
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The Equivalent Annual Cost (EAC) 
 

In option appraisal, the appropriate time period over which the discounting should 

be undertaken is the assumed life of the asset or service period. However, if the 

options under consideration have different life spans, this needs to be reflected in 

the calculations to enable consistent and valid comparisons to be undertaken. 

 

By annualising the discounted costs of the assets or service contract periods over 

their respective life spans and comparing these equivalent annual payments, the 

effects of the different life spans can be accommodated. 

 

To compute the EAC, the following steps are required: 

 

• set out the phased pattern of capital and revenue payments for the option 

• discount the total and sum to calculate the NPV of the option 

• apply the appropriate EAC to the NPV – for detailed guidance on calculating  

 

EACs refer to HM Treasury’s Green Book which includes a worked example 

 

Required rates of return and pricing rules 
 

Some public sector organisations operate in a ‘pseudo’ market place or sell goods 

and services commercially, including to other public sector bodies. These activities 

may be controlled by requiring prices to be set to provide a required rate of return 

on the capital employed by the activity as a whole. Generally, public sector policy 

sets charges for goods and services sold commercially at market prices, and 

recovers full costs for monopoly services, including the cost of capital. 
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Assessing the use of NPD 
 

Detailed guidance is provided in Section 1 of the SCIM NPD manual on the testing 

of NPD. The tools and techniques for assessing whether NPD is appropriate for 

exploration/ testing and the scope of services are also provided as Appendices 2 

and 3 of the NPD manual. 

 

Guidance regarding the Conventionally Procured Assessment Model and Scottish 

Government VFM Guidance is contained within Section 3 of the SCIM NPD 

manual. 

 

Tax differentials 
 

The adjustment of market prices for taxes in economic appraisals is appropriate 

where it may make a material difference to the decision. In practice, it should be 

relatively rare that adjustments are required, because similar tax regimes usually 

apply to different options. However, the tax differential should be taken into 

account when comparing a publicly financed option to a privately financed option, 

in order to avoid distorting the outcome. 

 

For detailed guidance on any of the above concepts and approaches, please refer 

to the SCIM Option Appraisal Guide. 

 

Action 4.3 – Undertake benefits appraisal 
 
Benefits which can be quantified financially (in £s) should be included in the 

economic appraisals and subject to cost benefit analysis (CBA). However, in many 

investment proposals some benefits are not amenable to monetary values – for 

example, the ‘future proofing’ of the organisation; improvements in staff morale and 

customer relations; flexibility and improved accuracy. 
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A method in common use within option appraisal is to weight and score the non-

financial benefits for each option. This is preferable to simply ranking the benefits, 

as placing them in their order of priority does not in itself  provide any objective 

assessment of how the incidence of these benefits varies from option to option. 

 
Weighting and scoring of benefits 
 

Weighting and scoring provides a technique for comparing and ranking options in 

terms of their associated non-financial benefits. It should be undertaken as follows: 

 

• exclude all financial benefits, whether cash-releasing or non-cash releasing 

• group the quantifiable (non-financial) and qualitative benefits according to 

their relevant investment objective, and/or other benefit criterion for the 

scheme as a whole 

• select an expert and representative team to weight and score the benefits 

for each short-listed option 

• give a weight (0  to 100) to each of the investment objectives and/or benefit 

criteria 

• give a score (1 to 10) to each option for how well it delivers the benefits 

associated with each investment objective or benefit criterion 

• multiply the weights and scores to provide a total weighted score for each 

option 

• rank the options in terms of benefit delivery and identify the preferred option 

on the basis of the highest score. 

 

Baseline benefits levels 
 

It is important to try and distinguish between the benefits derived from each option 

and the benefits which would be derived anyway. The total benefits of the ‘do 

nothing’ option is the baseline for comparison of the benefits of the other options. 

The benefits of doing nothing (even if there are none) must, therefore, be assessed 

in the same way as the other options. 
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Action 4.4 – Undertake risk assessment and appraisal 
 
The Treasury Green Book and departmental manuals have always required public 

sector organisations to undertake a risk assessment of the short listed options. 

However, until fairly recently, business cases rarely quantified the risks associated 

with each option. 

 

Consequently, it is recommended that the service risks associated with a 

significant scheme should be measured and quantified (in £s) as early as possible 

and that as a minimum requirement: 

 

• allowance for ‘optimism bias’ should be applied at all stages 

• service risks should be quantified (in £s) at the OBC and FBC stages 

• the weighting and scoring of risks should be confined to the initial 

assessment of options at the IA stage; and thereafter to relatively low 

investments (in terms of £s) at OBC and FBC stages. 

 

Optimism Bias 
 

Within both the public and private sectors, there is a demonstrated and systematic 

tendency for project appraisers to be overly optimistic. This is a worldwide 

phenomenon, whereby appraisers tend to overstate benefits, and understate 

timings and costs, both capital and operational. 

 

To redress this tendency, appraisers are now required to make explicit 

adjustments for this bias. These will take the form of increasing estimates of the 

costs and decreasing and delaying the receipt of estimated benefits. Sensitivity 

analysis should be used to test assumptions about operating costs and expected 

benefits. 
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Adjusting for optimism provides a better estimate earlier on of key project 

parameters. Enforcing these adjustments for optimism bias is designed to 

complement, rather than replace, existing good practice in terms of calculating 

project specific risk. It is also designed to encourage more accurate costing. 

Accordingly adjustments for optimism bias may be reduced as more reliable 

estimates of relevant costs are built up and project specific risk work is undertaken. 

 

Adjustments should be empirically based – for example, using data from past 

projects or similar projects elsewhere, and adjusted for the unique characteristics 

of the project. 

  
Specific guidance has been produced by the Department for Health including 

templates for the calculation of the upper bound and mitigation factors. These can 

be accessed at: 

 

http://www.dh.gov.uk/en/ProcurementAndProposals/PublicPrivatePartnership/Priva

teFinanceInitiative/ChangesToTreasuryGreenBook/DH 4067488 

 

These templates should be used in all business cases with templates completed 

for each of the shortlisted options assessed. Advice on the completion of these 

templates is available from SGHD Analytical Services Division. 
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Guidance for generic projects  

 

The definitions of project types are as follows: 

 

• standard building projects – these involve the construction of buildings 

which do not require special design considerations  (i.e. most 

accommodation projects – for example, offices, living accommodation, 

general hospitals, prisons, and airport terminal buildings) 

• non-standard building projects – these involve the construction of 

buildings requiring special design considerations due to space constraints, 

complicated site characteristics, specialist innovative buildings or unusual 

output specifications (i.e. specialist/innovative buildings – for example, 

specialist hospitals, innovative prisons, high technology facilities and other 

unique buildings or refurbishment projects) 

• standard civil engineering projects – these involve the construction of 

facilities, in addition to buildings not requiring special design considerations 

– for example, most new roads and some utility projects 

• non-standard civil engineering projects – these involve the construction 

of facilities, in addition to buildings requiring special design considerations 

due to space constraints or unusual output specifications – for example, 

innovative rail, road, utility projects, or upgrade and extension projects 

• equipment and development projects – these are concerned with the 

provision of equipment and/or development of software and systems (i.e. 

manufactured equipment, information and communication technology 

development projects or leading edge projects) 

• outsourcing projects – these are concerned with the provision of hard and 

soft facilities management services – for example, information and 

communication technology services, facilities management and 

maintenance projects. 
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Recommended steps 
 

Project managers should apply the steps set out below to derive the appropriate 

adjustment factor to use for their projects: 

 

Step 1 – decide which project type to use 
 

Careful consideration needs to be given to the characteristics of a project when 

determining its project type. By way of guidance, a project is considered ‘non-

standard’ if it satisfies any of the following conditions: 

 

• it is innovative 

• it has mostly unique characteristics 

• construction involves a high degree of complexity and/or difficulty. 

 

A project which includes several project types (for example, an element of 

standard building, non-standard building, standard civil engineering, outsourcing 

and equipment/development) should be considered as a ‘programme’ with five 

‘projects’ for assessment purposes. 

 

Step 2 – always start with the upper limit 
 
Use the appropriate upper bound value for optimism bias (see above table), as the 

starting value for calculating the level of optimism bias. 
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Step 3 – consider whether the optimism bias factor can be reduced 
 
Reduce the upper bound level for optimism bias according to the extent to which 

the contributory factors have been managed. 

 

The extent to which these contributory factors are mitigated can be reflected in a 

mitigation factor. The mitigation factor has a value between 0.0 and 1.0. Where 0.0 

means that contributory factors are not mitigated at all, 1.0 means all contributory 

factors in a particular area are fully mitigated and values between 0.0 and 1.0 

represent partial mitigation. 

 

Optimism bias should be reduced in proportion to the amount that each factor has 

been mitigated. Ideally, the optimism bias for a project should be reduced to its 

lower bound before contract award. This assumes that the cost of mitigation is less 

than the cost of managing any residual risks. 

 

Step 4 – apply the optimism bias factor 
 
The present value of the capital costs should be multiplied by the optimism bias 

factor. The result should then be added to the total net present cost (or NPC) to 

provide the base case. The base case, as defined in the Green Book, is the best 

estimate of how much a proposal will cost in economic terms, allowing for risk and 

optimism. 

 

Step 5 – Review the optimism bias adjustment 
 
Clear and tangible evidence of the mitigation of contributory factors must be 

observed, and should be verified independently, before reductions in optimism bias 

are made. Procedures for this include the Gateway Review process. 
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Presenting the results 
 

Following these steps will provide an optimism bias adjustment that can be used to 

provide a better estimate of the base case. Sensitivity testing should be used to 

consider uncertainties around the adjustment for optimism bias. ‘Switching values’ 

(see below – action 13) should be shown where appropriate. If the adjustment for 

optimism is shown as a separate piece of analysis, sensitivity analysis should be 

used to show the range of potential outcomes, not just the single optimism bias 

adjustment. 

 
Reducing optimism bias 
 
Project appraisers should review all the contributory factors that lead to a cost and 

time over-run, as identified by the research. The main strategies for reducing the 

bias are: 

 

• full identification of stakeholder requirements (including consultation)  

• accurate costing  

• project and risk management 

 

The lower bound values represent the optimism bias level to aim for in projects 

with effective risk management by the time of contract award. 
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Operating costs and benefits 
 

Optimism bias should still be considered for operating costs and benefits. If there is 

no evidence to support adjustments to operating costs or benefits, appraisers 

should use sensitivity analysis to check switching values (see below – action 13). 

This should help to answer key questions such as: 

 

• by how much can we allow benefits to fall short of expectations, if the 

proposal is to remain worthwhile? How likely is this? 

• by how much can operating costs increase, if the proposal is to remain 

worthwhile? How likely is this to happen? 

• what will be the impact on benefits if operating costs are constrained? 

 
Risk identification and measurement 
 
There is always likely to be some difference between what is expected and what 

eventually happens, because of biases unwittingly inherent in the appraisal, and 

the risks and uncertainties that materialise during the design, build, and operational 

phases of the project. As a result, risk management strategies should be adopted 

for the appraisal and implementation of large policies, programmes or projects and 

the principles applied to smaller proposals. This is because things can always go 

better than expected (‘upside risk’) as well as worse (‘downside risk’). 

 

It is important to develop a risk register from the very beginning of the project (see 

management case). From then on the risk register should be updated and 

reviewed regularly and used on a consistent basis as the source for: 

 
• identifying the main business and service risks (in the strategic case 

section) 

• quantifying and appraising the business and service risks (in the economic 

case section) 

• apportioning and transferring service risks (in the commercial case section) 

• mitigating and managing risks over the entire life cycle of the project/ 

scheme including those associated with sustainability. 
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Decision trees 
 

Decision trees can be useful in this context. They are graphical representations 

useful in assessing situations where the probabilities of particular events occurring 

depend on previous events, and can be used to calculate expected outcomes in 

more complex situations. For example, the likelihood of a particular volume of 

traffic using a road in the future might depend on movements in the oil price. 

Different scenarios can be analysed in this way. 

 
Monte Carlo and Latin Hypercube 
 

There are a variety of packages available that take the analysis of risk a step 

further, using probability distribution. 

 

Monte Carlo analysis is a risk modelling technique that presents both the range as 

well as the expected value of the collective impact of various risks. It is useful 

when there are many variables with significant uncertainties. However, expert 

advice is required to ensure it is applied properly, especially when risks are not 

independent of each other.  

 
Latin Hypercube is a recent development in sampling theory, designed to 

reproduce accurately the input distribution through sampling using fewer iterations 

compared with the Monte Carlo approach.  
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Risk weighting and scoring 
 

The weighting and scoring of risk is similar to the approach for evaluating the non-

financial benefits. It should be undertaken as follows: 

 
• exclude all the risks which can be measured financially 

• select an expert and representative team to weight and score the risks for 

each short-listed option 

• assess the impact of each risk (high, medium, low) and score (0 to 10) 

• assess the likelihood of the risk occurring (high, medium, low) and score (0 

to 10) 

• calculate the expected score for each risk by multiplying the impact and 

likelihood scores 

• rank the options in terms of their risk and identify the preferred option on the 

basis of the highest score. 

 
The full involvement of stakeholders and customers (users) is very important when 

evaluating non-financial risks. 

 
Action 4.5 – select preferred option and undertake sensitivity analysis 
 
This action is concerned with identifying the preferred option for delivering the 

scheme and with testing its robustness through sensitivity analysis. 

 

Identifying the preferred option 
 

If the required analyses have been undertaken rigorously, selecting the preferred 

option should be a reasonably straightforward step in the decision making process. 

The business case should present the information succinctly and clearly to help 

senior management reach the decision. The following format should be completed 

for each option: 
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Sensitivity analysis is fundamental to appraisal. It is used to test the vulnerability of 

options to unavoidable future uncertainties and to test the robustness of the 

ranking of the options. It involves testing the ranking of the options by changing 

some of the key assumptions. However, spurious accuracy should be avoided and 

it is essential to consider how the conclusions may alter, given the likely range of 

values that key variables may take. Therefore, the need for sensitivity analysis 

should always be considered and dispensed with only in exceptional 

circumstances. 

 

In itself, sensitivity analysis may not change the preferred option. However, if small 

changes in the assumptions alter the ranking, it is an indication that the investment 

process should proceed cautiously, because it has non-robust elements in it. This 

means that a more detailed analysis and testing of the costs, benefits and risks of 

some of the options should be considered. 

 

Sensitivity analysis should be undertaken in two stages:  

 

• optimistic and pessimistic scenario analysis 

• switching values. 

 

Scenario analysis 
 

Scenarios are useful in considering how options may be affected by future 

uncertainty. Scenarios should be chosen to draw attention to the major technical, 

economic and political uncertainties on which the success of the proposal 

depends.  

 

Careful consideration should be given before running the scenario analysis to the 

choice of circumstances, as sensitivity analysis does not simply involve changing 

costs, benefits and risks by an arbitrary 10 or 20%; but rather by the values that 

represent the most likely increases (or decreases) in cost etc. for documented 

reasons. 
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Scenario analysis may take the form of asking simple ‘what if’ questions for small 

and medium size investments and extend to creating detailed models of ‘future 

states of the world’ for major programmes and projects. The expected NPV is then 

calculated for each scenario. 

 

Switching values  
 

This technique highlights the point at which the choice of the preferred option 

would switch to another option due to any uncertain costs and/ or benefits.  

The calculation of switching values is carried out by showing other options in 

relation to the preferred option using percentages (the preferred option is zero). 

This indicates by how much a variable would have to fall (if it is a benefit) or rise (if 

it is a cost) to make it not worth undertaking the preferred option. In other words 

how much variables would have to change for the preferred option to be 

‘dislodged’. This should be considered a crucial input to the decision as to whether 

a proposal should proceed. It therefore needs to be a prominent part of the 

appraisal.  

 

Take as an example, a situation where the capital costs of the preferred option are 

£10,000, those of option 1 are £5,000 and option 2 £15,000. The costs of the 

preferred option would therefore have to decrease by 50% to equate to option 1 

and increase by 50% to equate to option 2. As 50% either way shows that there is 

a high level of sensitivity, further investigation using scenario planning is 

worthwhile.   

 

If the results for the scenario analysis are similar to the switching values, further 

work is required on the options to determine their robustness. Where appropriate, 

the sensitivity analysis of the economic appraisal findings should include the 

following: 
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Action 5.1 Determine procurement strategy 
 

The procurement strategy focuses on how best the required services and outputs 

can be procured. Strategic considerations typically range from whether the 

organisation should act as a single entity, or procure collaboratively with others, to 

the method of procurement to be adopted dependent on the need to consult with 

the supply-side.  

 

The key point is that public sector organisations should act in compliance with the 

government agreement (WTO) and the EU consolidated public sector procurement 

directive (2004) which foster ‘open markets’ and the pursuit of VFM through the 

competitive process.  

 

The procurement phase is one of the greatest opportunities for ensuring the early 

sustainability objectives are delivered. A useful reference is ‘Procuring the future’ 

(2006), arising from the work of the Sustainable Procurement Task Force. A similar 

guide or action plan for Scotland is being produced currently. 

 

Collaborative procurements 
 

These strategic and ad hoc arrangements (at national, departmental/sector and 

local level) offer significant flexibility and potential VFM (through economies of 

scale) and a considerable reduction in procurement costs (through pre-

competition) – as a result, they should be considered at the outset. 

 

Procurement methodologies 
 

A recognised procurement methodology should be used. The approach depends 

on what is being procured (build, IT etc) and is based on accredited standards for 

the sector.  
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The case for use of NPD will be tested for new build projects in excess of £20m. 

For acute construction projects and all refurbishment projects in excess of £1m 

(not suitable for NPD) Frameworks Scotland is the assumed default procurement 

route. Where this is not the case justification should be provided.  

 

For new build community based projects where an NHSScotland body is part of 

the hub initiative for community based new build projects where the NHSScotland, 

the hub initiative is the assumed default route. 

 

For projects less than £1m local tendering is assumed.  

 

EU rules and regulations 
 

The relevant Scottish Government procurement regulations must be applied. 

Guidance can be sourced at: 

 

http://www.scotland.gov.uk/Topics/Government/Procurement/policy 

 

Official Journal of the European Union (OJEU) 
 

It is obligatory to advertise procurements above the thresholds set out in the 

OJEU.  Below these thresholds, procurements may be advertised in Government 

Opportunities and/or Contax Weekly and other trade periodicals, national and local 

newspapers as the purchaser deems necessary.  

 

The use of a Periodic Indicative Notice (PIN) should also be considered. 
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Open, restricted and negotiated procedures 
 

Contracts have been awarded traditionally under one of three procedures: open, 

restricted and negotiated. The key differences are as follows: 

 

• under the open procedure there is no pre-qualification stage and any 

number of contractors can respond to the OJEU notice 

• under the restricted procedure the client can confine discussions to a 

sample of those suppliers who have responded to the OJEU notice. 

However, this discussion is limited to issues of clarification rather 

meaningful negotiation 

• under the negotiated procedure the client is allowed to pre-qualify bidders 

and to conduct limited negotiations with those who satisfy the project 

requirements. Until recently this approach was used for most significant 

procurements 
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Competitive dialogue procedure (2004/18/EC) 
 

There is now a new procedure for complex projects, where there is a need for the 

contracting authorities to discuss all aspects of the proposed contract with 

candidates. This is the ‘competitive dialogue procedure’ introduced in the public 

sector procurement directive (2004/18/EC), implemented in the Public Contracts 

Regulations (SI 2006/5) with effect from 31January 2006. 

 

The main features under this procedure are: 

 

• dialogue is allowed with selected suppliers to identify and define solutions to 

meet the needs and requirements of the contracting authority 

• the award is made on the most economically advantageous tender criteria 

• dialogue may be conducted in successive stages, with the aim of reducing 

the number of solutions/bidders 

• there are explicit rules on post-tender discussion 

 

Such dialogue was never possible under the open and restricted procedures. 

 

There is now a presumption that the negotiated procedure will be used only in 

limited circumstances and that the competitive dialogue approach will apply to 

significant and complex public sector procurements requiring dialogue with the 

supply-side during procurement. 

 

Selection of a preferred bidder 
 

If a preferred bidder is to be selected during the procurement phase, then a full 

explanation must be provided with the supporting rationale. This should also set 

out how the VFM imperative will be maintained throughout the continued 

negotiation phase of the procurement.  
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Evaluation criteria 
 

The evaluation criteria for the various stages of the procurement should also be 

attached. There is a legal requirement to have agreed these prior to the formal 

commencement of the procurement. Again, this should have been reviewed and 

approved by legal and procurement experts. 
 
Action 5.2 - Determine service streams and required outputs 
 

The purpose of this action is to capture the scope and content of the potential deal. 

Generally, there are a number of fundamental principles to bear in mind: 

 

• as far as possible, requirements must be specified in terms of the desired 

outcomes and outputs to be produced. Therefore, the focus should not 

generally be on the processes which produce them or the inputs and 

technologies required 

• the quality attributes of the services and outputs required and the 

performance measures against which they will be assessed must be 

specified 

• the deal must allow scope for the prospective service providers to suggest 

innovative ways of meeting the service requirements, including proposals 

which may require rethinking the business processes in place within the 

procuring organisation. 
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Services and required outputs  
 

This section should summarise briefly the required services and outputs and the 

potential implementation timescales required. 

 

Consideration should be given to capturing most, if not all, of the following details: 

 

• the business areas affected by the procurement 

• the business environment and related activities 

• the business objectives relevant to the procurement 

• the scope of the procurement 

• the required service streams 

• the specification of required outputs 

• the requirements to be met, including: essential outputs, phases, 

performance measures, and quality attributes 

• design quality and sustainability requirements 

• the stakeholders and customers for the outputs 

• the possibilities for the procurement – including options for variation in the 

existing and future scope for services 

• the future – potential developments and further phases required. 

 

Implementation timescales 
 

This section should outline key milestones for delivery of the related services and 

outputs by the potential service provider. The focus here is on the deal to be 

negotiated and not on the procurement and project plans per se. 

 

Where possible, more detailed information about the requirements should, be 

annexed to the OBC – for example, the statement of service requirements and the 

statement of needs (or ‘output based specification’).  
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Action 5.3 Outline potential risk apportionment 
 

The purpose of this action is to consider how the risks (design, build funding and 

operational) may be apportioned between the public and private sectors. This is  

important in all forms of procurement when considering risk allocation/ sharing to 

ensure the successful delivery of the scheme. 

 

The governing principle is that risk should be allocated to the party best able to 

manage it, subject to the relative cost. Therefore, the optimal allocation of risk, 

rather than the maximising of risk transfer is the prime objective; and it is vital that 

the best solution is found. This action provides the starting point. 

 

Guiding principles 
 

The principles that should underpin this action are: 
 

• the degree to which risk may be transferred depends on the specific 

proposal under consideration 

• successful negotiation of risk transfer requires a clear understanding by the 

procuring authority of the risks presented by a proposal, the broad impact 

that these risks may have on the service provider’s incentives and financing 

costs (cost drivers) and the degree to which risk transfer offers VFM – 

hence the need to identify and cost individual risks 

• where the private sector has clear ownership, responsibility and control, it 

should be encouraged to take all of those risks it can manage more 

effectively than the procuring authority. If the public sector body seeks to 

reserve many of the responsibilities and controls that go hand-in-hand with 

service delivery and yet still seeks to transfer significant risk, there is a 

grave danger that the private sector will increase its prices 

• appropriate transfer of risk generates incentives for the private sector to 

supply timely, cost effective and more innovative solutions. As a general 

rule, the public sector should consider transferring risk to the private sector 

when the service provider is better able to influence the outcome than the 

procuring authority. 
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Action 5.4 - Outline potential payment mechanisms 
 

This action considers and records how we intend to make payment over the life 

span of the contract. This is particularly relevant but not exclusive to NPD 

schemes. 

 

Importantly, it considers how we intend to ‘incentivise’ our service provider to 

continue to provide VFM over time, and helps us deal with the inevitable business 

and service change encountered in the longer-term. It also explains how we intend 

to ‘tie down’ the risks identified and allocated in the previous action within the 

payment, or charging, mechanism for the potential deal. 

 

The payment mechanism is the formula against which payment for the contracted 

services will be made. The underlying aim of the payment mechanism and pricing 

structure is to reflect the optimum balance between risk and return in the contract. 

As a general principle, the approach should be to relate the payment to the 

delivery of service outputs and the performance of the service provider. 

 

If it is properly constructed, the payment mechanism will incentivise the service 

provider to deliver services in accordance with the business imperatives of the 

public sector in the following phases of the service: 

 

• the pre-delivery phase – up to the acceptable delivery of the service and 

commencement of the payment stream 

• the operational phase – following acceptable delivery of the service up to 

the close of the primary contractual period 

• the extension phase – post primary contract period 

 

The pre-delivery phase 
 

Two charging mechanisms are important in the pre-delivery design and build 

phases – fixed price/costs and payment on the delivery of agreed outputs. 
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Fixed price/costs 
 

The service provider must be given an incentive to deliver services to time, 

specification and cost. This element involves a fixed price for the delivery of 

‘agreed outputs’ within a fixed timetable, with appropriate remedies in place for 

delays and cost over-runs. 

 

Payment on the delivery of agreed outputs 
 

This element links payment to the delivery of key service outputs and does not 

commence until the contracted services come on stream, as agreed. 

 

These payments may be staggered against the delivery of key outputs within the 

overall implementation plan for the complete service. However, the guiding 

principle is that a revenue stream to the service provider should only commence 

when an off-setting benefit stream is realised on the part of the public sector. 

 

Ultimately, a service that fails to perform could result in termination of all the 

payment streams and, in extreme circumstances, pass the rights to the 

underpinning assets for the service to the public sector. 

 

The operational phase 
 

A number of mechanisms are relevant here – each is discussed below. 

 

Availability payment 
 

This element links a proportion of the payment stream to the availability of the 

service. For example, the contract could stipulate that the service must be 

available for a minimum of 95% of the time between contracted hours. 
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In such instances, the procuring authority will need to negotiate service level 

agreements (SLAs), which outline the availability criteria. In some cases, it may be 

appropriate to treat availability as a threshold which releases a payment stream 

based on a combination of other factors – for example, performance or throughput 

of service. 

 

Failure on the part of the service provider to meet the agreed availability criteria 

should lead to reduced payments and, ultimately, to cessation of the service. 

 

Performance payment 
 

This element links a proportion of the payment mechanism to the performance of 

the service. Linking payments to specified performance targets helps to ensure 

that the service provider continues to deliver the agreed outputs throughout the life 

span of the service. 

 

Transaction/volume payment 
 

This element links a proportion of the payment mechanism to the achievement of 

business benefit – for example, the number of transactions or volume of business 

provided. 

 

Linking payment to the productivity or usage of the service in this way gives the 

service provider the incentive to optimise the level of productivity and to invest 

further in the underlying infrastructure, if increased levels of productivity are 

required. 

 

Incentive payment 
 

This element of the payment mechanism is linked to potential improvements in the 

overall performance of the public sector’s business processes; and encourages the 

service provider to deliver new ways of working and additional benefits that can be 

shared by both parties. 
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Cost of change 
 

This element of the payment mechanism seeks to minimise the cost of change by 

encouraging the service provider to build flexible and adaptable solutions in the 

first instance. 

 

The cost of change represents a major risk to the public sector and should be 

mitigated through the contractual obligation to benchmark and market test the 

contracted services at regular intervals.  

 

If it is not possible to agree exact prices for anticipated changes at some future 

time, the process for agreeing the cost of change should be established at the 

outset. 

 

Third party revenues 
 

This element of the payment mechanism gives the service provider the incentive to 

develop and exploit alternative revenue streams and new business, wherever 

possible without prejudice to the standing of the public sector. 

 

The price for core services will be reduced and overall VFM improved, if the scope 

for these potential revenue streams has been recognised and agreed, in principle, 

at the outset.   

 

The extension phase 
 

Technological obsolescence 
 

During the operational phase, the service provider is delivering the service for an 

agreed revenue stream and will naturally invest in alternative ways of working and 

new technologies if this allows overall costs to reduce and profit margins to 

improve. 
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Two contractual devices can be employed to encourage the service provider to 

consistently upgrade the core technology. First, various upgrades can be included 

in the initial price to ensure that the infrastructure underpinning the service is kept 

up-to-date; and second, a proportion of the service provider’s initial recoverable 

investment could be deferred – with agreement – until the end of the contractual 

period. 

 

An important sustainability consideration here relates to energy consumption and 

efficiency. Where possible, upgrading or investments in core technology should 

consider both the energy efficiency of any equipment (and seek to use the most 

efficient, to maximise energy and CO2 savings over the life of the equipment), and 

the embodied energy they contain (the latter influenced by component materials, 

manufacturing processes and source location). 

  

Contract currencies 
 

Contract currencies are the variable measures that make the payment mechanism 

meaningful and effective in the service contract – for example, the number of 

complaints received; the proportion of users of the service requiring assistance etc. 

 

The aim should be to choose contract currencies which demonstrate productivity 

and performance. In other words, comparative measures which provide service 

providers with the incentive to improve – a reduced payment for under 

performance and enhanced payments for performing in excess of the minimum 

requirement specified in the contract. 

 
Action 5.5 Ascertain contractual issues and accountancy treatment 
 

This action outlines the contractual arrangements for the procurement, including 

the use of a particular contract, the key contractual issues for the deal and its 

accountancy treatment and personnel implications (if any). 
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Use of contract 
 

The standard form of contract to be used must be stated. 

 

For Frameworks Scotland procurements standard contractual documentation 

should be used.  For NPD procurement the SGHD Standard Form Project 

Agreement should be utilised.  With regard to the sustainability related matters the 

Sustainable Procurement Task Force guidance and action plan (2006) should be 

referred to. 

 

Key contractual issues 
 

Contract management arrangements and key contractual issues should be 

considered and recorded in the OBC. These will vary from deal to deal but in most 

instances the principle areas of the contract may be categorised and appraised as 

follows: 

 

• the duration of the contract and any break clauses 

• the service provider’s and procuring authority’s respective roles and 

responsibilities in relation to the proposed deal 

• the payment – or charging – mechanism, including prices, tariffs, incentive 

payments etc 

• change control (for new requirements and updated services) 

• the organisation’s remedies in the event of failure on the part of the service 

provider to deliver the contracted services – on time, to specification and 

price etc. 

• the treatment of intellectual property rights  

• compliance with appropriate regulations etc 

• the operational and contract administration elements of the terms and 

conditions of service 

• arrangements for the resolution of disputes and disagreements between the 

parties 

• the agreed allocation of risk 
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• any options at the end of the contract 

 

Accountancy treatment 
 

This section should provide details of the intended accountancy treatment for the 

potential deal, by stating on whose balance sheet – public or private sector, or both 

– the assets underpinning the service will be accounted for; and the relevant 

accountancy standard(s).  

 
Personnel implications 
 

Public sector organisations are legally and morally obliged to involve their staff and 

their representatives in a process of continuous dialogue during significant projects 

involving considerable internal change. This also represents best practice in terms 

of human resources policies, and is likely to result in more sustainable outcomes 

from both a staff and community perspective. 

 

Consequently, the OBC should state explicitly whether there are any personnel 

implications to the scheme. In particular: 

 

• whether the Transfer of Undertakings (Protection of Employment) 

Regulations 1981 (TUPE) will apply, directly or indirectly 

• details of any terms regarding subsequent transfers at market testing 

intervals (if these apply) 

• descriptions of terms regarding Trade Union recognition (if these apply) 

• details of requirements for broadly comparable pensions for staff upon 

transfer (if these apply) 

• (within the public sector) that codes of practice are in place for the well 

being and management of staff. The OBC should confirm that these have 

been adhered to (if applicable) 
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Focus of the financial appraisals 
 

Many practitioners of investment appraisal confuse the financial appraisals with the 

economic appraisals. The economic case focuses on VFM, taking into account 

resource costs and benefits. In contrast, the financial case focuses on ‘affordability’ 

of the options appraised in the economic case, with particular emphasis on the 

preferred option. Sustainability is important to both the economic and financial 

cases. The fundamental question is not what sustainability will cost, but what not 

doing it will or not delivering it. By definition, being unsustainable, at whatever 

level, will have some economic, social, environmental or health consequences or 

costs, and indicates sub-optimal use of resources. 

 

The costs and benefits appraised in the financial case reflect an accountancy-

based perspective. Consequently, both the resource and non-resource costs and 

benefits are factored into the analysis. For example, whereas we exclude VAT and 

capital charges (including depreciation) from the economic appraisals, these costs 

must be included in the financial analysis, because they have a direct bearing on 

the affordability of the options under consideration. 

 

The key differences between economic and financial appraisals can be 

summarised as follows: 
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The following financial statements are required for all projects: 

 

• a budget statement, which should be based on resource accounting and 

budgeting (RAB) principles, and show the resource costs over the life time 

of the proposal. For strategic initiatives, the budget will often comprise the 

forecast RAB financial statements of the whole organisation over a number 

of years 

• a cash flow statement, which should show the cash which will be spent on 

the lead option, if it goes ahead. The existing spend (if any) and the 

additional spend should be shown separately 

• a funding statement, which should show which internal departments, 

partners and external organisations will provide the resources required. 

Where external funding is required, a written statement of support from the 

project’s stakeholders or commissioners is needed  

 

The above should include the contingencies (in £s) necessary to ensure that there 

is sufficient financial cover for risks and uncertainties. 

 
Financial modelling 
 
For larger, more significant and complex schemes, a financial model of the 

proposed investment needs to be constructed. In its early stages this comprises of 

a best ‘guestimate’ of the likely impact and outcomes of the proposed deal. 

However, the model should be revised as new and better information becomes 

available. 

 

Specialist advice should be sought from accountants and other expert advisers. 

The organisation’s Director of Finance should play a lead role in building and 

maintaining the model. If external management consultants are appointed to 

undertake this work, the structure of and inputs to the model still need to be vetted 

by the senior responsible owner and the director of finance. 
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The minimum requirements for most projects are as follows: 

 

Minimum requirements for a financial model 
 

• recording a description of the model and the associated methodology 

• agreeing and recording the underlying assumptions (for example, interest 

rates, inflation, taxation, capital charges, depreciation etc.) 

• detailing the proposed funding structure 

• preparing the inputs schedules (financial costs, cash-releasing benefits and 

risk contingencies) 

• preparing the projected ‘profit and loss’ 

• preparing balance sheet projections 

• undertaking cash flow projections 

• preparing funding schedules 

• calculating project returns for the different elements of financing 

• preparing supporting schedules – i.e. for loans, fixed assets, taxation, and 

payments. 

 

Capital and revenue requirements 
 

Following on from the modelling exercise, a statement showing the capital and 

revenue requirements for the recommended deal should be prepared. 

 

This should set out: 

 

• the capital and revenue consequences of the preferred option over the life 

span of the service and/or contract period 

• how this compares with the original capital ceiling for the scheme (if any) 

• any shortfall in capital and revenue requirements (the ‘funding gap’) 

 

This statement should also indicate that the NHSScotland body has made the 

necessary capital and revenue provision within its’ agreed financial plans to 

support the ongoing costs of the project. The minimum requirement is as follows: 
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The benefits that the proposed deal will deliver and the prices that the organisation 

will charge as a result will also have an impact on competitiveness. Organisations 

therefore also need to compare and benchmark the prices and quality levels of 

comparable services offered by other providers. 

 

The effect on prices should be analysed in enough detail for purchasers to see 

clearly how the scheme will impact on them. This means considering the impact 

on: 

 

• the organisation’s prices as a whole 

• the prices for individual services 

• the price of specific contracts 

 

In general, public sector investments are difficult to justify if they lead to an 

increase in prices for the organisation’s services. 

 

Impact on the income and expenditure account 

 

The impact of the project on the organisation’s income and expenditure should be 

assessed. Both the current position and the likely outcome should be fully recorded 

in the OBC by a qualified accountant who understands the project and the 

organisation’s business. 

 

Impact on the balance sheet 
 
The impact of the project on the organisation’s balance sheet should also be 

assessed. Both the current position and the likely outcome should be fully recorded 

in the OBC by a qualified accountant who understands the project and the 

organisation’s business. 

 

Where significant assets are an integral part of the investment, their accounting 

treatment will need to be examined (see commercial case). This will require an 

independent opinion from the organisation’s auditors. 
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Stakeholder(s)/support 
 

Affordability issues are one of the main reasons for delay at the point at which 

business cases are submitted for approval. 

 

It is unlikely that an OBC will be successful unless consultation has been held 

along the way between the organisation seeking investment for the improved 

services and its stakeholders and other NHSScotland/ public sector organisations 

commissioning services. NHSScotland policy on consultation and engagement is 

clear. Business cases must contain specific and explicit statements confirming that 

such requirements have been fully satisfied. 

 

It is crucial to the overall process that agreement, in principle, is obtained from the 

NHSScotland bodies involved in the programme/ project. This should be in written 

form and included in the annex to the OBC. An indication of what this should cover 

is shown below. 

 

Issues to cover in a letter of commissioner(s) support 
 

A typical letter should: 

 

• demonstrate that all participant bodies have been actively involved in 

developing the scheme through its various stages 

• confirm acceptance of the strategic aims and investment objectives of the 

scheme, its functional content, size and services 

• confirm that the financial costs of the scheme can be contained within the 

agreed and available budget and a willingness and ability to pay for the 

services at the specified contribution level (capital and/ or revenue) 

• state the margins of leeway beyond which support must be re-validated 

• demonstrate that suitable contingency arrangements are in place to address 

any current or unforeseen affordability pressures 

• be provided by the appropriate individual(s) within the organisation – usually 

the chief executive officer. 
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Various techniques can be used by public sector organisations to help judge 

affordability. The risks and uncertainties will vary from project to project, but some 

key questions to consider are: 

 

• would the project be affordable if capital costs were to be 10% higher than 

expected? 

• what if the expected savings were to fall by 10%? 

• what circumstances might cause saving targets to be breached? 

• what if income to the organisation were to be reduced by 5% or more? 

• is there a robust strategy in place to guard against these outcomes? 

 

Pay back period 
 

Finally, there is the pay back period. As implied by the term, this method measures 

the rate at which the financial benefits from the investment ‘pays back’ the initial 

investment costs. In general, projects with a short pay back period are preferable 

to those with long pay back periods. 

 

Closing affordability gaps 
 

Affordability problems are most likely to occur in the early years of the project – i.e. 

in the construction and development phase. Benefits are unlikely to be realised in 

large measure during this phase to offset the costs of the investment. 

 

However, during the operational phase benefits can be expected to build up 

gradually, until they reach the point where the net impact on operating costs and 

prices to purchasers is negative. Getting key sustainability aspects right in terms of 

efficient building design (e.g. reducing energy consumption through high 

performance design, build quality and materials choices) can influence the financial 

case and reduce the running costs over the lifetime of the building. However, other 

aspects must be factored in effectively too, including, e.g. new costs such as the 

financial impacts of the CRC. 
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If the affordability analysis reveals the preferred option is unaffordable, there are a 

number of potential remedies including one or more of the following: 

 

• phasing the implementation of the preferred option differently 

• adopting a different design solution 

• altering the scope of the preferred option – for example, its functional 

content or the quantity and quality of the services offered 

• finding additional sources of funding – for example, disposal of surplus 

assets (if available), further revenue support from the commissioners of the 

organisation’s services 

• considering different ways of financing the project – for example, private 

finance, operating and financial leases 

• negotiating more competitive or flexible prices from the service provider(s) 

• finding other ways of reducing the costs and/or increasing cash releasing 

savings 

• allowing the service provider to create additional revenue streams and new 

business and sharing in the resultant revenue streams 
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Action 7.1 -  Plan project management – strategy, framework and outline 
plans 
 

This action is concerned with putting in place the strategy, framework and outline 

plans required for successful delivery using a robust project management 

methodology to guide the project through a controlled, well managed and visible 

set of activities to achieve the desired results and benefits. 

 

Project management strategy 
 

The strategy of most organisations for the successful delivery of projects is to 

embrace the principles of programme management and adopt a project 

methodology which is based on its perceived standards of best practice and quality 

management principles. 

 

The OGC has developed extensive guidance on programme management. This 

should be used by all public sector organisations, in the absence of their own 

approved departmental methodologies. 

 

Project management: PRINCE 2 
 

The recommended project methodology within the public sector is PRINCE - 
Projects IN Controlled Environment, which is now the de facto standard in use 

within the United Kingdom. 
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PRINCE 2 covers the project life cycle from start-up to closure. It provides a 

number of mechanisms and reporting arrangements to ensure project planning and 

monitoring are carried out rigorously. It is based on the following key principles and 

should be used on all occasions: 

 

• a project is a finite process with definite start and end dates 

• a project always needs to be managed in order to be successful (by a 

suitably qualified practitioner) 

• for genuine commitment to the project, all parties must be clear about why 

the project is needed, what it is designed to deliver, how the outcomes are 

to be achieved, and a clear definition of roles and responsibilities. 

 

For the project to embed and deliver a sustainable outcome, the Project Board and 

Team will need to have a sound understanding of sustainability principles and how 

they affect the project. 

 

Project framework 
 

The project framework refers to the organisation of the project. 

 

This section should summarise: 

 

• the project’s structure 

• its reporting arrangements in relation to its over-arching programme 

• any other management and governance arrangements 

• its key roles and responsibilities 

• its appointed personnel (together with copies of their curriculum vitas) 

• any vacancies (together with a description of how individuals will be 

recruited to fill them) 
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Much of the above information should typically be captured in a diagram of the 

organisation within the OBC. 

 

Importantly, PRINCE2 mandates that the project board must represent three broad 

interests. These include: 

 

• a senior business role to represent the organisational interests 

• a senior user role to represent the end users’ or customers’ interests 

• a senior technician to cover the ‘technical’ aspects, including supply-side 

considerations 

 

In addition, best practice demands that stakeholder interests are also represented.  

 

Appointment of the senior responsible owner (SRO) 

 

Finally, in compliance with the OGC Gateway Review Process and/or more local 

arrangements for ‘health checks’, a ‘champion’ or senior responsible owner should 

be appointed. This person should not be the programme director or project 

manager for the scheme; or indeed any one with day-to-day involvement with the 

scheme. Rather the SRO should be the business sponsor for the programme or 

project with the ultimate responsibility, at board level, for the delivery of business 

benefits.  

 

Project Plan 
 

The project plan is the document which describes how, when and by whom a 

specific milestone or set of targets will be achieved. It is the detailed analysis of 

how identified targets, milestones, deliverables and products will be delivered to 

timescales, costs and quality. 

 

The most up-to-date version of the project plan should be summarised within the 

OBC and address the following: 
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• the deliverables (or products) to be produced 

• the activities required to deliver them 

• the activities required to validate the quality of the deliverables 

• the resources and time needed for all activities and any need for people with 

specific capabilities and competencies  

• the dependencies between activities and any associated constraints 

• when activities will occur 

• the points at which progress will be monitored, controlled and reviewed – 

this includes delivery and approval of the business case and the 

undertaking of Gateway reviews/ health checks. 

 

Project plans are typically illustrated by means of Gantt charts.  

 

Use of external advisers 
 

This is to be encouraged where the necessary skills and capabilities are in short 

supply; especially in the case of large, significant, complex and novel schemes. 

 

Specialist advice will generally be brigaded within four key categories in the project 

plan: financial, legal, technical and project management. The OBC should indicate 

how and when this advice will be utilised along with expected costs.  
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Action 7.2 - Plan change management – strategy, framework and outline 
plans 
 

This action is concerned with putting in place the strategy, framework and outline 

plans required for successful delivery of change. 

 

Most investments involve some degree of change. This can range from elements 

of service improvement through to major change predicated on business process 

re-engineering. Even where change is not ostensibly the primary driver for 

investment (as in the case of a replacement service) every effort should be taken 

to seize the opportunity for improvement on the basis of invest to save and deriving 

a net present value for the project. 

 

 

The change required (and expected) needs to be managed and embraced by the 

individuals within the organisation(s); hence the need for a change management 

strategy (linked to benefits realisation); a change management framework (to 

manage the change) and an outline plan (to explain what will be delivered and 

when in terms of underlying activities). 
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Change Management Strategy 
 

The main aim here is to assess the potential impact of the proposed change on the 

culture, systems, processes and people working within the investing organisation. 

 

Various management strategies can be adopted for implementing change, 

depending on the degree and pace of change required. In terms of degree, the 

required change may range from the introduction of greater automation through to 

the re-configuration of services or the complete transformation of a business 

function in another scenario. In terms of pace, the change may be ‘big bang’ or 

incremental depending on the strategic driver for change in the first instance and 

the ability of the organisation to cope in the second.  

 

The organisation’s choice of change management strategy should be set out in full, 

together with its underpinning communication and development (training) 

strategies.  

 

Change Management Framework 
 

In some cases, responsibility for delivery of the service change may be under the 

control of the project management board and be a key sub-set of its activities. 

However, in the case of major organisational and business change this is unlikely 

to be the case, and the project itself may form part of a larger and longer-term 

change management programme. In these instances, the organisational structure 

and personnel required to direct, manage, implement and evaluate the change 

should be set out together with the main roles and responsibilities of key 

personnel, and their relationship to the project board.  

 

The details required in support of the project management framework (see above) 

are relevant here. 
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Change Management Plans 
 

Where there are significant change management programmes, an outline of the 

change management plan should be set out together with the communication and 

developmental deliverables (for example, training products) required for the 

implementation phase. It is important that this indicates how all relevant personnel 

within the organisation, including human resources and staff representatives, have 

contributed or been involved to date. The details required in support of the project 

management plan (see above) are relevant here. 

 

Action 7.3 - Plan benefits realisation – strategy, framework and outline plans 
 

This action is concerned with putting in place the management arrangements 

required to ensure that the project delivers its anticipated benefit, or required ‘rate 

of return’. Far too little attention has been paid to this key aspect in the past – as a 

result, benefits claimed in the economic case have not actually been realised 

and/or monitored through post project evaluation. 

 

It is important to note that the focus has now changed with the advent of the 

Gateway Review/ Health Check 5 Review (benefits realisation) and the increasing 

interest of the Audit Scotland.  

 

Benefits Realisation Strategy 
 

The benefits realisation strategy should set out arrangements for the identification 

of potential benefits, their planning, modelling and tracking. It should also include a 

framework that assigns responsibilities for the actual realisation of those benefits 

throughout the key phases of the project.   
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Action 7.4 Plan risk management – strategy, framework and outline plans 
 

This action is concerned with putting in place arrangements for the on-going 

management of risk during the key phases of the project. 

 

Risk management is a structured approach to identifying, assessing and controlling 

risks that emerge during the course of the policy, programme or project lifecycle. 

Its purpose is to support better decision making through understanding the risks 

inherent in a proposal and their likely impact. 

 

Effective risk management helps the achievement of wider aims, such as: 

 

• effective change management 

• the efficient use of resources 

• better project management 

• minimising waste and fraud 

• supporting innovation 

 

Risk Management Strategy 
 

Strategies for the active and effective management of risk involve: 

 

• identifying possible risk in advance and putting mechanisms in place to 

minimise the likelihood of them materialising with adverse effects 

• having processes in place to monitor risks, and access to reliable, up-to-

date information about risks 

• the right balance of control to mitigate against the adverse consequences of 

the risks, if they should materialise 

• decision-making processes supported by a framework of risk analysis and 

evaluation 

 

At the level of individual policies, programmes and projects, risk management 

strategies should be adopted in a way that is appropriate to their scale.  
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Risk Mitigation 
 

Recognised methods for the mitigation of risk throughout the life span of the policy, 

programme or project include: 

 

• Early consultation:  Experience suggests that costs tend to increase as 

more requirements are identified. Early consultation will help to identify what 

those needs are and how they might be addressed 

 

• Avoidance of irreversible decisions:  Where lead options involve 

irreversibility, a full assessment of the costs should include the possibility of 

delay, allowing more time for investigating alternative ways to achieve the 

objectives 

 

• Pilot studies:  Acquiring more information about risks affecting a project 

through pilot studies allows steps to be taken to mitigate either the adverse 

consequences of bad outcomes, or to increase the benefits of good 

outcomes 

 

• Design flexibility:  Where future demand and relative price are uncertain, it 

may be worth choosing a flexible design adaptable to future changes, rather 

than a design suited to only one particular outcome. For example, different 

types of fuel can be used to fire a dual fired boiler, depending on the future 

relative price of alternative fuels. Breaking a project into stages, with 

successive review points at which the project could be stopped or changed 

can also increase  

 

• Precautionary principle:  Precautionary action can be taken to mitigate a 

perceived risk. The precautionary principle states that because some 

outcomes are so bad, even though they may be very unlikely, precautionary 

action is justified. In cases where such risks have been identified, they 

should be drawn to the attention of senior management and expert advice 

sought 
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• Procurement/contractual:  Risk can be contractually transferred to other 

parties and maintained through good contractual relationships, both informal 

and formal – see commercial case 

 

• Making less use of leading edge technology:  If complex technology is 

involved, alternative, simpler methods should be considered, especially if 

these reduce risk considerably whilst providing many of the same benefits 

 

• Reinstate, or develop different options:  Following the risk analysis, the 

appraiser may want to re-instate options, or to develop alternative ones that 

are either less inherently risky or deal with the risks more efficiently 

 

• Abandon the proposal:  Finally, the proposal may be so risky that 

whatever mitigation is considered, it has to be abandoned 

 

By reducing risks in these ways, the expected costs of a proposal are lowered or 

the expected benefits increased. As can be seen, benefit and risk are simply two 

sides of the same coin and successful management depends on the effective 

identification, management and mitigation of risk. 

 
Risk Management Framework 
 

Public sector organisations should foster a pragmatic approach to risk 

management at all levels. This involves: 

 

• establishing a risk management framework, within which risks are identified 

and managed 

• senior management support, ownership and leadership of risk management 

policies 

• clear communication of organisational risk management policies to all staff 

• fully embedding risk management into business processes and ensuring it is 

applied consistently 
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These actions should help establish an organisational culture that supports well 

thought out risk-taking and innovation. 

 

The arrangements for the management of risk should be outlined, together with the 

respective roles and responsibilities and reporting lines of the posts concerned. 

These should be made clear in relation to the overall project management 

arrangements. 

 
Risk Register 
 

The plans for the management of associated risks should be encapsulated within 

the risk register for the project, which lists all the identified risks and the results of 

their analysis and evaluation. Information on the status of the risk is also included.  

 

The risk register should be continuously updated and reviewed throughout the 

course of a project and at this stage in its development cover all phases of the 

project, with particular focus on the related project management and procurement 

risks for the scheme. The information that a risk register should contain for each 

risk is set out below: 
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Action 7.5  Plan post project evaluation – strategy, framework and outline 
plans 
 

As noted in the context of benefits realisation, this very important stage of the 

project has been much neglected in the past to the extent that for many projects it 

was not known whether they had delivered anticipated benefits and expected 

returns. Neither was it possible to pass lessons learnt on to others. One of the 

sustainability aspects or initiatives where post-project evaluation is key relates to 

the application of the requirements of BREEAM Healthcare, appropriate to the 

BREEAM rating sought. Valuable lessons may be learned where the relative 

environmental and social benefits delivered can be tracked in accordance with 

details on their relative costs.   

 

The SCIM Post Project Evaluation Manual provides detailed guidance on this 

subject. 

 

Project Evaluation Strategy 
 

The purpose of post project evaluation (PPE) is twofold: 

 

• first, to improve project appraisal at all stages of a project from preparation 

of the business case through to the design, management and 

implementation of the scheme. This is often referred to as the ‘Post Project 
Evaluation’ (PPE) and is typically carried out six months after completion. 

 

• second, a longer term assessment to appraise whether the project has 

delivered its anticipated improvements and benefits. This is often referred to 

as the ‘Post Occupancy Evaluation’ (POE) and can be carried out 

approximately 2-5 years after completion depending on the nature of the 

project. The key advantage of POE’s is the opportunity to achieve 

improvements in the ways future buildings will support operational 

objectives. 
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This section of the OBC should set out the organisation’s strategy for both aspects 

of PPE. In particular, it should make clear: 

 

• whether the PPE and POE  are to be undertaken jointly or separately, 

depending on the nature of the project. 

 

• the OGC Gateways and Health Checks review process adopted in 

accordance with accepted, recommended and prevailing best practice. 

 

PPE Framework 
 

This section should outline management arrangements for ensuring that PPE will 

take place, bearing in mind that this is a key responsibility of the SRO. 

 

PPE Plans 
 

This section should set out the expected timing(s) for PPE arrangements. These 

should be incorporated in the project management plans, with a named individual 

responsible for their execution. 
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Stage  3 – Procurement 
 

Phase 3: Preparing the Full Business Case (FBC) 
 

Overview 
 

The preparation of the Full Business Case (FBC) is a mandatory part of the 

business case development process, which is completed following procurement of 

the scheme – but prior to contract signature – in most public sector organisations. 

 

The purpose of the FBC is to: 

 

• identify the ‘market place opportunity’ which offers optimum VFM 

• set out the negotiated commercial and contractual arrangements for the 

deal 

• demonstrate that it is ‘unequivocally’ affordable 

• put in place the detailed management arrangements for the successful 

delivery of the scheme 

 

Two points should be noted: 

 

• first, if the OBC has been prepared in accordance with the guidance set out 

earlier and the procurement run in accordance with accepted and 

established best practice, much of the work involved in developing the FBC 

will simply focus on updating the OBC and documenting the outcomes of 

the procurement rather than starting from scratch 

• second, in some instances the FBC is still completed prior to the 

commencement of the procurement and is, in effect, a second (updated) 

version of the OBC. In such situations, the business case still requires 

updating post procurement, as discussed. In these situations, it is often 

referred to as the final (rather than full) business case 
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Updating the strategic case 
 

The same structure should be used as for the OBC. 

 

The minimum requirement at this stage is to note within the FBC that the case for 

investment remains as set out in the OBC; and that the resultant scope and 

underlying assumptions have not altered. 

However, some changes are likely. These should be recorded in full – particularly 

with reference to: 

 

• the strategic context for the scheme 

• the agreed investment objectives 

• business needs 

• the earlier scope and service requirements 

• the benefits 

• the risks 

• the dependencies  

• the constraints 

 

If the changes are major, the effects may require following up throughout the entire 

case. Otherwise, this part of the case should confirm the views expressed at the 

OBC stage. 

 

Clear support from the organisation’s commissioners and other key stakeholders 

must be forthcoming at this stage – see OBC guidance for details of what this 

should cover. 

 

Action 8.2 – Revisit the OBC options, including the Conventional 
Procurement Assessment Model 
 

This action is concerned with revisiting the OBC economic case and updating the 

outline CPAM (or the ‘reference project’). 
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Revisiting the OBC options 
 

Even if the strategic drivers for the project have not changed sufficiently to make 

alterations to the preferred option necessary, the FBC must demonstrate that the 

conclusions of the economic appraisal in the OBC remain valid. The analysis from 

the OBC stage should be updated and presented in the FBC. 

 

Since approval of the OBC, new information affecting the ranking of the options 

may have become available. For example: 

 

• the relative rankings may have changed as a result of supplier side prices 

and other costs 

• the expected benefits of the OBC preferred option may be lower, or the 

anticipated benefits of another option higher, which may change the 

previous ranking of the options 

• the level of uncertainty in a high risk option may have reduced making it 

more attractive 

• changes within the strategic context, and consequently to the deal, may 

have led to significant changes in the preferred option 

 

If any of the key assumptions have altered, the FBC must demonstrate that the 

recommended option following procurement continues to: 

 

• offer better  VFM than the ‘do nothing’ or ‘do minimum’ options, so that the 

case for change and procurement remains robust 

• offer better VFM than the other available options, including the original 

preferred option, on the basis of service providers’ offerings. 

 

Revisit the sustainability case, to ensure that the OBC was sufficiently 

comprehensive in its treatment of the sustainability issues, and that none of these 

have changed significantly with the passage of time.  
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Revisiting the procurement method 
 

The FBC must also demonstrate that the project is still being procured by the most 

appropriate method. 

 

At the OBC stage different methods of funding and procurement were examined. If 

the OBC considered that a form of private finance was deliverable and potentially 

offered better VFM than conventional funding, a privately financed option will have 

been pursued. At the FBC stage, private finance offers from service providers must 

be compared to the outline CPAM taken forward as the preferred option at the 

OBC stage and to the ‘do minimum’. 

 

The principles of the economic appraisal are the same as those used to identify the 

preferred option at the OBC stage. 

 

The Conventionally Procured Assessment Model (CPAM)  
 

The CPAM is simply the risk-adjusted, discounted economic model for the 

preferred option. Where the project is publicly funded this is straightforward 

although the CPAM will need refining in the light of knowledge gained from the 

procurement and reflect the final scope and configuration of the project. Where a 

PPP (NPD) procurement is being pursued the CPAM is designed so as to enable 

‘a like for like’ comparison of the cost of providing services in-house with the 

service providers’ solutions on an outsourced, or privately financed basis.  

 

The revisions to the CPAM should not mimic any design, engineering or 

operational attributes offered by service providers during the procurement phase; 

but rather be adjusted to ensure that the scope of the outputs required remains 

consistent. 

 

It should not be necessary to adjust the ‘do minimum’ option at this stage. 

 

Detailed guidance on the CPAM is contained within Chapter 3 of Section 3 of the 

SCIM PPP Guide. 
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Risk adjustment 
 

The minimum requirement at this stage is to revisit the ‘cost of risk’ retained under 

the outline CPAM in the economic case of the OBC. This should also be done for 

the risk values for the ‘do nothing’, status quo or ‘do minimum’ options, depending 

on which was carried forward as the benchmark for VFM in the short-listed options 

appraisal (see step 4). 

 

If these options were not risk quantified at OBC stage, but simply adjusted to 

reflect optimism bias, the associated risks should now be identified and quantified 

in full, as shown at step 4. 

 

The aim at FBC is to reduce the level of optimism bias to the absolute minimum. 

This is generally advised to be in the order of 2% for a standard capital scheme at 

FBC stage – see the earlier section on optimism bias (step 4, action 13). 

 

Action 8.3 – Detail the procurement process and the evaluation of final 
tenders 
 
This action is concerned with updating the economic case to record a full summary 

of the procurement process. This will include the resultant selection of service 

providers (including the preferred bidder – if appointed); and the formal appraisal of 

their proposals, leading to the selection of the preferred and recommended choice. 

 

The Procurement Process 
 

The content of this section should reflect the procurement strategy, route and 

evaluation criteria set out in the OBC. Any changes should be explained. It should 

list the service providers who expressed interest at the pre-qualification stage and 

the reasons for their rejection, where applicable. It should also record the reasons 

for carrying forward and rejecting potential service providers from the long list to 

the short list stage. 
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The Selection of the Preferred Service Provider 
 

The basis on which the preferred bidder (if applicable) was selected should be 

recorded, together with any arrangements for the ongoing attainment of VFM.  
 

FBC Economic Appraisals 
 

The economic appraisals must be prepared in accordance with the principles 

outlined at the OBC stage for: 

 

• each of the potential service providers’ offers at final tender stage 

• the CPAM (if applicable) 

• any in-house options 

• the ‘do nothing’ or ‘do minimum’ – whichever has been adopted as the 

benchmark for VFM 

 

Importantly, in addition to service providers’ costs, any ‘attributable’ costs falling to 

the organisation or any other public sector organisation must be accounted for and 

the ‘full cost’ shown for each option over the contract period and life span of the 

investment. 

 

Taking into account any adjustments made as a result of the earlier action 26, the 

non-financial benefits and the non-financial risks should be assessed for each of 

the above options, and subject to sensitivity analysis, as prescribed at the OBC 

stage. The resultant preferred choice should be recommended for the approval of 

management in the FBC. 

  
Post FBC Approval Prior To Contract Signature 
 

Finally, the FBC must be re-submitted for re-approval if the costs or benefits vary 

by more than 10% post FBC approval, or if the contract terms, for whatever 

reason, vary significantly from those agreed. 
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• the accountancy treatment of the negotiated deal, with confirmation from the 

organisation’s external auditors, as appropriate 

• a detailed explanation of any personnel implications (for example, TUPE) 

and how they are being managed 

 

Action 9.2 – Set out the financial implications of the deal 
 

The purpose of this action is to explain in detail the financial implications to the 

organisation of the negotiated deal. 

 

Content 
 

The standard headings for the financial case should be used to explain: 

 

• the capital and revenue implications of the resultant deal, including any 

financial costs falling to the organisation. Such costs should fully consider 

IFRS implications. 

• the net effect on the organisation’s charges (prices) – if any 

• the impact on the organisation’s income and expenditure account and 

balance sheet – duly confirmed by the external auditor 

• the overall affordability and funding arrangements for the deal, including 

(written) confirmation from the other organisation’s and other key 

stakeholders and any contingency arrangements for over spends 
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Action 10.1 – Finalise Project Management Arrangements and Plans 
 
This action revisits and updates the project management arrangements shown in 

the OBC.  The focus now shifts from the procurement phase to the detailed 

arrangements in support of the design, build and implementation phases. 

Importantly, any necessary arrangements for the operational phase of the project 

(post implementation) should not be overlooked, including post project evaluation 

(PPE). 

 

Content 
 

The project management strategy should be revisited and updated, as required. 

 

The existing framework (project structure, reporting lines, roles and 

responsibilities) should be shown, together with named individuals, any vacancies 

and plans for any future changes. 

 

The latest version of the project plan should be attached to the FBC. This must 

reflect the implementation timescales agreed with the service provider for the 

delivery of the negotiated services and be signed off by the stakeholders and 

customers (end users) for the services.  

 
Action 10.2 Finalise Change Management Arrangements & Plans  

 
This action revisits and updates the change management arrangements shown in 

the OBC. 

 
Content 
 

The change management strategy should be revisited and updated, as required. 

 

The existing framework (project structure, reporting lines, roles and 

responsibilities) should be shown, together with named individuals, any vacancies 

and any plans for future changes. 
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The latest version of the change management plan should be attached to the FBC. 

This must reflect the specific training and developmental needs of key groups of 

personnel and any required communication arrangements. It should be signed off 

by the stakeholders for the services and indicate customer (end-user) involvement. 

 

Action 10.3 – Finalise Benefits Realisation Arrangements & Plans 
 
This action revisits and updates the benefits realisation arrangements shown in the 

OBC. 

 

Content 
 

The strategy for the realisation of benefits during the key phases of the project 

should be revisited and re-affirmed within the FBC. 

 

The existing framework (project structure, reporting lines, roles and 

responsibilities) should be shown, together with named individuals, any vacancies 

and any plans for future changes. 

 

The ‘sustainability case’ needs to be revisited at this point to ensure objectives are 

being met. This should incorporate the 6 main aspects of the Good Corporate 

Citizenship model, DQIs (design quality indicators) within BREEAM Healthcare. 

 

The Benefits Register 
 

The organisation’s plan for the ongoing management and delivery of benefits 

should be encapsulated within the benefits register, which must be completed in 

full and attached to the FBC. It should cover all the benefits – financial, non-

financial and qualitative – identified during the implementation and operational 

phases of the project. 
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The ‘owner’ of the benefits register should be named and his/ her reporting line(s) 

identified to the senior responsible owner (SRO) – who is ultimately responsible for 

their delivery. It should also be confirmed that the benefits register will be reviewed 

regularly and form part of the standing agenda at all future project management 

board meetings. 

 
Action 10.4 – Finalise Risk Management Arrangements & Plans 
 
This action revisits and updates the risk management arrangements shown in the 

OBC. 

 

Content 
 

The strategy for the management of risks during the key phases of the project 

should be revisited and re-affirmed within the FBC. 

 

The existing framework (project structure, reporting lines, roles and 

responsibilities) should be shown, together with named individuals, any vacancies 

and any plans for future changes. 

 

The Risk Register 
 

The organisation’s plan for the ongoing mitigation and management of risk should 

be encapsulated within the risk register, which must be completed in full and 

attached to the FBC. The register should cover all the business and service risks 

identified during the design, build, implementation, operational and re-procurement 
phase (if applicable) of the project. 

 

The ‘owner’ of the risk register should be named and his/ her reporting line(s) 

identified. It should also be confirmed that the risk register will be reviewed 

regularly and form part of the standing agenda at all future project management 

board and/or risk management board meetings. 
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Contingency Plan 
 

Finally, the organisation should provide details of its contingency plan(s) in the 

event of the non-delivery of the contracted services to the required level of 

performance and availability at some unspecified future point in time. 

 
Action 10.5 Finalise Contract Management Arrangements & Plans 
 

This action considers both the formal and informal arrangements which need to be 

in place to successfully manage the contract change. 

 

Contract Change 
 

The more mundane contract management arrangements will have been covered in 

the contract and indicated in the commercial case (see contractual arrangements). 

These largely take care of the day-to-day management of the service – 

performance; availability; minor changes; the escalation procedure for difficulties 

etc. 

 

However, over the life span of the service contract it is likely that there will be some 

significant changes given that it is in the nature of an organisation to change, 

particularly if the organisation is a successful one. (In fact the most successful 

organisations are those which adapt to changing circumstances; or in anticipation 

of changing circumstances). 

 

In accordance, with the ‘partnering’ principle, the organisation should consider its 

strategy for managing future, as yet unknown, contractual change. Prevailing best 

practice suggests regular one-to-one meetings between senior managers in both 

the customer and supplier organisation and dealing with change within the context 

of a ‘shared vision’. This should help to manage uncertainty on both counts and to 

reduce eventual cost. 

 
The organisation should consider who will adopt this role over the life span of the 

contract and plan accordingly. Any arrangements should be noted in the FBC. 
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Action 10.6 – Finalise Post Project Evaluation Arrangements & Plans 
 

This action revisits and updates the post project evaluation arrangements shown in 

the OBC. 

 

Content 
 

The FBC should record: 

 

• the arrangements for future OGC Gateway Reviews and organisational 

Health Checks (if applicable) at Gate 3 (investment decision); Gate 4 (‘go 

live’/ readiness for service) and Gate 5 (benefits realisation).  Ideally, Gate 3 

should take place prior to the formal submission of the FBC to the approving 

authority 

 

• the arrangements for PPE. First, the project evaluation, which should be 

undertaken as soon as possible after the implementation of the service to 

capture lessons learnt. Second the arrangements for reviewing how well the 

service is running and delivering its anticipated benefits, typically within 6 to 

12 months after the commencement of live running, and periodically 

thereafter depending upon benefits delivery 

 

The arrangements for OGC Gateways / Health Checks and PPE should be 

included in the project management plan. 
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8 THE USE OF WORKSHOPS FOR THE DEVELOPMENT OF THE 
BUSINESS CASE 
 
Introduction 
 
Experience demonstrates that the business case is best developed through a 

number of workshops involving key stakeholders, customers and users, at the 

critical phases of its development.  This adds immeasurably to the robustness of 

the case and, consequently, to the approval and successful delivery of the 

scheme. 

 

The number of workshops required will depend on the complexity of the project.  In 

most instances they are required to ‘close-off’ the following aspects: 

 

• developing the case for change 

• assessing the options 

• developing the reference project / outline Conventional Procurement 

Assessment Model (CPAM) 

• developing the deal 

• determining the deliver arrangements 

• assessing the potential service providers and solutions 

 

Workshop 5 is generally undertaken as part of the procurement process, in 

conjunction with the organisation’s procurement department and so is not included 

in the detail that follows: 
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9 COMMON CAUSES OF PROJECT FAILURE AND THEIR REMEDIES 
 
Introduction 
 
The National Audit Office and the Office of Government Commerce have identified 

the following common causes of project failure together with questions to be 

answered in terms of their mitigation. 

 

If any of the answers are unsatisfactory, the scheme should not be permitted to 

proceed to the next stage until the necessary assurances have been obtained. 

 

It is recommended that these issues should be addressed as early as possible and 

certainly no later than at the following stage in the development of the business 

case. 
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10 BUSINESS CASE CONTENT & STRUCTURE 
 
A business case is developed over time, in conjunction with the scoping, planning 

and procurement phases of the solution. 

 

There are three key stages in its development, which constitute milestones when 

approval may be required to proceed further.  During its infancy, the key 

deliverable is the IA; in its adolescence, the OBC; and finally, when the solution 

has reached maturity, the FBC. 

 

This document provides a template from which to develop your case in each 

phase. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Page 295

































BIBLIOGRAPHY 
 

Scottish Capital Investment Mannual (2009) 
 
Making Sense of Public Sector Investments: 
The ‘five case model’ in decision making by Courtney Smith and Joe Flanagan 

(ISBN 1 85775 432 8). 

 

HM Treasury Green Book: 
Appraisal and Evaluation in Central Government, Treasury Guidance (London: 

TSO).  See  www.greenbook.treasury.gov.uk.  

 

Supplementary Green Book Guidance: 
Optimism Bias (2003). 

 

IM & T Business Case Guidance – The ‘five case model’ – OBC & FBC: 
The Department of Health Consultation Draft (October 2001) – Author: Susan 

Peak. 

 

Common Causes of Project Failure, Office of Government Commerce (OGC) 
(Ref: CP0015/01/05) 

 

The Information Systems Guides: 
Management & Planning Set.  Central Computer & Telecommunication Agency 

(CCTA).  Strategic Planning for Information Systems (A1).  Authors: Gareth Bunn, 

Callum Bartlett, David McLean.  ISBN: 0 471 925551. 

 

HM Treasury’s Quantitative Assessment User Guide, August 2004: 
www.hm-treasury.gov.uk 

 

Office of Government Commerce: 
www.ogc.gov.uk  

 

Page 311



From: Sansbury, Jackie
To: Kinnear N (Norman)
Cc: Goldsmith, Susan; Graham, Iain; Currie, Brian
Subject: DCN
Date: 11 January 2011 12:07:47
Attachments: RHSC DCN Update Dec 2010 v8.doc

Norman hi, thanks for the chat earlier on today. I just thought it would be helpful to confirm what we
discussed given Susan asnd I are taking a paper to F and PR tomorrow re the above.

The position of NHS Lothian regarding DCN is that in Nov 2009 NHS Lothian approved an OBC for
DCN identifying a joint build with RHSC funded through capital as our preferred option. At that time
Mike asked us by email not to submit the business chase to CIG, indicating there was no capital
available.

The joint build remains our preferred option clinically but you have advised that in order for us to
proceed we must now redo the financial modelling demonstrating the costs under NPD (joint build
with RHSC) and PFI ( at the end of the wrad arc) with some sort of alteration to the PFI contract.

This will not only delay the project due to the requirement to complete the modelling but on reflection
this will also require some funding support from you for advisors as the posts can no longer be
capitalised. I do know however Susan has already written to Mike re financial support for advisors.

You agreed to run this past Mike so I could report your position on this at the meeting tomorrow. I am
very grateful for your continued support. I also attach the f and pr paper for your info.

Best wishes

Jackie <<RHSC DCN Update Dec 2010 v8.doc>>

Jackie Sansbury

Chief Operating Officer

Lothian University Hospitals Division

Royal Infirmary of Edinburgh

51 Little France Crescent

Edinburgh

EH16 4SA

Tel:  

Mobile:  

Email: 

*****************************************************************

The information contained in this message may be confidential or

legally privileged and is intended for the addressee only. If you

have received this message in error or there are any problems

please notify the originator immediately. The unauthorised use,
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disclosure, copying or alteration of this message is

strictly forbidden.

*****************************************************************

 

*******************************************************************

This email has been received from an external party and

has been swept for the presence of computer viruses.

*******************************************************************
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LOTHIAN NHS BOARD 
 
Finance & Performance Review Committee  
12 January 2011 
 
 
Director of Finance & Chief Operating Officer 
 

 
ROYAL HOSPITAL FOR SICK CHILDREN & DEPARTMENT OF CLINICAL 

NEUROSCIENCES REPROVISION PROJECT UPDATE 
 
 
1. Purpose of the Report 
 
1.1. The purpose of this report is to provide the Finance & Performance Review 

Committee with an overview of the progress made over recent weeks to 
review the Royal Hospital for Sick Children (RHSC) and Department of 
Clinical Neurosciences (DCN) reprovision projects, following the Scottish 
Government announcement on 17 November 2010 that these projects would 
be funded under the Non Profit Distributing (NPD) model. 

 
2. Recommendation 
 
2.1. The Committee is invited to: 
  

• Approve the (previously agreed) preferred option for a combined facility 
for the Department of Clinical Neurosciences and Royal Hospital for 
Sick Children.  

• Approve progressing with a detailed reference design for a combined 
project as a key component of the NPD procurement route utilising 
either the current Framework Contract with BAM or by procuring the 
design team through the Office of Government Commerce (OGC) 
procurement solution. 

• Note that a recommendation based on legal advice for procuring the 
Reference Design will be available for Committee members at the 
meeting. 

• Approve the commencement of a tender process to appoint advisors 
(technical, legal and financial) in addition to the advisory assistance 
provided by SFT.  

• Note that the initial estimate of the cost of advisors is £10m and we 
have written to SGHD for confirmation of financial support for this. 

• Note the agreed action with Consort to urgently conclude the land 
transactions with Consort 

• Note we are awaiting a response from Scottish Government Health 
Directorates and Health Facilities Scotland regarding indemnifying us 
from any costs that arise from the termination of the Frameworks 
Scotland contract for RHSC. 
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• Note that the proposed structure of the project team and a more 
detailed assessment of additional advisor costs will be bought back to 
the Committee in February. 

 
 
 
 
 
3. Summary of the Issues 
 
3.1 The Scottish Government Draft Budget published on 17 November 2010 set 

out proposals to take forward a number of capital infrastructure developments 
across Scotland using a ‘revenue funded’ model.  This is largely indicative of 
the significant reduction in the level of public capital available across Scotland 

 
3.2 Both the RHSC and DCN projects were specifically highlighted as projects to 

be procured under the revised funding model, of a Non Profit Distributing 
(NPD) organisation.   

  “The new pipeline of NPD investment will help support key projects across 
core public services, including: 

• Health projects, the Royal Sick Children’s Hospital and Department of 
Clinical Neurosciences in Edinburgh (c£250m)” 

 
3.3 This has brought a number of significant challenges, as well as complex legal, 

technical and procurement issues, given the existing relationships with our key 
commercial partners: BAM, as Principal Supply Chain Partner under 
Frameworks Scotland; and Consort Healthcare, as the PFI provider on the 
Little France site with a legal right to the land under the structure of the 
existing Project Agreement.  Further details on progress are set out in the 
sections below. 

 
4. Background on NPD    
  
4.1. An NPD (Non Profit Distributing) project is a distinct type of Public Private 

Partnership (PPP).  Under an NPDM (Non Profit Distributing Model) or NPDO 
(Non Profit Distributing Organisation), a private company limited by shares is 
established (the Special Purpose Vehicle or SPV) to enter into a design, 
build, finance and maintenance contract with the public sector body.  There is 
private sector participation and expertise to deliver public sector 
infrastructure, but unlike traditional Private Finance Initiative (PFI) Projects, 
the organisation’s profits cannot be distributed in the usual way and must be 
reinvested by the organisation.  The model aims to retain the benefits of 
revenue finance such as optimal risk allocation between the public and 
private sector partners and performance based payments, while removing the 
potential for excessive profits.  

 
4.2. To date, there is only one NPD project underway in NHS Scotland – a mental 

health development in NHS Tayside.  Dialogue is already underway with 
colleagues in NHS Tayside, in particular to highlight any ‘lessons learned’.   
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4.3. The key features of the current NPD model are: 
 

• Traditional benefits of PPP with regard to risk transfer  
• There is a fixed or capped return to investors 
• Greater stakeholder involvement in governance through the appointment 

of a Public Interest Director and Stakeholder Director1 onto the SPV; 
although it is always the intention that the private sector carry the majority 
of votes 

• There is no dividend bearing equity funding 
• Debt funding is c. 90/10 senior/junior split  
• Refinancing can only be instigated by the Public Interest Director, 

although there is often a moratorium period, within which time a junior 
debt refinancing cannot be ‘forced’2 

• Any profit made is returned to stakeholders rather than shareholders; this 
return is made in the form of a donation to charity, or back to the client. 

 
4.4. The Scottish Futures Trust (SFT) is to take a central role in the capital 

infrastructure programme across Scotland, and will provide advice and 
guidance on all NPD projects, of which a pipeline of projects is now 
anticipated.  One of the key matters to be clarified is the explicit roles and 
responsibilities of SFT and the distinct Board appointed technical, legal and / 
or financial advisors. 

 
5. Progress to Date 
     
5.1. Immediately following the Budget announcement contact was made with 

Scottish Futures Trust by the Director of Finance and a meeting took place 
with the Chief Executive of SFT on the 23 November 2010. 

 
5.2. Since then a number of meetings have been held with representatives from 

the Scottish Government Health Finance Directorate and SFT, as well as 
ongoing dialogue with our current legal advisors MacRoberts and Health 
Facilities Scotland (HFS) as managers of Framework Scotland.  One of the 
key reports is the preliminary legal opinion obtained from MacRoberts which, 
at the time of writing, is being reviewed by HFS advisers.  

 
5.3. The Business Case for the DCN development, approved by the Board in the 

November 2009 recommended the preferred and best clinical option as a 
combined build with RHSC. This has been reaffirmed by the outcome of a 

1 The Stakeholder Director on the only existing NDP Project in NHS Scotland (Tayside Mental Health 
Developments) is the NHS Board Director of Finance 
2 Tayside Mental Health Development has 10 year moratorium 
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non financial benefits appraisal undertaken on 16th December 2010. The total 
weighted scores for the benefits each option would deliver are summarised 
below.   

 
 
 
 
 

 OPTION 1 OPTION 2 OPTION 3 

 

New build 
extension 
and some 
existing RIE 

Embedded 
into current 
RIE, no new 
build 

Joint build 
with new 
RHSC 

Total weighted scores: 286.5 190.1 372.4 
 

This is consistent (in relative terms) with the previous non-financial benefits 
appraisal undertaken in September 2009, for options 1 (420.8) and 3 (324.2), 
option 2 was not included at that time. 
 

5.4 The Key Benefits/Objectives of the combined development over other Options 
were set out as follows; 

 
(i) Minimal disruption to RIE clinical services during enabling works, 

construction and commissioning stages. 
(ii) Greater certainty for delivery within expected operational timescales for 

West of Scotland Neurosciences (Paediatric and Other). 
(iii) Less disruption to RIE Infrastructure during construction. 
(iv) Ability to provide a more energy efficient facility and working 

environment. 
 
5.5 Our current Professional Services Consultants and Principal Supply Chain 

Partner managed under Framework Scotland conditions have completed initial 
feasibility work around the single development in “Car Park B” of a combined 
Royal Hospital for Sick Children and Department of Clinical Neurosciences. 
This study reported on 24 December and concluded that whilst in principle this 
proposed development is feasible, there are challenges when compared 
against the previous standalone RHSC on Car Park B at Little France. 
However, in addition to meeting the clinical objectives included in the non-
financial option appraisal, summarised above, the new procurement of a 
combined build also avoids the procurement challenge and value for money 
risks inherent with works only delivered through Consort as part of the RIE, 
without competitive test. 

 
5.6 Work has now started on the approved new car park on the BioQuarter Plots 

14-16 (designated now as car park F) and Consort have been engaged to 
deliver the enabling works at Car Park B and F. Although separately 
appointed, both are being constructed by Balfour Beatty Construction. The 
weather had delayed the physical start on site for car park F. The programme 
and scope of enabling works in and around car park B will also be amended 
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to accommodate an anticipated revision to the footprint and services for a 
combined building.  

 
 
 
 
 
 
 
5.7 The land transaction remains to be concluded but is agreed in principle with 

Consort. The legal teams are currently agreeing the terms of a “like for like” 
swap, and the definition of the site (for a combined build) is being agreed with 
Consort.  It is planned to achieve an exchange of missives by the end of 
March with the conclusion of sale taking place following independent 
valuation of Car Park F once construction is complete.  In parallel Consort are 
in discussion with their funders to secure their sign off.  The clear advice from 
SFT is that the next formal stage of the project procurement cannot proceed 
until the leasehold interest is renounced by Consort in exchange for the new 
interest in Car Park F i.e. the land transaction is concluded. 

 
6.  Procurement Options 
 
6.1 We have an objective to minimise both the delay to the programme (also the 

Cabinet Secretary’s aspiration) and the abortive and on-going costs; to ensure 
operational effectiveness going forward, and also to manage the overall site 
consistent with the aims of the BioQuarter development. 

 
6.2.  To achieve this, we have explored the procurement options with both SFT and 

SGHD, for a NPD model to deliver RHSC and DCN with our ideal being to 
have utilised the existing design team to complete the design process, build on 
the market testing of packages already undertaken and construct the new 
building (option 2, below). 

 
6.3 A series of queries on the options, were posed to our legal and technical 

teams.  The output limited the options as follows: 
 
 Option 1 
  
 HUB  
 
 This has been ruled out as a delivery mechanism following discussions with 
 SFT. It has no attractions other that lead time for procurement. 
 
 Option 2  
 
 Utilising the PSCP and Framework Scotland with NPD (Finance and / or 
 Lifecycle and Operational services) wrapped around / onto the contract: 
 

This option essentially “novates” the BAM contract to a newly procured SPV 
which would then deliver the construction. However, the advice received 
indicates that the variance between the NEC3 (Frameworks Scotland form of 
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contract) and the NPD design and build form of contract is too significant.  It 
would require a considerable period of time to restructure or create a new 
vehicle to transfer the risks, address termination terms and associated costs to 
an NPD form. This route is untested and also carries a risk of accounting 
complications regarding design and construction risk transfer, of a 
procurement challenge and demonstrating value for money.  

 
 
 

Option 3 
 

Continue to work through the Framework Contract to complete a “Reference 
Design” for the combined build for an open SPV procurement to pick up and 
then deliver construction, operation, etc: 

 
This has the attraction of market testing the NPD and has emerged as the 
“balanced” answer, but within that there are a number of remaining issues.  

 
• Indicative legal advice based on MacRoberts (and their independent 

review of the Framework Scotland contracts) is that the termination of the 
PSCP contract and securing the use of the design is not free from doubt. 
This relates to the ability to secure a clean termination without 
compensation or adoption of the design through licences out with the 
Framework.  The written legal advice has been taken to Health Facilities 
Scotland, as the Framework Scotland ‘Host’, for verification Alternative 
routes to potentially secure the design team outwith Framework Scotland 
is also being explored and will be clarified in early January.  An update will 
be provided at the Finance & Performance Review Committee meeting on 
12 January. 

 
• Requirement during a competitive dialogue phase and / or pre-financial 

close to re-engage on design options from bidders will lead to further 
service pressures on a limited pool of key clinicians. Our view is that a 
reference design model would assist in mitigating this and it is our 
intention to take this route, as far as possible. 

 
• In terms of providing a level playing field for the wider marketplace (of 

which there is expected to be good interest) there are conflicting views 
around the residual interest position of BAM and the ongoing site interests 
of Consort. For example, a concluded design could leave BAM with a 
considerable insight into client requirements over other players. We 
cannot separate the Architects from BAM as principle supply chain partner 
unless as part of a separate appointment. In parallel, the option of a 
separate appointment of the Design Team through the office of 
Government Commerce Buying Solutions is also being explored. 

 
• The initial high level financial analysis from SFT indicates a revenue cost 

of circa £25m pa for a larger scale RHSC/ DCN combined development at 
a capital cost of approximately £250m.  It will be important to understand 
how the value of the revenue stream to support this development will be 
agreed and a formal request has been submitted to SGHD.  It is 
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understood that greater clarity on financial support will be available around 
the end of January from SGHD. 
 

 
 
 
 
 
 
6.4 A review meeting including SFT, SGHD and MacRoberts to consider options 2 

and 3 took place on the 23 December.  Following consideration of the issues 
and advice received to date, it has now been concluded that the recognised 
route for NPD procure is to take a “reference design” to the market (i.e. option 
3).  The key outstanding issue is whether this should be developed by 
extending the BAM Framework contract or by utilising the OGC Framework 
Contract (which includes the existing design team).  Both our lawyers and 
those of Health Facilities Scotland, who oversee Framework Scotland are due 
to meet on Monday 10 January and a summary of the position and 
recommendations will be available for the meeting on the 12 January.  
Although this decision requires to be made by NHS Lothian as the Statutory 
Authority it will be important that this is endorsed by SFT and SGHD.  It is 
proposed that if this is to be via the BAM Framework Contract, the additional 
work (estimated £2m) is offered to BAM on the condition that any right to the 
design are conceded.  The funding will require to be secured with SGHD.   

 
6.5 It is worth noting, that for operational effectiveness, having one PPP provider 

on site, particularly for lifecycle maintenance, hard FM and an extension of 
service contracts over the whole enlarged site, would reduce the complexity of 
contract management. However, this cannot prevent meeting the procurement 
requirements of a level playing field. 

 
7. Timetable implications 
 
7.1  Early SFT advice indicates that there could be up to months  programme delay 

 with associated costs.  We are doing all we can to ensure that any delay is 
 minimised, and believe that the project can be completed by 2015.  A key 
 target is to conclude the agreed way forward with the Board in March.  

 
7.2 NPD process  
 
 The key aspects of the NPD process include: 
 

• Advertise to the marketplace for Special Purpose Vehicle – the advice 
from SFT is to ensure that the robust client output requirements and 
associated contract information is fully in place prior to advertising and 
engaging with the private sector. This will require expert input from both 
in-house staff and external advisers. 

• Soft market testing – this work will require to be undertaken to meet both 
project programme and also similar activity underway in the UK to ensure 
adequate interest in the project and a level playing field for suppliers. 
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• Competitive dialogue – this involves each bidder having the opportunity 
to discuss the Board’s requirements and their proposals in an intensive 
and structured manner; requiring suitable resources and time 

 
 
 
 
 
 
 

7.3 We will continue to work with both SFT and SGHD to agree the appropriate 
procurement approach.  However, one of the key pieces of advice from SFT 
and other parties is to ensure the support of appropriately experienced team 
and technical advisers at an early stage.  This is also essential for the 
development of the Reference Design.  It is our aspiration to progress this 
immediately but with a likely financial cost over the whole development 
process of a project of circa £10m for advisors and design (a considerable 
amount of design work already having been completed and if utilised will 
reduce additional costs). Confirmation of financial support for this from SGHD 
is essential, and we have written to them on this issue. 

 
8.  Consort Position 
 
8.1  As part of their engagement, Consort have suggested a potential route 

 through the delivery on going of the development through a Joint Venture with 
 Consort Healthcare – including the use of BAM to construct – and an NPD 
 model. They believe that the land under lease gives them a controlling special  
 interest negating the need for open procurement. Consort has agreed to 
 continue to work towards concluding the missives for the land transaction but 
 will also propose developing a proposition for a Joint Venture, by mid January. 
 This will be considered jointly by us, SFT and SGHD. This option will also 
 need to be considered against the potential difficulty of demonstrating value 
 for money for such a large development. However, the priority remains 
 securing the land transaction. 

 
9.  Next Steps 

 
9.1 Immediate priorities 
 

• Conclude land transaction with Consort. 
• Agree the procurement of the Reference Design.  
• Appoint advisors (legal, technical, financial). The project and design team 

currently engaged through HFS Frameworks for the standalone RHSC 
have effectively been “stood down” awaiting confirmation of a future role. 
Inevitably, expertise will be lost to other projects in the early part of 2011 
should NHSL not be in a position to re appoint.  

• The roles and responsibilities within the project Delivery Team and Project 
Boards will require to be reviewed.  Work on this is now underway to 
identify the areas for support, taking account of the input of advisors, and 
the potential availability of funding from SGHD to cover these costs. 
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• All knowledge and information produced through the standalone RHSC 
design process is being captured for future use and consists of all design 
data at point of suspension, technical validation information, briefing data, 
cost data and construction information. 

 
 
 
 
 
 

10.  Governance Arrangements  
 

10.1 SGHD and SFT have confirmed their willingness to work with the Board’s 
team on developing the business case requirements to minimise the 
programme but retain the appropriate governance. This will necessitate 
significantly more ongoing engagement than might normally be the case.    

 
  
 
 
 
 
 
Susan Goldsmith  Jackie Sansbury 
Director of Finance           Chief Operating Officer 
5 January 2010   
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LOTHIAN NHS BOARD 
 
Finance & Performance Review Committee  
12 January 2011 
 
 
Director of Finance & Chief Operating Officer 
 

 
ROYAL HOSPITAL FOR SICK CHILDREN & DEPARTMENT OF CLINICAL 

NEUROSCIENCES REPROVISION PROJECT UPDATE  
ADDENDUM: LEGAL ISSUES 

 
 
1. Purpose of the Report 
 
1.1. The purpose of this report is to provide the Finance & Performance Review 

Committee with further update on the contractual position with BAM, as the 
existing Principal Supply Chain Partner for the Royal Hospital for Sick 
Children (RHSC) reprovision projects, under Frameworks Scotland. 

 
 
2. Recommendation 
 
2.1. The Committee is invited to: 
  

• Note the issues considered by both Macroberts, as NHS Lothian legal 
advisors for the RHSC project, and McLure Naismith as legal advisors 
to Health Facilities Scotland on the Frameworks Scotland / NEC 3 
contract. 

 
• Approve the continuation of Stage 3 of the BAM contract, under 

Frameworks Scotland, to develop the reference design for the joint 
facility for the Royal Hospital for Sick Children and Department of 
Clinical Neurosciences. 

 
 
3. Summary of the Issues 
 
3.1. A meeting was held on 10 January 2011, with representatives from NHS 

Lothian, Macroberts LLP, Health Facilities Scotland, and McLure Naismith 
LLP.  The purpose of this discussion was to consider the different legal 
interpretation of the existing contract between NHS Lothian and BAM, in 
relation to a series of questions posed by the Scottish Futures Trust (SFT) on 
our behalf: 

 
In relation to the Framework Agreement with BAM: 
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1 Is NHSL entitled to conclude the existing PSCP framework agreement 
at will, either before or at the end of the current stage? 

 
2 If so, 
 

2.1 What is the notice period? 
2.2 Is the sole liability to pay for the work done to the date of 

termination 
2.3 If not what are the heads of cost? 
2.4 How are the costs referred to in 2.2 or 2.3 calculated? 

 
3 On and after conclusion of the contracts what is the extent of the 

intellectual property rights under and pursuant to the subject matter of 
the contracts, including as to the right to grant rights to third parties 
without cost to NHSL? 

 
Additional questions: 

 
1 Is the scope of the existing Health Framework procurement sufficient 

legally to allow the subsequent extension to include the DCN as well as 
the RHSC? 

 
2 Would the existing Health Framework contract permit (in a manner 

which is legally compliant, including as to the procurement rules) the 
novation by NHSL of the contractual arrangements to an SPV (or an 
interposed contractor), to be employed by NHSL under NPD DBFM 
documentation? Would this require the consent of the other parties to 
the existing arrangements? 

 
3 Can a compliant procurement be run for the NPD DBFM which contains 

an obligation on the winning bidder to accept novation of the existing 
PSCP arrangements, bearing in mind the obligation to treat bidders 
equally and without discrimination?  Would this legal position change if 
one of the bidders was party directly to the PSCP arrangements? 

 
3.2. In summary, the respective legal teams were in agreement of a number of 

key areas of concern: 
 

• The existing HFS Framework cannot be utilised to procure a Special 
Purpose Vehicle (SPV) to deliver an NPD Design Build Finance Maintain 
(DBFM) contract. The magnitude of difference between the two forms of 
contract is too great. 

 
• The existing HFS Framework could be utilised (through an extension of 

the existing ‘Stage 3’ agreement with BAM) to prepare a reference design 
appropriate to the requirements for the procurement stage for an SPV.  
This would require agreement from BAM, to the following significant 
modifications, before any instruction to proceed is given: 
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− Eventual Termination Conditions allowing the design to be used for 
NPD purposes, Intellectual Property Rights and any Termination 
Compensation agreed in our favour. The stage 3 contract would 
terminate after completion of the reference design.  
 

− Given the reduced role BAM would perform (they would not be 
constructors and hence have less need to input as to how they would 
best build it and procure and cost the packages) a review of their 
management fee is necessary. The lawyers are not unduly troubled 
with ‘badging’ the design BAM, however they were of a consensus 
view that it may be prudent to label it in some other way.  
 

− A suitable Compensation Event would require to be prepared to 
instruct BAM once and if agreement to Termination Conditions is 
concluded.  

 
 
4. Next Steps 
 
4.1. There was clear agreement that a meeting should be arranged as soon as 

possible, between NHS Lothian and BAM to agree the timelines and cost for 
completion of the joint design and the subsequent termination of the 
Framework Contract after this stage is concluded.  MacRoberts are to 
prepare a “crib sheet” of relevant point for us to use in these discussions with 
BAM. Colleagues from both HFS and McClure Naismith offered to review 
also.  It should be noted that HFS are to seek Central Legal Office (CLO) 
opinion on all of this.   

 
4.2. If no agreement can be reached with BAM on this basis, then procurement of 

a design team to prepare a reference design through another new route 
would be necessary. Given the scale of this, a mini tender arrangement would 
be most likely utilising the Office of Government Commerce (OGC) Buying 
Solutions process. This has implications for the programme, with 2-3 months 
slippage; and although not yet quantified, there would inevitably be additional 
costs. 

 
4.3. The OGC process would also potentially be the most suitable route to procure 

an appropriate team of NPD Financial and Technical Advisors which we will 
need in any case. It would be beneficial if this team were made up of, at least, 
in part the reference design team.  
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4.4. In terms of Legal Advisors, both the SFT and CLO have offered assistance 
with this procurement. There is no existing Framework in place that is suitable 
for these services.  However, legal advice does not need to be procured 
under OJEU, so there may be a relatively expedient solution to this.  Any 
appointment will, of course, need to comply with the Board’s Standing 
Financial Instructions.  

 
 

  
 
 
 
 
 
Susan Goldsmith  Jackie Sansbury 
Director of Finance           Chief Operating Officer 
11 January 2011   
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From: Donna Stevenson
To: Andrew Bruce
Subject: RHSC/ DCN
Date: 18 January 2011 16:13:42
Attachments: image001.jpg

 
Andrew
 
As you were not able to attend the whole meeting yesterday, I thought that it might be
helpful to summarise the main points and our follow up actions in italics.
 
 

1.      NHSL is meeting BAM on Wednesday to discuss the production of the reference design
on the basis proposed in the update note which was provided to NHSL’s committee;

2.      Norman outlined the requirements of the OBC (and he has  sent on the summary sheet
which he talked to as well as his correspondence with Jackie Sansbury): this will draw on
the work done on the DCN in 2009 to complete the options analysis to confirm the
preferred option of a stand alone RHSC/DCN on the Little France site and establish
affordability to NHSL based on a capital project (for comparison purposes as revenue
support will only consider contributions to additional costs, consistent with the other
projects); and will then consider procurement route and affordability of the scheme,
using NPD estimated figures.

3.      Norman said that he expected revenue support principles to be agreed by the end of
January. You will see that Lynne-Marie circulated yesterday a note on the proposal
which has been put to capital and risk across the NPD programme and Paul is
considering this: we can discuss how best to take this forward, bearing in mind SFT’s
role re vfm.

4.      NHSL is expecting a paper on Consort’s JV proposal from Pinsent Mason/King Sturge)
and a presentation is being arranged for the end of January when Jackie is back. The
proposal seems to be that Consort would take an equity/sub debt stake, as would NHS,
(though Iain said that NHSL had not considered that issue). As we said in addition to the
significant issues such as vfm,  procurement issues and the delay of the land swap, as
well as raising expectation on Consort’s part, it is difficult to see how this proposal
would even save time as it includes only equity input.  Iain expects the discussion on the
JV to have been completed by mid February and is still aiming for missives by the end of
March.

5.      Iain is to come back on the governance structure including the Project Board and Project
team.

6.      Iain is to clarify his issues on SFT’s role which he still does not think is clear. He wants
me to be on the Project team and referred to as akin to E&Y’s advisory role. I said this is
not correct and while SFT is devoting considerable resource to this project  and I am
happy to attend appropriate meetings, SFT’s role is distinct from the NHSL team leading
the project. Norman confirmed to me today that he is happy to attend weekly meetings
on a Friday. I will speak to Peter about this issue.

7.      Iain still regards Brian as the Project Director and suggested that NHSL are not looking
to augment the internal resource with  someone with PPP experience. . I will speak to
Peter about this issue.

8.      On the value of the project, Brian sent through an addition to the feasibility paper with
more exclusions which I have copied to you. I will copy you in on my email to Lynne
Marie based on that information. I also asked that NHSL  send on a table which
categories the estimated costs so that none is missed. Incidentally in the paper of
December 2009 which Norman sent on today, at paragraph 8.1, NHSL say that while in
one options costs may feed through into a unitary charge variation in the Consort
contract, “the overall capital; cost may still score against NHS Lothian’s Capital
Resource Limit”.

9.      On programme the latest estimate of NHSL is that the facility would be finished early
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From: Kinnear N (Norman)
To: Andrew Bruce; Donna Stevenson
Cc: Baxter M (Mike) (Health)
Subject: FW: DCN etc
Date: 18 January 2011 13:11:00
Attachments: RHSCDCN Outline Business Case.doc

DCN OBC Paper Nov 2009.pdf
Sensitivity: Confidential

Further to yesterday. I thought it might be best if I let you see the exchange we have had
with Jackie even although it is not concluded.  In addition Mike has finally had a verbal
report on the F&PR from Susan Goldsmith and John Matheson has been brought up to
speed by us.  We hope that a bit more will develop this week. Let me know if you have any
questions.
 
Norman
 
 

From: Kinnear N (Norman) 
Sent: 14 January 2011 08:51
To: 'Sansbury, Jackie'
Cc: 'Goldsmith, Susan'; 'Graham, Iain'; 'Currie, Brian'; Baxter M (Mike) (Health)
Subject: RE: DCN etc
Sensitivity: Confidential

Jackie, To hopefully make this as clear as possible I have added comments alongside your email -
hope it helps!
 
1) When you say you need analysis of siting RHSC at Little France (straight from OBC) and siting of
DCN at Little France (straight from OBC revalidated ) what exactly are you meaning? Do you mean
us to re-present the clinical options appraisals or re do them?  I mean re-present and not re-do them. 
The November 2009 document did this but needs to be in a Business Case than can be released in
the same way that all projects are when taken forward.  We uncovered the 2009 document after you
and I spoke on the phone and it was really helpful.
2) You then go on to say accepting analysis demonstrates siting at Little France – then the following
options are about an integrated or stand alone. Do you mean these two options then need worked
through separately as we discussed?  As I tried to say in no 1 answer the 2009 document indicated
that NHSL must already have done the appropriate work it is now about bringing them together to
enable proper approval from here for the way forward.  Once done you will only be doing a single
FBC covering both RHSC and DCN.  The 2009 document only covered DCN costs but you must have
had them both.
It sounds to me as if we could be , as you say, progressing with the preparation of a document with all
this work in it and updating the old costs.
The next task would presumably be to cost the options for NPD for stand alone children’s and joint
build , and PFI costing for stand alone DCN.  Not as part of this exercise hence reference to keeping
procurement aside just now.  NPD costing is relevant only to the way forward not option selection.
The challenge with the last one is that may present a huge amount of work particularly is associated
with renegotiation of the contract and if this is not a clinically preferred option it is likely to be wasted
work. It will also add time to the process and the Cabinet Secretary was quite clear in her brief of
progressing quickly.  The issue you raise if I am right is whether there is a re-negotiate option for the
whole RIE contract that might result in a better financial outcome.  It would be helpful to see what
Mike Prior did for you on this but it was our assumption that huge benefits (financial) may not be
significant enough to justify the loss of clinical benefits to have a combined RHSC/DCN facility as set
out in the 2009 paper.  However the 2009 paper did not cover costs other than DCN but we assume
they must have existed to inform the DCN "scoring".  In addition you make a relevant point re
potential timescale implications unless significant benefits were at stake.
3)) Do you have a date for release of the VFM guidance of NPD assessment? We anticipate this work
being concluded and available by the end of January but don't have a firm date.
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By the way how did the meeting go on Tuesday?
 
Norman

From: Sansbury, Jackie  
Sent: 13 January 2011 14:14
To: Kinnear N (Norman)
Cc: Goldsmith, Susan; Graham, Iain; Currie, Brian; Baxter M (Mike) (Health)
Subject: RE: DCN etc
Sensitivity: Confidential

Norman, Hi , thanks for this. May I ask for some clarification?
1) When you say you need analysis of siting RHSC at Little France (straight from OBC) and siting of
DCN at Little France (straight from OBC revalidated ) what exactly are you meaning? Do you mean
us to re-present the clinical options appraisals or re do them?
2) You then go on to say accepting analysis demonstrates siting at Little France – then the following
options are about an integrated or stand alone. Do you mean these two options then need worked
through separately as we discussed?
It sounds to me as if we could be , as you say, progressing with the preparation of a document with all
this work in it and updating the old costs.
The next task would presumably be to cost the options for NPD for stand alone children’s and joint
build , and PFI costing for stand alone DCN.
The challenge with the last one is that may present a huge amount of work particularly is associated
with renegotiation of the contract and if this is not a clinically preferred option it is likely to be wasted
work. It will also add time to the process and the Cabinet Secretary was quite clear in her brief of
progressing quickly.
3)) Do you have a date for release of the VFM guidance of NPD assessment?    
 
Thanks very much for your offer to remain involved, we are grateful for your guidance.
Jackie
 

Jackie Sansbury 
Chief Operating Officer 
Lothian University Hospitals Division 
Royal Infirmary of Edinburgh 
51 Little France Crescent 
Edinburgh 
EH16 4SA 
Tel:   
Mobile:   
Email: 

From: Norman.Kinnear  
Sent: 13 January 2011 12:55
To: Sansbury, Jackie
Cc: Goldsmith, Susan; Graham, Iain; Currie, Brian; Mike.Baxter
Subject: DCN etc
Importance: High
Sensitivity: Confidential
 

Jackie, My apologies for not having got back to you sooner. I have discussed this in some
detail with Mike Baxter as it is important that there is clarity over what needs to be done
and why, but also that as far as possible it can be done in parallel with the many other
pieces of work being done and making maximum use of work undertaken on the OBC for
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DCN and FBC for RHSC. We have also reviewed what we have previously seen on the
integrated RHSC/DCN work in November 2009 which will hopefully help our
understanding of what is done next.

In addition it seems clear that working with you and your colleagues, SFT and to an extent
HFS will certainly require a get together next week but I would suggest we should pencil
in weekly meetings to ensure momentum is maintained. I would be grateful for your
thoughts on this and who you would bring along with a view to keeping it to key people
only.

We believe the following analysis is therefore essential:

1. Siting of RHSC at Little France (straight from OBC/FBC)

2. Siting of DCN at Little France (straight from November 2009 OBC revalidated)

Accepting analysis demonstrates siting both at Little France then following options
assessed are about an integrated build or stand alone (forget how these are being paid for/
procured).

3. Financial and non financial analysis of separate/ integrated (flows from work in DCN
OBC but will need updated

4. Preferred option is integrated build

5. How do we deliver and pay for the preferred option

Clearly we all want to take existing analysis where possible and update costs/ strategy
where necessary. For example I attach a document which was sent in here for a meeting in
November 2009 on DCN. Presumably although it covered DCN only the options refer to
its integration with RHSC. Therefore presumably additional information covering both
elements existed at that time and will need updated to incorporate current thinking on both
RHSC and DCN. Remember this piece of work is about the best financial and non-
financial service option not how it should be procured.

It is anticipated that based on the analysis conducted at that time and the updated non
financial analysis undertaken before Christmas 2010 the document will show that for DCN
the relative cost and loss of benefit, rules out separate DCN and RHSC and therefore the
service option is identified as an integrated solution. Once the service option is validated
the question is then how to buy it. Given that a £220m+ variation to the existing contract
would not be possible legally this would not be examined. SG and SFT are currently re-
examining VFM guidance generally to handle how NPD is assessed in business cases and
that work will complete shortly. In the interim I would suggest that the focus is pulling
together the analysis already undertaken, identifying what detailed work needs to be
undertaken and establishing a plan to achieve this. I know you have raised the issue of
ongoing engagement with John Matheson in your letter of 21st December and we are
happy to assist you in delivering your project and providing advice on the business case
requirements.

Given the size of the project and its profile the analysis outlined above will be required to
support scrutiny by the SG Infrastructure Investment Board and support agreement of any
revenue support in respect of unitary payments for a completed project.

I hope that this process is clearer and given the separation of the preferred service option
from how it is ultimately procured will be a more straightforward piece of work. It is also
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worth remembering that when a fresh procurement commences the potential bidders will
want to review documentation that demonstrates the Board are moving ahead with a robust
project.

I am not getting directly involved in the other issue you raised concerning financial support
for advisors but I do know it is being considered between John Matheson and Susan
Goldsmith.

Hope this is clear but clearly happy to discuss further or address any questions before we
move on.

Norman
 
 
 
 
 

From: Sansbury, Jackie  
Sent: 11 January 2011 12:07
To: Kinnear N (Norman)
Cc: Goldsmith, Susan; Graham, Iain; Currie, Brian
Subject: DCN

Norman hi, thanks for the chat earlier on today. I just thought it would be helpful to confirm what we
discussed given Susan asnd I are taking a paper to F and PR tomorrow re the above.

The position of NHS Lothian regarding DCN is that in Nov 2009 NHS Lothian approved an OBC for
DCN identifying a joint build with RHSC funded through capital as our preferred option. At that time
Mike asked us by email not to submit the business chase to CIG, indicating there was no capital
available.

The joint build remains our preferred option clinically but you have advised that in order for us to
proceed we must now redo the financial modelling demonstrating the costs under NPD (joint build
with RHSC) and PFI ( at the end of the wrad arc) with some sort of alteration to the PFI contract.

This will not only delay the project due to the requirement to complete the modelling but on reflection
this will also require some funding support from you for advisors as the posts can no longer be
capitalised. I do know however Susan has already written to Mike re financial support for advisors.

You agreed to run this past Mike so I could report your position on this at the meeting tomorrow. I am
very grateful for your continued support. I also attach the f and pr paper for your info.

Best wishes

Jackie <<RHSC DCN Update Dec 2010 v8.doc>>

Jackie Sansbury

Chief Operating Officer

Lothian University Hospitals Division

Royal Infirmary of Edinburgh

51 Little France Crescent

Page 333



Edinburgh

EH16 4SA

Tel:  

Mobile:  

Email: 

*****************************************************************

The information contained in this message may be confidential or

legally privileged and is intended for the addressee only. If you

have received this message in error or there are any problems

please notify the originator immediately. The unauthorised use,

disclosure, copying or alteration of this message is

strictly forbidden.

*****************************************************************

 

*******************************************************************

This email has been received from an external party and

has been swept for the presence of computer viruses.

*******************************************************************

 

********************************************************

 

This e-mail (and any files or other attachments transmitted with it) is intended solely for the attention of the
addressee(s). Unauthorised use, disclosure, storage, copying or distribution of any part of this e-mail is not permitted. If
you are not the intended recipient please destroy the email, remove any copies from your system and inform the sender
immediately by return.

 

 

Communications with the Scottish Government may be monitored or recorded in order to secure the effective operation
of the system and for other lawful purposes. The views or opinions contained within this e-mail may not necessarily
reflect those of the Scottish Government.

 

********************************************************

 

*****************************************************************

The information contained in this message may be confidential or

legally privileged and is intended for the addressee only. If you
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The table below highlights the proposed bed numbers.

NARAU
Level 1 critical care
Neurology (Level 0)
Neurosurgery (Level 0)

Level 2 critical care

Level 3 critical care

12
15
14
26

6

6

75%

75%

ohorted with
Level 3 facilities

ohorted with
Level 2 facilities

o
embedded

29
30

4

6

Total 79
Figure 1: Proposed bed model for DCN

83% 69

The increase from the current 69 beds to 79 takes into account:
• population changes to 2012 (+ 4 beds);
• an increase in day of surgery admissions ( - 1 bed);
• the initial 8 hours for assessment and treatment of patients with an acute

stroke where thrombolysis, interventional radiology or neurosurgery are
indicated (+ 2 beds);

• . adult spinal deformity surgery (+ 1 bed NSD funded); and
• the proposal to bring together spinal surgery services from orthopaedics

and neurosurgery (+ 4 beds from RIE).

Consideration is still being given to the proposals to bring stroke and spinal
surgery activity into this model.

In parallel to the work done by NHS Lothian, healthcare planners 'Tribal' have
undertaken a bed modelling exercise taking into account UK best practice and
benchmarking with other neuroscience services. Civil Eyes Research (CER)
have also provided benchmarking analysis for performance indicators including
volumes and types of activity, length of stay, day case rates, multiple admissions
and clinical coding. Their findings concluded that:

a) Overall DCN performs well against comparator sites across the range of
indicators assessed by CER.

b) On the key case-mix adjusted comparison of length of stay, DCN was
calculated to be a little better on average than the peer group in both
neurology and neurosurgery.

c) Tribal and CER looked separately at length of stay performance at the
75th percentile and considered that reductions could be made, mostly for
emergency activity.

d) The planned increase in day of surgery admission is already built in to the
proposed bed model and such a change would bring elective length of
stay up to 75th percentile performance.
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e) Achieving 75th percentile performance could reduce the overall bed
requirement from 79 to 73 beds. Note that if such improvements are not
achieved, it is calculated that the new DCN would be short of beds on 1
day in every 6.

Work will be progressed for emergency patients including:

~ Faster transfer to rehabilitation facilities for patients requiring ongoing
care.

~ Discussions with other Boards regarding the transfer of patients back to
their 'home' hospital once DCN services are no longer required.

~ A 'point prevalence' study of patients currently in hospital and the
treatment they are receiving.

It is proposed that due to the specialist nature of the services and the uncertainty
around the Managed Service Network that the OBC proceed on the basis of
building 79 beds but commissioning only 73 in 2013.

These numbers will continue to be reworked until the Full Business Case is
submitted next year.

4 Workforce Planning and Partnership

An outline review of future staffing requirements has been undertaken, primarily
to "help determine likely revenue costs as a result of this reprovision project. The
scope of the review included all groups of staff, including: nursing, medical,
scientists, allied health professions, management and administrative grades.

The costs to date are based on an increase of ten beds with associated activity
in DCN; they would decrease if any of the activity transfers outlined in the bed
model above were not agreed.

Partnership have been fully engaged in developing the service model and
options in the OBC, and will continue to do so through to FBC and delivery of the
project to produce and implement robust workforce and service models.

5 Option appraisal

A non-financial benefits appraisal in December 2008 clearly indicated that Little
France was the preferred location for the DCN on the grounds of the quality of
service, access for patients and staff, and links with research and education that
could be delivered there. Three sub-options on the Little France site have been
appraised in full.

Existing contractual arrangements on site include the PFI for the RIE and the
Principal Supply Chain Partner appointed for the RHSC Reprovision. These
influence the possible financial and procurement routes for each option:
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Option Description Possible Funding and
Procurement Routes
Treasury-funded only and through
the Framework Scotland
arrangements already in place for
RHSC. An option to construct DCN
was included in the PSCP selection

rocess.
1. Treasury-funded and Framework
Scotland,or
2. NPD funded and it could be
through an additional works order on
the existing PFI or through OJEU for
new procurement.
The only practical solution is an
additional works order on the existing
PFI, although there may be a risk of

rocurement challen e.
Figure 2: Options for the location and procurement of DCN at Little France

3a

3b

Joint build with the new
RHSC on car park B

Stand-alone build alongside
the new RHSC on car park
8

Extension of the existing RIE
and renovation of some
existing space

6 Non-Financial Benefits Appraisal

In appraising the non-financial benefits of each option, building DCN as part of
the same project as the new Royal Hospital for Sick Children reprovision came
out highest.

The total weighted scores for the benefits each option would deliver are
summarised below:-

Option3a Option3bpptipn 3<:

JOintbuildwith Stand-alonel1eVl!bulld E n to the
new RHSC a1ql')gsicfenew Rl-iSCexi$tihg RIE

Total weighted scores: 420.8 269.6 324.2
Figure 3: Benefit criteria scores for sub-options 3a - 3c scored in September 2009

This joint build scored highest against all of the relevant benefit criteria, because
it delivers:
• the best clinical synergies within DCN for emergency patient pathways

between A&E, the Neurosciences Acute Receiving and Assessment Unit,
theatres, radiology and critical care;

• the best clinical synergies between adult and paediatric neurosurgery
inclUding the opportunity to develop shared theatres with inter-operative MRI;

• economies of scale in combining radiology for RHSC and DCN, with resulting
capital benefits and opportunities for workforce development across the
specialties;

• economies of scale in combining neurophysiology for RHSC and DCN, with
resulting capital benefits and opportunities for workforce development across
the specialties;

4



• least disruption to the 'live' clinical services on the RIE site in the construction
and commissioning phases;

• a new DCN for 2013.

7 Financial Option Appraisal

8.1 Capital Costs

The capital costs for the 3 options at Little France are outlined below based on
scheduled accommodation and cost plans prepared by Thomson Gray
Partnership.

This is a high level assessment of costs for the options, including a reconciliation
made with costs prepared by Consort Healthcare for option 3c. As this option is
part of the current RIE space, a cost allowance prepared by Thomson Gray is
included. This is circa £30m for displacement accommodation which will need to
be provided elsewhere.

Ca ital Costs: 73,765 88,672
Figure 4: Capital costs for the three project options at Little France

118,913

Note: as option 3c is closely linked to the RIE, the overall capital costs may be
managed I negotiated as part of the Consort unitary charge payment
mechanism. Despite this, the overall capital cost may still score against NHS
Lothian's Capital Resource Limit.

8.2 Revenue Costs

The revenue costs and resulting gap for the 3 Little France options are outlined
in Figure 5.

In summary, the revenue gap for the preferred option relates largely to:

• an increase of 10 beds in DCN;
• the impact of en-suite single rooms and required circulation space;
• additional theatre capacity;
• additional imaging capacity; and
• capital charges.

This will require an increase to the Financial Plan to cover the net recurring gap
of £5.6m and non-recurring funds of up to £1.621 m to cover double running and
commissioning costs.
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ment*

22,335
2,082

4,684
29,101

22,818
2,189

5,496
30,503

22,818
920

14,179
1,638
39,555

*Cost of capital is included within the overall capital charge. No assumption has been made
about its
discontinuation at this stage until formally advised.

** this assumes that capital funding will come from LMERG and the university to support
the capital expenditure.

*** Actual revenue charges may change with the adoption of the East Coast Costing Model
however, for the purposes of this business case an indicative split of the capital charges
and facilities management costs has been calculated across the regional Boards using
DCN. This is based on agreed methodology using Occupied Bed Days shared with
Regional Boards.

Note: capital charges related to the UoE element is largely higher for 3c than other options
because of
the overall remaining asset life is shorter than the new build options.

Figure 5: Revenue costs for the three project options at Little France

Overall, NHS Lothian will need to manage the capital and revenue positions as
part of their financial plan from 2012/13 onwards on the basis of current planning
assumptions.

NHS Lothian has made a provision for £3m in the current 5 year plan.

8 The Preferred Option

The preferred option for Clinical Neurosciences: Vision 2012 is to build a new
DCN as part of the same project as the new Royal Hospital for Sick Children
reprovision, alongside the Royal Infirmary of Edinburgh at Little France.

This option is ranked highest in the benefits appraisal. the risk assessment, and
economic and financial appraisals.
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SAM Construction Ltd was appointed as the Principal Supply Chain Partner
(PSCP) for the RHSC Reprovision project early in 2009, and it is proposed that
this contract, and others under Frameworks Scotland for the same project. be
expanded to include the scope of Clinical Neurosciences: Vision 2012, to deliver
option 3a.

9 Capital Costs

The increase from £53m in the Initial Agreement to £74m in the aBC is broken
down in Figure 4.

oac
£'00.0 .

61,547
11,045

1,173
73,765

Details of the increased costs are included in Appendix 1, they include:
• A net increase of the gross floor area to include communications space

based on RHSC Reprovision experience;
• A net increase of the gross floor area to include plant space in the new

build, revising the initial assumption that that this could be a part of RIE;
• 11% increase of cost per square metre from 1st quarter 2008 to 2nd

quarter 2009 in the OBC.
• Costs identified in RIE site masterplanning not identified at IA stage;
• Cost of BREEAM rating not identified at IA stage;
• Increase in design fees.

10 Funding

Allocation of the capital costs would normally be shared across partner boards in
accordance with the proposed level of activity anticipated from NHS Lothian and
the partner boards however there is great uncertainty in NHS Scotland at
present related to the amount of capital funding available and the method of
allocation in future years.

The current capital estimate and profile of capital spend in NHS Lothian means
that the project can only be afforded if additional funding is provided by SGHD or
the capital programme is reprioritised or supplemented by further receipts.

The projected revenue costs of DCN from 2012/3 have been allocated across
partner boards in the same way to give NHS Boards an indication of the likely
costs. This has been done separately to the potential outcome of discussions
about existing SLAs and the proposed "East Coast Costing Model" being agreed
with Directors of Finance.
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The Health Boards involved include NHS Borders, Dumfries and Galloway, Fife
and Forth Valley. NHS Lothian has shared the oac with these Boards, and
requested that they confirm their approval in principle of the service model and
preferred option in advance of the 8 December Capital Investment Group
meeting at SGHD. These organisations have all indicated that they would not be
in a position to allocate capital funding as a part of their current financial plans,
or support an increase in revenue costs unless the project was phased to come
on line later than 2013.

11 Impact on RHSC Reprovision

In order to deliver the RHSC project by Spring of 2013. NHS Lothian approved
design work with BAM Construction on two possible schemes:

• The preferred option of an integrated DCN and Children and Young
People's Hospital; and

• A stand alone RHSC, which recognises a possible adjacent.
standalone DCN at some future date.

Schedules of Accommodation have been completed and architectural design
has commenced. A comparison with the integrated design is beginning to take
shape and the following issues highlight the inefficiencies and cost premium
associated with a standalone design:

• Loss of shared facilities (capital and revenue costs)
• Increase in both RHSC + DCN Schedules of Areas
• Additional service tunnels and lifts
• Additional envelope areas
• No adjacent construction compound available
• Restricted access for construction materials delivery and double handling

required
• Construction inflation applicable to DCN if built at a future date (a 5.6%

increase of£2.8m on the base building cost, excluding VAT and fees, if
building in 3rd quarter of 2011 rather than 151 quarter 2010; £650k for
every quarter from 3rd quarter 2011 onwards)

The additional design work and construction inflation associated with
undertaking the parallel design exercise to calendar year end has been
estimated to cost up to £900k. The overall programme impact has been
estimated at 4 weeks. giving a completion date of late April 2013. The
continuation of this parallel design exercise will be reviewed in late December
2009 pending the anticipated outcome of the DCN OBC.

12 Impact on Health Inequalities

A Rapid Impact Assessment of the service model and preferred option has been
carried out and identified no adverse impact on health inequalities.

8





Commercial in confidence

Appendix 1
TABLE1

Clinical Neurosciences: Vision 2012 Increase in Capital Costs from IA to OBC

1) CAPITAL COSTS

Building
Equipment (IA based on 15% of building cost, OBC based on equipment inventory including
additional MRI scanner & theatre)
Project Team Costs (not identified at IA stage)
OVERALL

IA OBC INCREASE

46,616,445 61,547,245 14,930,800

6,317,296 11,045,024 4,727,728
o 1,173,000 1,173,000

52,933,741 73,765,269 20,831,528

2) BREAKDOWN OF INCREASE IN BUILDING COST
Item
Net cost of increase in gross floor area from IA (10,283m2

) to OBC (12,802m2
) at average IA rate per sq m

(£2,142)

Cost of increase in rate per sq m from IA to OBe (£2,142 at 1st quarter 2008 to £2,369 at 2nd

quarter 2009)

Savings in RHSC resulting from joint build (234.5 m2 plus equipment in theatres, radiology
and therapies)
Cost included for BREEAM rating not included in IA (5% of net build cost)
Costs identified from masterplanning not available at IA stage
Decrease in amount allowed for car parking costs (fA 150 spaces, OBC 50 spaces)

Optimism Bias - reduction in provision from 26.35% at IA to 19.2% at OBC offset by increase in floor area
Reduction in inflation allowance from 18.25% to 7.20% based on BAM programme
Increase in cost relating to RIE alterations to upgrade non clinical areas to clinical
VAT increase resulting from net cost changes above
Increase in design team fees resulting from increase in floor area & change in %
Quantified Risk not allowed for in Initial Agreement

OVERALL INCREASE IN BUILDING COST

Amount Explanation
5,397,281 For gross floor areas at IA &

OBC see item A in Floor
Area Changes & for average
IA rate see item B.

2,903,635 For average IA and OBe
rates see item B in Floor
Area changes.

-1,303,260

1,451,357
2,690,000

-1,050,000 Car parking requirements
reassessed as part of
masterplanning.

221,772
-2,607,013

870,000
1,500,092
1,159,883
3,697,054

14,930,800
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Extract form Draft NHSL Committee Report
3.2 NPD Process

An outline of the processes around the NPD procurement is detailed in 
Appendix 1. However, one of the key aspects is the depth of design work 
undertaken in advance or in parallel with the procurement process. There are 
site specific requirements which necessitate a greater detail of design than 
would normally be carried out by the public sector in a PPP process (such as 
planning and interface with the current building at the RIE) to be balanced 
against the benefit of design work being undertaken by the private sector 
bidders (e.g. costs met by bidders, innovation of design / cost competition). 
SFT agreed that the development of a “reference design” is appropriate, given 
the reduction in bid risk for bidders and retention of design control with NHSL.
A review on the detailed extent of this work is ongoing with SFT and SGHD.
The issues being considered include the following:

“Traditional” PPP procurement Reference Design

Exemplar design undertaken by Board’s 
technical advisers to Stage C – Concept Design

Detailed design work to Stage D –Design
Development (or even into Stage E –
Technical design).

Used as a public sector comparator in Business 
Case.

Not required in this case as there is not a 
capital-funded option to consider

Significant enhancement of feasibility work. Builds on the work done for RHSC and 
DCN, but requires redesign for combined 
building,

Short (4-6 months) to deliver to OJEU Longer to deliver to full OJEU (12 months 
work)

Limited advertisement prior to the majority of 
design work

Initial stages of market facing OJEU 
procurement done in parallel

Majority of design work undertaken at the cost 
of the private sector bidder

Cost borne by Board as part of the 
business case development; however, it is 
intended that these costs could be
reimbursed by the successful NPD bidder
and included within the NPD unitary 
charge. Anticipated savings in time and 
negotiations. (To be confirmed through 
further dialogue with SFT and other 
authorities who have used this process)

Private sector “innovates” and brings design 
savings through competition.

Greater fixed points potentially leaving 
less scope for “innovation” although 
innovation is brought to project by the use 
of BAM during Reference Design process.

Lifecycle costs form part of the negotiations with 
the bidders

A defined design could potentially give 
rise to less competitive lifecycle costs

Project team, clinical leads and support services 
engaged with extensive design review with each 
bidder.

Anticipated lower level of Project team, 
clinical leads and support services 
engagement bidders.

Concept Design (inc Report and Approval) 10 weeks May 2011
Scheme Design (inc Report and Approval) 18 weeks Aug 2011
Detail Design (inc Report and Approval) 16 weeks Dec 2011

44 weeks
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Scope of Reference Design

The reference design will use the high level brief prepared in December 2010 to 
inform the Feasibility Report commissioned from BAM Construction to test the 
viability of the existing site (Car Park B) at the RIE to accommodate a combined 
RHSC and DCN. This includes, but is not limited to:

 Clinical adjacencies, as far as is practical, as established during previous 
design exercises for both services.

 Current Accommodation Schedules and Operational Requirements for both 
services.

 Generic room solutions established during standalone RHSC design proposal.

 Introduction of a dedicated Energy Centre, Standby Power Generation and 
Utilities provision independent of existing RIE infrastructure, as far as is 
practicable.

 Access solutions and public transportation infrastructure proposals generated 
during previous standalone RHSC design proposal.

 Recognition of all design commentary and consultations with City of Edinburgh 
Council Planning and Transportation Departments, Architecture and Design 
Scotland (A+DS), Scottish Environmental Protection Agency (SEPA), Scottish 
Water, Edinburgh University and Consort Healthcare Ltd etc.

Whilst the production of this very prescriptive reference design will require more time 
compared to the standard NPD process it is anticipated that the overall programme 
will not be duly affected given the compensating effect of a shorter subsequent 
bidding period.
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the procuring body and the Scottish Government that the project concerned is affordable and
offers value for money.

The programme is being supported by the Scottish Futures Trust (SFT). SFT provides a
valuable centre of expertise and advice on the development, funding, structuring,
procurement and management of these projects. Procuring bodies are therefore asked to
work closely with SFT throughout the development of the project. SFT's approval will be
required at specific points, as detailed in section 2 and 5 of the attached guidance, in order
for the project to proceed to delivery. A table outlining the forms of support which SFT can
provide to procuring bodies is enclosed in a separate annex. A point of contact within SFT
will be assigned for each project in due course.

I would be grateful for your indication at the earliest opportunity that you will work within the
conditions and guidance set out in this letter. I will of course be happy to discuss any aspect
of this offer if you would find that helpful.

Yours sincerely

DEREK FEELEY

St Andrew's House, Regent Road, Edinburgh EH13DG
www.scotland.gov.uk INVESTOR IN PEOPLE











3. Requirements for value for money assessment and business cases

Conditions

Outline Business Case stage:

a) The procuring body is required to submit an Outline Business Case (OBC) to
the Scottish Government, with a shadow bid model, which demonstrates how
the project will deliver value for money in quantitative and qualitative terms. The
OBC must be in line with Green Book guidance, the Scottish Public Finance
Manual and appropriate sector specific guidance as outlined in Section 4.

b) Before the project can enter procurement, the Outline Business Case must be
approved by the procuring body and ultimately Scottish Ministers. SFT will have
an oversight role and will provide comment to Scottish Ministers prior to their
formal approval.

c) The procuring body and the Scottish Government must both confirm at OBC
stage that the project is affordable in terms of both unitary charge and non-
unitary charge costs.

d) Approval of the OBC will cap the revenue support based on agreed capital value
supported at an agreed base date with an agreed construction inflation
assumption and agreed centrally provided financing assumptions.2

Full Business Case stage:

e) After the procuring body has selected a preferred bidder but in advance of
financial close, the procuring body is required to submit a Full Business Case
(FBC) to the Scottish Government, with detailed costings which confirms that,
following a competitive procurement process, the project offers value for
money in both quantitative and qualitative terms. The FBC must be in line with
Green Book guidance, the Scottish Public Finance Manual and appropriate
sector specific guidance as outlined in Section 4.

f) Before the project can reach financial close the Full Business Case must be
approved by the procuring body and ultimately Scottish Ministers. SFT will have
an oversight role and will provide comment to Scottish Ministers prior to their
formal approval.

g) The procuring body and the Scottish Government must both confirm at FBC
stage that the project is affordable in terms of both unitary charge and non-
unitary charge costs.

h) Approval of the FBC will fix Scottish Government revenue support based on the
out-turn capital value of the project; anticipated financing terms; and
maintenance and life cycle costs at an agreed base date.

2 Revenue consequences of any upward movement in construction cost or timing after this date are likely to be
the Authority's account, although in exceptional cases with a full justification in the Final Business Case, may
be centrally funded.

St Andrew's House, Regent Road, Edinburgh EH13DG
www.scotland.gov.uk











SFT Role in £2.5bn Revenue Financed Investment Programme 

Introduction 
SG has requested that SFT supports the delivery of the £2.5bn revenue financed investment programme outlined in November 2010. This paper 
summarises SFT’s proposed role at: 

i. Programme Level where SFT provides support to Scottish Ministers and to the Capital and Risk Division of Scottish Government;  

ii. Portfolio Level where SFT provides support to sponsor departments such as SGHD, SGELL, SFC and TS; and  

iii. Project Level where SFT provides support to procuring bodies tailored to the support requirements for a standalone NPD project or a 
project being procured using hub DBFM. 

SFT’s role at each level will vary. The attached table outline SFT’s role at each level classified as follows: 

• Lead where SFT is the lead organisation in relation to the activity. 
• Support where SFT provides support to other parties (usually the procuring body or sponsor department) to deliver projects.  
• Approve where SFT has an approving or pre-approval commentary role (usually on behalf of Scottish Government or Scottish 

Ministers). 

In some instances, SFT’s role may be extended to provide additional support at either a programme, portfolio or project level, for example, 
managing Scotland’s Schools for the Future programme or, alternatively, providing additional support to individual projects. 
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  1 st 
  Floor, 11  –   15 Thistle Street   

Edinburgh EH2 1DF   

  
   

  
 

 

1 June 2011 

 

Jackie Sansbury 

NHS Lothian  

Edinburgh Royal Infirmary 

51 Little France Crescent 

Edinburgh 

EH16 4SA 

 

 

 

Dear Jackie,  

 

 

RHSC / DCN NPD Project  

 

Further to the letter NHS Lothian received on 22nd March 2011 from the Scottish 

Government with regard to the funding conditions for delivering projects through the non 

profit distributing model, we are following up on certain specific matters as they relate to the 

funding of the combined NPD project for Royal Hospital for Sick Children and Department 

of Clinical Neurosciences (‘the Project’). We also thought it useful to set out some further 

details as to the role of SFT in the project, as part of our wider engagement on the non profit 

distributing pipeline across the public sector. We have discussed the content of this letter with 

the Scottish Government Health Directorates.   

 

Funding Conditions  

 

Construction Costs 

 

The letter of 22
nd

 March 2011 made it clear that the Scottish Government would fund 100% 

of construction costs subject to a scope for construction being agreed between the procuring 

body and Scottish Government (which will be supported by SFT in this assessment). Below 

is set out how we propose to reach agreement on the scope of the project and therefore how a 

cap on this element of funding will be set. The cost of the project is made up of two elements  
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– the size of the new facility (using the gross internal floor area (GIFA) in square metres as a 

measure) and its specification (using the cost per m2 as a measure). 

 

 As part of an updated Key Stage Review process, that will be applied uniformly on NPD 

projects in the health sector, we propose to engage in the ongoing design process of the 

Project to provide an independent review and challenge to the overall size of the facility and 

its specification on behalf of the ultimate funder of the project. To do this we are likely to 

employ an external adviser. This should provide independent validation of some of the key 

high level metrics of the proposed design and a valuable external benchmark on value for 

money.  

 

The output from this review will be a report giving an opinion as to the efficiency of the 

design. This may be wide ranging and will comment from the funders perspective on the cost 

efficiency of the design solution to meet understood needs within the constraints in existence.  

Using advice from this report and other appropriate benchmarking evidence, the scope of the 

project will be agreed, following detailed discussions as required, between SGHD, SFT and 

NHSL and a cap set as to the maximum construction cost that will be funded by the Scottish 

Government within the NPD contract as part of the approval of the OBC.  This cap will be 

adjusted by the rate of BCIS construction inflation between the date it is set and the date of 

financial close.  

 

This cap will be set to include a small level of project risks (i.e. it will reflect a professional 

view as to the likely tendered price). A contingency budget to cover most of the higher level 

project risks (i.e. those that have a low probability of occurring but which will have a high 

impact on project cost if they do occur) will be held at a programme level and the Project will 

be able to make an application for this budget if a risk does crystallise.  

 

It is the intention that this process will be followed for all acute health projects that are 

approved under the programme of NPD projects.  
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Lifecycle Funding 

 

The letter from SG Health Directorate made it clear that it is the intention that the Scottish 

Government will fund 50% of lifecycle maintenance costs. A cap for this element of SG 

funding will be agreed as part of the outline business case approval, based upon a review of 

the presented cost estimates and comparing these to relevant external benchmarks. We have 

provided the project team with some estimates of the likely costs in this area.  

 

Hard FM Costs 

 

 As set out in the SGHD letter, hard FM costs for the Project will not be funded by SG. We 

would be happy to provide guidance to NHS Lothian as to the likely out turn of these costs.  

 

Development Costs & SPV Running Costs  

 

All of the private sector development costs up to an agreed cap will be funded by Scottish 

Government. These are the professional costs incurred by bidders in preparing their bids – 

both external advisors (including designers) and internal staff costs as included in the tender. 

The level of these costs will depend not only on the size of the project, but also the level of 

design work that is required as part of the bid and the length of the procurement process. A 

budget for these costs will be agreed as part of the approval of the Outline Business Case and 

SFT will retain a challenge function regarding the final level of these costs. In the interim we 

would be happy to share our thoughts with the project team and advisors regarding the likely 

outturn of these costs.  

 

The project company will also incur costs during the construction period of the project (SPV 

Running Costs during Construction) – these costs will include insurance premia, project 

management costs and bank technical advisory costs. It excludes bank commitment fees and 

interest costs, which are met through the roll up of senior debt capital during this period. (see 

section on Financing Interest and Financing Fees below). The unitary charge impact of the 

SPV Running Costs during Construction will be met by the Scottish Government subject to 

agreement as to the level of these costs. Similar to the development cost, we shall agree a 

budget for these costs as part of the OBC approval and retain a challenge function regarding 

  

    
     
    

   

Page 401



 
Scottish Futures Trust 

1st Floor, 11-15 Thistle Street 

Edinburgh 

EH2 1DF 

Tel:     / Fax:   letter continuation 

  page 4 of 10  

 

 

the final cost included in the Project. We shall share our experience with you regarding the 

likely level of cost in this area.  

 

The project company will also incur running costs during the operational phase of the Project 

and it is confirmed that Scottish Government will meet the unitary charge impact of these 

costs subject to an agreed cap. These costs include staff costs, insurance, external advisory 

costs and bank agency fees (SPV Running Costs during Operations). We shall work with you 

to put forward a budget for these costs within the OBC. As above, SFT will also retain a 

challenge function as to the outturn of these costs during the procurement period, but will 

give you our thoughts up front as to these estimates.    

 

NHS Lothian’s advisory costs and any other up front costs associated with the project not 

mentioned above will not be funded by the central NPD revenue budget. SFT has no role in 

respect of funding such costs which are a matter for NHSL.  

 

Financing Interest and Financing Fees 

 

As is set out in the SGHD letter, the Scottish Government will provide revenue support to 

cover the finance costs of the Project. This will include the bank arrangement fees, 

commitment fees and the interest costs (rolled up during the construction period and paid out 

during the operational period). The risk of movements in interest rates up to the point of 

financial close will also therefore be covered by the Scottish Government funding.  

 

Given this cost is being covered by SG, SFT will support the Scottish Government though 

both the Key Stage Review process and review of Outline and Full Business cases in 

approving the financing package offered by the preferred bidder. It would be expected that 

bidders are asked to provide fully financed bids as part of their final tender submissions, but 

that the right is reserved to carry out a preferred bidder debt funding competition during the 

preferred bidder period. The Scottish Government will reserve the right to call for such a 

competition if it is not felt the funding terms of the preferred bidder are competitive. SFT (on 

behalf of the Scottish Government) will also have a role in approving the interest rate 

proposed at financial close (i.e. when the interest rate swap is entered into).   

 

  

    
     
    

   

Page 402



 
Scottish Futures Trust 

1st Floor, 11-15 Thistle Street 

Edinburgh 

EH2 1DF 

Tel:     / Fax:   letter continuation 

  page 5 of 10  

 

 

 

 

 

Enabling Works & Equipment  

 

In addition to the funding of the Project, there is likely to be a need for capital to fund the 

associated enabling works and equipment. SFT has no role in the allocation and management 

of such budgets which are a matter for NHSL and SGHD. Our broader remit in seeking 

optimum value for money for infrastructure investment does however extend to the use of 

both capital and revenue budgets on the projects in which we are involved. Therefore we 

shall retain a challenge function with regard to both the revenue and wider capital costs of the 

Project as part of our input to the review of the Outline and Full Business Cases.  

 

We believe the enabling works are as follows (excluding the works on Car Park F): 

 Clinical Works – works within the existing RIE to allow the reconfiguration of 

services and the appropriate interface with the new facility.  

 Utility Diversion Works - redirection of water, drainage and other utilities from 

underneath the proposed footprint of the new facility in Car Park B.  

 Other External Works - we understand these to include road reconfiguration on the 

Little France site and flood defence works.  

 

We understand that the current estimate of these works is £24m (including VAT). We 

understand that there is a working assumption that all three of these classes of enabling works 

would be delivered as part of the existing Consort PPP contract (and to the extent this is 

possible, the VAT should be recoverable). As it stands this contract is classified as a 

government asset under ESA95 and therefore any works that are funded from additional 

unitary charge would also incur a charge on the Scottish Government’s capital budget. 

Therefore without any change to the classification of this project, all additional works as part 

of this contract should be funded by capital, as capital cover will be required anyway. 

 

There have also been some recent proposals to ask Consort to carry out some additional 

building works beyond the footprint of the existing hospital, which would change the point of 

  

    
     
    

   

Page 403



 
Scottish Futures Trust 

1st Floor, 11-15 Thistle Street 

Edinburgh 

EH2 1DF 

Tel:     / Fax:   letter continuation 

  page 6 of 10  

 

 

interface between the old PPP contract and the new PPP contract (‘Connecting Works’). As 

previously discussed, we view these proposals as likely to add additional overall construction 

costs (given two building projects rather than one), increased risk of delay in delivery of the 

Project (as the new PPP contract is likely not to be able to start until the Connecting Works 

are complete) and a greater requirement of capital budget given the classification of the 

current PPP contract. We do not see any significant benefits from this approach that might act 

to counterbalance these issues and therefore we are pleased that you have put forward a 

recommendation that the Connecting Works are procured as part of the NPD contract.     

 

There are also significant equipment requirements for the new RHSC / DCN facility – there 

is a current estimate of £29m (including VAT). Assuming that this is specialist medical 

equipment, we do not recommend that this is procured as part of the NPD contract. The 

lifecycle risk of specialist medical equipment is difficult (and hence costly) to transfer over 

the full period of an NPD contract and it would prove a major distraction to the delivery of 

the principal accommodation aspects of the Project. The option should be explored of 

procuring this under a separate revenue funded managed equipment service. If this does not 

appear viable it should be funded through capital budgets. Nevertheless more standard 

Groups 1-3 equipment should be considered for inclusion in the Project.   

 

The detail of the enabling works and equipment and a cap on the capital budgetary impact  

would need to be agreed by SGHD as part of the OBC approval.  

 

Capital Receipts   

 

The Project is expected to release significant land and buildings at the Sciennes Road site and 

possibly to a smaller extent at the Western General site, which could be sold. We understand 

that SGHD policy on capital receipts is for SGHD to receive the net book value of these 

assets at the point of sale, with the Health Board recognising the profit or loss on this sale 

compared to their net book value through their own accounts. Finalising any such agreement 

in respect of the Project will be a matter between NHSL and SGHD.  
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Utilities 

 

The letter from SGHD indicates that utilities costs are to be funded as a direct cost to NHS 

Lothian. Nevertheless we suggest that consideration is given to the inclusion of these costs 

within the contract as part of the service to be defined, albeit that the costs are still met from 

existing NHSL budgets. It is important that, if these costs are going to be part of the NPD 

contract, that this intention is made clear at the outset of the project (i.e. in the OBC). We 

would be happy to discuss this with you in more detail as there are clearly important 

interactions with the rest of the site and central purchasing arrangements.  

 

Indexation 

 

To date most acute health projects have agreed 100% indexation of unitary charge. This tends 

to reduce the starting rate of unitary charge, but transfers significant inflation risk to the 

procuring authority over the life of the project. We believe it represents better value for 

money that only the proportion of unitary charge is indexed which represents the amount of 

indexing project company costs (hard FM costs, lifecycle costs, SPV costs and insurance) as 

a proportion of total project company costs (hard FM costs, lifecycle costs, SPV costs, 

insurance, annual senior debt service costs, junior debt service costs).  Therefore we would 

expect that this reduced level of unitary charge indexation be adopted.  In addition the RPI 

index should be chosen as the appropriate means of inflating the base unitary charge. We 

would expect that the assumptions around indexation be brought out as part of the Outline 

Business Case.  

 

Capacity and Governance 

 

As is set out in the SGHD letter, we believe that the skills and experience of the Project 

Director and the wider project team are of vital importance in delivering the Project 

successfully. A key part of this is experience in delivering revenue funded projects, as this 

brings significant additional demands on the project team over and above those required on 

capitally funded construction projects. These include developing a services specification and 

payment mechanism, attracting and retaining the engagement of equity investors in a project 
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during the bid period and managing the demands of senior debt funders. Given the size of the 

Project, it is critical that this experience comes from the client team, as the project team have 

to be able to manage the advisory input to the project, both in terms of cost and strategic 

input – both of which become very difficult if the advisers themselves are the sole source of 

experience on key parts of the project.    

 

With regard to current advisory appointments we do not believe it is sensible to appoint 

advisors with significantly overlapping remits (as appears to be the case with regard to 

technical advisory appointments). Our experience is that this leads to excessive levels of 

advisory costs and more internal management time to handle this situation. We are also 

concerned that the architects employed to carry out the reference design for the Project are 

not restricted from working for one of the bidders once this stage is complete. This will make 

it difficult to create a level playing field amongst bidders for the Project, as at least the 

perception will be that whichever bidder employs this architect will be at a significant 

advantage. We would welcome a dialogue with you as to how these issues are resolved.   

 

Overall we do not believe that the current project team has sufficient experience of PPP 

project delivery and would look to agree with you a change to this resource at the earliest 

opportunity and certainly well before the commencement of procurement. We have offered 

some part time support over the next 3 months to temporarily mitigate this concern.  

 

Supplementary Agreement 6 

 

As we have discussed on a number of occasions Supplementary Agreement 6 needs to be 

concluded before approval of the OBC so that NHSL has all of the land and other rights and 

interests necessary to ensure that the development of the RHSC/DCN (including the physical 

connection to the existing RIE) can go ahead and that the enabling works can be carried out 

without requiring consent from Consort or third parties (subject to statutory consents being 

obtained).  

 

There is substantial anecdotal evidence that potential bidders will require to see absolute 

clarity on these points prior to investing in tender activity for the Project, so it is particularly 
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important that agreement is reached and this is able to be clearly communicated to the wider 

market.  

 

We recognise that recent progress you have made in drawing up a list of all the issues that 

need to be resolved within the existing contract prior to the procurement of the Project. It is 

important that these issues are now addressed as a matter of priority.   

 

 

Role of Scottish Future Trust  

 

SFT has roles at each of the NPD programme level, the portfolio level and the project level as 

set out in the document accompanying the letter from government and as described in this 

letter. In the sections below, we have set out additional comments on some of these roles.  

 

Assurance and Approvals  

 

In relation to the Project, SFT will review and provide support to CIG in its consideration of 

both the Outline Business Case and Full Business Cases for the project.  Such comments will 

include whether, from our perspective, there are any issues that should be rectified prior to 

the approval of the business case. Ahead of formal submission of business cases, we are 

willing to work with you in the development of these documents.  

 

In addition SFT will carry out Key Stage Reviews of the Project prior to important milestones 

on the project procurement. These are likely to be at Pre OBC, Pre OJEU, Pre Invitation to 

Participate in Dialogue, Pre Invitation to Final Tender and Pre Financial Close. These 

reviews will be carried out by staff that are independent from those SFT staff directly 

involved in the Project. We will work with the project team to minimise the overlap between 

these two important processes.  

 

 

 

Project Governance  
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We have proposed that SFT will support the development of the Project through attendance 

at both the Project Board and Working Group meetings.  

 

Finally, this letter raises a number of matters of key importance for the successful delivery of 

the Project. We believe it may be useful to arrange a meeting of senior personnel from each 

of SFT, SG and NHS Lothian to discuss these further.  

 

We look forward to continuing our work with you and your colleagues on the delivery of this 

important project.  

 

Yours sincerely 

 

 

Peter Reekie  

Director of Finance and Structures   

 

 

cc.  Mike Baxter SGHD 
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1. INTRODUCTION 
 
Since the combined RHSC & DCN project will now be procured under NPD, NHSL has been in discussions 
with the Scottish Futures Trust (SFT) to determine the shortest possible procurement route.  The 
procurement process options, and their associated timescales, are directly linked to the approach adopted 
on the reference design and this paper considers three options around this along with their benefits and 
drawbacks. 
 
2. EXEMPLAR/REFERENCE DESIGN APPROACH 
 
Typically in the past, an exemplar design approach has been adopted on revenue funded projects (e.g. 
PFI/PPP).  Under such an approach, as part of the Outline Business Case (OBC), NHSL is required to 
prepare its Conventional Procurement Assessment Model (CPAM), a scheme that if capital funding were 
available, would be capable of meeting NHSL’s requirements.  This exemplar scheme would also inform 
the costs included in the OBC and is typically shared with potential bidders for information only. 
 
 
However, the intention here, based on discussions with SFT to date, is to go a step further and develop a 
‘reference’ design and mandate certain elements as part of the ITPD. The purpose of doing so is to: 
 

• reduce the overall NPD procurement timescales and associated bidding costs 

• reduce the amount of clinical user consultation through the dialogue period 

• provide greater cost certainty at Outline Business Case (OBC) stage  

• provide greater certainty over the eventual design solution under NPD     
 
A number of options are being considered in terms of the extent of reference design that is produced and 
subsequently mandated.  An overview of the options (as to the extent of reference design and the 
associated procurement process) alongside the benefits and drawbacks of each approach are given below 
(Options A, B and C). In addition, an Option D is included which represents the previous exemplar design 
approach along with its key benefits and drawbacks. 
 
 
  3. IDENTIFIED OPTIONS 
 
OPTION A – MANDATE CLINICAL FUNCTIONALITY  
 
This involves developing the design to the extent required in order to fix aspects of the design as they 
relate to clinical functionality, as defined under the Project Agreement e.g. 
 

• Access  

• Relationships between buildings  

• Adjacencies between clinical departments and between rooms 

• Schedule of accommodation areas 

• Room layouts (loaded) 
 
The clinical functionality elements will then be mandated within the invitation to participate in dialogue 
(ITPD).  Only associated elements of the design that are required to prove the robustness of the clinical 
functionality solutions will be developed and these will be released for information to bidders.   
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The benefits of this approach are 
 
Risk - No change to the risk transfer profile as normally achieved under PFI/ NDP e.g. NHS already take 
clinical functionality risk, all other design risk remains with the private sector. 
 
Design team involvement – there is likely to be fewer issues (and potentially no issues) with the 
reference design team members subsequently joining bid teams for the main project from a “level playing 
field” perspective. 
 
Innovation – Compared to options B and C below this approach encourages greater innovation in terms of 
the architectural, services and structural solutions whilst allowing a greater level of certainty upfront over 
the clinical solutions than with an exemplar design approach.   
 
Market interest - As there would still be a large part of the design to be developed, the opportunity 
remains for potential bidders to use their expertise to influence the project and overall design thus 
potentially increasing the attractiveness to the market. 
 
Cost of design – the cost to NHSL of carrying out the reference design for this option would be less than 
options B and C. 
 
The drawbacks of this approach are: 
 
Innovation – As elements are mandated, does limit the extent of innovation possible compared to an 
exemplar design approach. 
 
Programme – Compared to option B and C below, a more detailed and therefore longer dialogue period 
would be required to enable potential bidders to develop the design. 
 
Clinical engagement – while the level of consultation required with clinicians during dialogue reduces 
compared to an exemplar design approach, it will require more input than options B and C below. 
 
OPTION B – MANDATE FULL DESIGN 
 
This approach involves using the reference design team to produce a more developed design with the 
intention of mandating significant elements of it (e.g. fixed floor plans) compared to option A, prior to 
launching the procurement process.  This would ensure a much greater level of certainty over the final 
solution. 
 
The benefits of this approach are: 
 
Programme – as design is undertaken upfront, there is the potential to reduce the time required for 
dialogue. 
 
Clinical engagement - reduces to a minimum the level of engagement required between the three short 
listed bidders and clinical user groups which would very likely reduce the risk of this period increasing.  The 
engagement would be required upfront instead but with just the reference design team. 
 
Affordability - gives a much greater degree of certainty over project affordability during dialogue. 
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The drawbacks of this approach are: 
 
Programme – a longer period may be required for the design stage before launching the procurement 
process. 
 
Risk – as potential bidders will effectively inherit a more fully detailed design, there are risk transfer issues 
that will require to be resolved if the same profile is to be maintained.  For the private sector to accept 
design risk, they will require a full due diligence exercise on the design initially and it may be that this 
process results in a lesser level of design risk being transferred.  Planning risk would also be affected since 
the potential bidders would be submitting a design prepared by others so creating difficulties if planners 
raised any issues – see option C below.   
 
Cost of design – greater cost to NHSL than option A as the reference design team would be taking the 
design to a greater level of detail before passing it across to the private sector.  
 
Design team involvement – likely to cause more issues with the reference design team members 
subsequently joining bid teams for the main project from a “level playing field” perspective given the extent 
to which they will have developed the design.  To avoid this impacting on market interest, the reference 
design team may need to be conflicted out of joining bidding teams.   
 
Innovation – limits scope for innovation as key elements of the design fixed by this point so becomes a 
competition based mostly around pricing and commercial aspects – this may impact on market interest. 
 
Affordability – the scope for potential bidders to adopt solutions that are more cost effective would be lost 
making it more difficult to demonstrate value for money (linked with innovation). 
 
 
OPTION C – MANDATE MORE DETAILED DESIGN + NOVATE 
 
This option is essentially the same as option B however involves novation of the reference design team to 
the successful bidder.  Given this option would appear to be a new approach and not one which we 
understand has been done before on PPP/NPD type projects, this would require detailed analysis to 
understand the extent to which it is deliverable.  However, some early informal market soundings suggests 
that this option may be the most attractive in the absence of a fully flexible (non mandatory) design.  It 
addresses some of the drawbacks under option B as follows: 
 
Market interest – as this approach reduces bid costs for potential bidders whilst providing a level playing 
field, it is potentially more attractive to potential bidders than options A and B.  Initial feedback suggests 
potential bidders’ preference is to have the opportunity to develop the clinical solution during dialogue 
however in the absence of this, option C is preferred. 
 
Risk – it is likely that the novation of the reference design team would enable the design risk (excluding 
clinical functionality risk) to be transferred in full to the private sector since this risk could be passed down 
from NPD Co to the reference design team.  It would also resolve any concerns about planning risk 
transfer to the private sector.  However, this would require to be tested more fully prior to confirming this is 
the case. 
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OPTION D – EXEMPLAR DESIGN 
 
This option is the approach typically used in previous health PPP/PFI projects whereby a high level 
exemplar design is developed which is indicative only and bidders can choose to adopt elements of the 
design, or otherwise, as they see fit. The deliverables from this option would typically be 1:500 site layouts 
supported by some 1:200 sketch drawings showing key departmental layouts. 
 
The benefits of this approach are: 
 
Cost of design – the cost of the design under this option is likely to be far less than Options A, B and C. 
 
Innovation – As the design is completely open, opportunities for innovation from the private sector are 
maximised under this option. 
 
Risk – full design risk transferred to the private sector with exception of clinical functionality in line with 
standard project agreement risk allocation. 
 
Market Interest - .linked to the above, given the opportunities for the private sector to provide innovation 
the competition would have more emphasis on quality as well as price - this is likely to be attractive to the 
market. However, it should be noted that there is a risk that this may have negative impact from the cost of 
bidding perspective.  
 
Design team involvement – given the high level and indicative nature of the design, this option is likely to 
cause no issues around the design team joining bidders without jeopardising a level playing field.  
 
The drawbacks of this approach are: 
 
Clinical engagement – due to the fact that designs are being developed by the bidders from a much 
earlier stage, this would require intensive clinical input throughout the bid period and bidders would require 
full access to the clinical user groups.  
 
Programme – this option would require the longest period for competitive dialogue since bidders need 
sufficient time to develop their design from first principles – however, the overall impact of this may be 
minimised through a reduction in time up to OJEU (since limited time needed for up front design.  
 
 Affordability – there is typically less certainty over project affordability during dialogue. 
 
 
Option durations  
 

Activity Option A 
Duration 

Option B 
Duration 

Option C 
Duration 

Now – OJEU
1
 4 months 5 months 5 months  

OJEU – Issue of ITPD
2
 4 months 4 months 4 months 

Issue of ITPD – Close of Dialogue
3
 8 months 6 months 6 months 

Close of Dialogue – Appoint of 
Preferred Bidder

2
 

4.5 months 4.5 months 4.5 months 

Preferred Bidder – Financial Close
4
 3 months 3 months 3 months 

Overall (OJEU to FC)
5
 19.5 months 17.5 months 17.5 months 
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Notes: 
 

1. Under Options B&C, OJEU date put back by 3 months to allow design to be completed by start of 
dialogue (this only has an impact of 1 month however since under Option A, there is 2 months of 
float between completing the reference design and issue of the ITPD).  Durations for all three 
options subject to final confirmation of the reference design deliverables for each. 

2. As discussed and agreed as realistic durations at meeting with SFT on 24/5/11. 
3. Under Option A, we believe that the Competitive Dialogue could be reduced to around 8 months 

(from 10 months) – this would include a 2 month “draft tender” period prior to closing dialogue in 
line with OGC guidance.  This would be a challenging timescale for potential bidders and very 
likely impact on their bid costs.  For options B and C it is thought that the Competitive Dialogue 
period could be reduced to 6 months (although potentially shorter for Option C).   

4. As discussed and agreed at meeting with SFT, this duration achievable based on new standard 
form position of the public sector taking the planning judicial review risk. 

5. The duration for Option D would be longer than the other options since the time to OJEU would still 
be required for OBC processes and approval and there would need to be a longer Competitive 
Dialogue Period.  

 
 
4. ESTIMATED COST OF REFERENCE/EXEMPLAR DESIGN FOR EACH OPTION 
 
A high level estimate of the cost to NHS Lothian of carrying out the design under each option is set out in 
the table below: 
 
 

Option Estimated Cost Range 

A £1.76 

B £6.05 

C £6.05 

D £50,000-£100,000 

 
Note: The above are ball park figures based on high level predictions   

 

5. Soft Market Testing 

 

A soft market testing exercise was conducted to gauge the markets view on the above proposals. 
 
The organisations approached were Morgan Sindall, Brookfield, Galliford Try Investments and Morrison 
Construction. 
 
Each respondent was asked if it they were interested in bidding the project as an NPD. All except 1 
confirmed they would be. 
 
Each respondent was advised of the option A, B & C approach. The consensus was that bidders would 
prefer the design to be treated as an exemplar to enable them to have the freedom to truly innovate on the 
project. Whilst option A gives some degree of flexibility, this was considered to be fairly limited.  
 
None of the respondents could see a benefit in Option B over options A & C. And this was considered to 
be the least favourable. 
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Given that clinical functionality is being fixed under Option A and the ability to innovate is limited by this, all 
of the respondents preferred Option C primarily because it significantly reduces bid costs. 
 
All respondents confirmed that they would be comfortable with a full risk transfer under all 3 options (with 
the exception of clinical functionality). 
 
None of the respondents expressed a concern about the incumbent design team joining another bidder. 
The respondents felt that they can engage with other designers who may be able to significantly improve 
what has been carried out to date. 

 

 

6. AGREED WAY FORWARD 
 
At the Working Group meeting on 2 June 2011,, it was agreed to proceed on the basis of Option A since 
this option adopts the principal of using a reference design (and therefore utilises some of the work done to 
date) while bringing the advantages described under option A (namely around risk transfer, innovation, 
market interest and cost of design) without resulting in an unacceptable programme or overly onerous 
clinical user involvement requirements through the procurement process. 
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From: Currie, Brian
To: Andrew Bruce
Subject: RHSC + DCN - Little France - Working Group
Date: 24 June 2011 12:27:37

Andrew
 
Taking the points in your recent email to me of 22 June in turn:
 
We seem to be moving away from what I recall was a relatively informal and collaborative workshop
arrangement where ideas and opinions could be stated and explored freely to a much more formal
affair with action points list, full minutes and now papers in advance etc. Nothing obviously wrong with
this and is what we do all the time for very many other meetings. Action on NHSL to implement going
forward.
 
Availability for meetings is a problem generally particularly given the summer holiday season is upon
us. 1st July is not possible for other attendees and I suggest we reconvene on the 14th July and
fortnightly thereafter thus avoiding the third Thursday of each month?
 
The current Consort position is that having spent a considerable amount of time with SFT re
positioning what NHSL would be negotiating with Consort we issued a letter to them on 2nd June. We
have received a confirmation email from them acknowledging receipt of that letter and not much else.
Susan Goldsmith is today, again, chasing up Stephen Gordon and John Cavill and advising them
both of our programme of key events/meetings and NHSL Negotiating Team to ensure an early
conclusion (Sept this year). George Curley continues to progress negotiations with Consort on all
other Supplementary Agreements.
 
As regards the issue of restricting our current architectural team to preparing a reference design only,
I didn't state at the 9th July meeting that it had been resolved and the notes of that meeting reflect
that:
 
"BC informed the group he hoped that the architects could be persuaded to extend their involvement
as Technical Advisors beyond the Reference Design.  This would preclude them from bidding for the
project.  This agreement is to be formalised through MM should the NA Board confirm their
agreement to this request by SFT / SGHD".
 
The current position is that I met with main board members of both architectural practices on
Wednesday of this week (as noted I would do last week) and conveyed SFT's request again in fairly
plain language. They will be stating their final position very shortly. There is also apparently growing
concern from other consultants on the project that this issue may set a precedent for other projects
where SFT are involved. We, naturally, remain extremely concerned of the programme implications
for this project and our ability to attract a first rate architect to prepare our reference design should the
boards of both Nightingale and BMJ choose to withdraw from the reference design process.
It is my intention to have a full response to SFT's request on this issue just as soon as possible and
obviously once my colleagues and senior management within NHSL understand the potential
consequences.
 
As stated by Gordon and as confirmed by Donna, Gordon's contributions to the management and
administration of this project, in whatever form, are not in any way to be taken as the SFT view.
Clarity is essential here for not just the NHSL project team members but the wider project team
community. I will talk to Gordon further about using SFT headed emails for example which can be
misinterpreted. As regards his own initiative, following agreement with senior colleagues in NHSL, I
set down in an email to Gordon on the 25th May the terms of reference for his temporary involvement
with the NHSL project team. This clearly stated that the areas where we felt he should be deployed
are procurement and business case. Any work Gordon is doing be it on commenting on the current
NHSL Governance process, the Consort/NHSL negotiating strategy and composition of the NHSL
negotiating team or general project management has been of his own making.
 
Regards
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From: Gardiner Neil (NATIONAL SERVICES SCOTLAND)
To: Henderson Peter (NATIONAL SERVICES SCOTLAND)
Subject: RHSC review
Date: 08 August 2011 10:06:00

Peter
 
I have had a conversation with David Stillie, Supervisor of Mott MacDonald who has been requested
to carry out an ‘end-up review’ on the RHSC project by NHS Lothain.
Can you please give him a call on 
(Mott MacDonald Edinburgh ).
 
Having spoken to David, his request for information appears not HFS Framework related, but rather
the tripartite design review.
 
 
Thanks
 
Neil
 
Neil Gardiner
Capital Projects Advisor
Property & Capital Planning
Health Facilities Scotland
NHS National Services Scotland
3rd Floor
Meridian Court
5 Cadogan Street
Glasgow  G2 6QE
 
Direct Dial: 
Reception:  
Fax:            
 

www.hfs.scot.nhs.uk

Scottish Healthcare Conference 2011

3rd and 4th November 2011 Crieff Hydro Hotel

Book now at www.hfs.scot.nhs.uk

Please consider the environment before printing this email. 
NHS National Services Scotland is the common name for the Common Services Agency for

the Scottish Health Service. www.nhsnss.org <http://www.nhsnss.org/>
 

NHS National Services Scotland Disclaimer
The information contained in this message may be confidential or legally privileged and is intended
for the addressee only. If you have received this message in error or there are any problems please

notify the originator immediately. The unauthorised use, disclosure, copying or alteration of this
message is strictly forbidden.
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OGC GatewayTM is a Trade Mark of the Office of Government Commerce, and is used here by the 
Scottish Government Gateway Hub with the permission of the Office of Government Commerce. 
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1. Background 
 
1.1 Aims of the Project 
 
1.1.1 The project aims to provide a new fit for purpose and world class Children 
and Young People‟s Hospital and Department of Clinical Neurosciences to replace 
the existing buildings in Edinburgh.  
 
1.2 Driving Force for the Project 
 
1.2.1 The key factors driving the need for change are; 
 

 The confirmed need to deliver high quality and clinically effective services as 
outlined in NHS Scotland‟s 2010 Quality Strategy 

 The inadequacy and unsuitability of the existing premises to deliver 
sustainable specialist services. 

 The desire for modernisation and development of support services to ensure 
the most efficient and effective use of resources 

 The impact of Modernising Medical Careers and the European Working Time 
Directive on current workforce availability. 

 
1.3 Procurement/Delivery Status 

 
1.3.1 Until November 2010 the project team had been working towards a capital 
funded, design and build procurement, utilising Frameworks Scotland, of a new 
Children‟s Hospital on the site at Little France. Following the announcement that 
capital funds were no longer available, the project has been directed towards a 
revenue funded provision to meet the requirement for  the new Children‟s Hospital 

and the DCN, using the Scottish Government Non Profit Distributing Revenue 
Funded Model (NPD). 
 
Following a reorganisation of the project structure to suit the new form of 
procurement, the project is now working towards submission of an outline business 
case with a view to issuing an OJEU notice in November 2011. 
 
1.4 Current Position Regarding Gateway Reviews 
 
1.4.1 Gateway Reviews 1 and 2 were carried out on the RHSC project in June 
2008 and February 2010. 
 
 
2. Purpose and Conduct of the Review 
 
2.1 Purpose of the Review 
 
2.1.1 Gateway Review 2: Delivery Strategy. This Review investigates the 
assumptions in the Outline Business Case and proposed approach for delivering the 
project. When there is a procurement, the delivery strategy will include details of the 
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sourcing options, proposed procurement route and supporting information. The 
Review will also check that plans for implementation are in place. 
 
2.1.2 A full definition of the purpose of a Gateway Review 2 is attached for 
information at Appendix A.  
 
2.1.3 This report is an evidence-based snapshot of the project's status at the time 
of the review. It reflects the views of the independent review team, based on 
information evaluated over a three to four day period, and is delivered to the SRO 
immediately at the conclusion of the review. 
 
2.2 Conduct of the Review 
 
2.2.1 The Gateway Review 2 was carried out on 5th to 7th September 2011 at 
Rillbank Terrace, Edinburgh. 
 
2.2.2 The Review Team members and the people interviewed are listed in 
Appendix C. 
 
2.2.3 The Review Team would like to thank the SRO, the RHSC/DCN Project 
Team, their Advisers and all interviewees for their support and openness, which 
contributed to the Review Team‟s understanding of the project and the outcome of 
this review.  
 
 
3. Gateway Review Conclusion 

 
 
3.1  Delivery Confidence Assessment. The Review Team finds that overall 
delivery confidence assessment is Amber/Red.   
 
The reconstituted project has made good progress in appointing advisers and taking 
forward the preparation of reference design, specifications and other new 
requirements of the new form of procurement. The current programme is to issue an 
OJEU notice in November this year with a subsequent Competitive Dialogue phase 
leading to award of contract in July 2013. This is recognised to be a very tight 
programme but from what we have seen of preparations so far and in discussions 
with the project team, we would regard it as achievable. 
 
However, to achieve these dates there is a critical dependency for NHS Lothian 
(NHSL) to conclude negotiations with Consort to secure the land, access routes and 
other enabling agreements to allow the new development to be undertaken.  
 
These negotiations have been ongoing for a considerable period of time, those 
involved have impressed upon us the unusual level of complexity and we have heard 
a wide spectrum of views on whether a resolution can be achieved within a timescale 
that will meet the current programme for the new development. 
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Issue of the OJEU notice also requires prior approval of the Outline Business Case, 
due to be submitted in October 2011 but again we have some concerns over 
management of this task. 
 
In these circumstances, particularly recognising the criticality and unpredictability of 
the Consort situation, we assess the current level of confidence in delivery in 
accordance with the current programme, at Amber/Red. 
 
 
The Delivery Confidence assessment RAG status should use the definitions below. 
 
RAG Criteria Description 
Green Successful delivery of the project/programme to time, cost and quality appears highly likely and 

there are no major outstanding issues that at this stage appear to threaten delivery significantly 
Amber/Green Successful delivery appears probable however constant attention will be needed to ensure 

risks do not materialise into major issues threatening delivery 
Amber Successful delivery appears feasible but significant issues already exist requiring management 

attention. These appear resolvable at this stage and if addressed promptly, should not present 
a cost/schedule overrun 

Amber/Red Successful delivery of the project/programme is in doubt with major risks or issues apparent in 
a number of key areas. Urgent action is needed to ensure these are addressed, and whether 
resolution is feasible 

Red Successful delivery of the project/programme appears to be unachievable. There are major 
issues on project/programme definition, schedule, budget required quality or benefits delivery, 
which at this stage do not appear to be manageable or resolvable. The Project/Programme 
may need re-baselining and/or overall viability re-assessed 

 
 
3.2 A summary of the Report Recommendations is available at Appendix B. 
 
 
4. Findings and Recommendations 
 
4.1 Assessment of the delivery approach 

 
In the Scottish Government (SG) budget announcement in November 2010 the 
delivery route for this project was set as the privately funded NPD Programme being 
established by SG with the support of Scottish Futures Trust (SFT). 
 
This delivery approach builds upon previous experience of design, build, finance and 
maintain projects and we understand, will utilise appropriate updates of much of the 
contract documentation developed over recent years. 
 
Although NHSL do have experience of operating one of the early PFI schemes at the 
Royal Infirmary of Edinburgh (RIE), most members of the current NHSL team have 
little or no experience of this form of procurement on projects of this size. However, 
they have been able to secure considerable experience and expertise within the 
team of external advisers they have or are about to appoint. The advisers we have 
interviewed are generally content that the NHSL needs can be met satisfactorily 
through NPD, particularly in the current state of the market where there are few 
opportunities of this size. 
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We are therefore given confidence that this approach will deliver an acceptable 
solution, provided the client team make best use of the support and guidance 
available from external advisers and SFT.   
 
We know there have been discussions around the need to give prospective bidders 
the best possible impression of NHSL capabilities as a client. This is something we 
would strongly support since even in the most favourable of markets less capable 
clients can be seen by bidders as a risk with the potential to result in additional costs. 
 
  
4.2 Business case and stakeholders 

 
 
The decision to combine the RHSC and DCN developments with an NPD 
procurement has necessitated preparation of a new combined Outline Business 
Case which is scheduled for completion later this month. At the time of our Review 
this document is still in an early draft form. However, we have been able to see these 
drafts and discuss the proposed strategy for completion.  
 
In view of the previous submissions for separate RHSC and DCN reprovisions and 
the time pressures on the project, the intention has been to minimise content in this 
document and make frequent reference to information provided in the June 2008 and 
subsequent submissions, without repeating the actual text. We do not believe this is 
a good solution as the justifications and medical strategies set out there are key to 
the understanding of the whole submission. In addition, we have had evidence that 
some elements of the strategy have been updated as practice develops and there 
are also policies and efficiencies to be gained from bringing the previously separate 
facilities into a single entity, which need to be explained. 
 
For these reasons and restating what was said in the previous Gateway report that 
„the business case is not only a financial submission but a sales document and an 
indication of the quality and capability of the whole team charged with procuring the 
new facility‟, we believe the opportunity should be taken to review the proposed 
content and ensure that the OBC will fully represent the current aspirations for the 
new development. 
 
Parts of the current drafts where we see particular gaps or inconsistencies are in 
relation to; 
 

 The challenges in operating from the existing buildings 
 Service improvements and efficiencies the new build will facilitate, with future- 

proofing 
 Project governance structures for the next phase. 
 Stakeholder management planning 

 
Recommendation: 
Further develop the current draft of the Business Case to fully represent the 
current aspirations for the new development. 
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Across the internal stakeholder community we have been made aware that the loss 
of capital funding and consequent delays has resulted in considerable frustration 
with the potential for disengagement. While this is not seen in all areas, it is 
considered to be particularly evident amongst staff within the Children‟s Hospital 
whose cooperation and participation in preparation for the next stages of the 
procurement will be vital to a successful outcome. We therefore support what is 
currently being done to address these issues but  would highlight the need to 
maintain regular and effective dialogue, on a planned basis, to try to re-establish full 
confidence and support across this key stakeholder community.  
 
4.3 Risk Management 

 
Two risk workshops have been held during August and from this work a 
comprehensive listing of risks has been compiled.  
 
Each risk has been assessed against probability, impact on cost, impact on 
programme and given a total risk value covering both programme and cost impact.  
 
The risks are allocated a category, which indicates the element of work that it relates 
to and provides an indicator on where the funding responsibility rests. Of the seven 
categories identified, one is allocated to the SPV NPD Project level and another as 
SFT Project level. We believe this needs to be clarified as it does appear to us that 
SFT are not in a position to manage risks associated with an NHSL owned project. 
 
The last section of the register looks at management actions planned and risk owner, 
with additional ability to define Action Owner and Review date. It was explained that 
to date the Project Board have not yet had the opportunity to review the Risk 
Register. 
 
The primary focus of the work on Risk to date has been for the purpose of compiling 
cost information for the OBC with ongoing discussion around the appropriateness of 
current SCIM guidance for projects of this size.  
 
At the last Project Board meeting it was recorded that the “the top six project risks to 
be highlighted on future dashboard reports”. The implication being that the other 

risks will be managed by the Project Director, and this will work well if our later 
recommendation for an integrated project team is implemented. 
 
The Review team fully supports these recent developments which should allow wider 
application of risk management across the project and reinforces the need for full 
recording, and management of all project risks together with escalation procedures. 
 
Recommendation; 
Adopt full risk management across the project incorporating recording, and 

management of all project risks together with escalation procedures. 
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4.4 Review of current phase 
 
Since the reorganisation of the project around the new procurement arrangements 
the team have made good progress in revisiting the client brief and preparing the 
various parts of documentation that will be required for the NPD competition and 
subsequent contract. 
 
A network of work-stream groups have been used to generate the necessary input 
and stakeholders have been content with their access to the process and the 
performance of in-house workstream leaders and external advisers. There is a 
strong level of confidence that the needs of the project are adequately defined and 
that these can be translated into the necessary contract documentation within the 
current timescales. 
 
This phase has however been overshadowed by the ongoing negotiations with 
Consort, the PFI Provider at the Royal Infirmary of Edinburgh (RIE). These 
negotiations are necessary to secure the land, access routes and other enabling 
agreements to allow the new development to be undertaken. Conclusion of these  
complex negotiations is essential before the NPD project can proceed. From the 
interviews we have had with some key players in the negotiations we have heard a 
spectrum of views on the likelihood of a successful conclusion within a timescale that 
will allow the NPD project to proceed as currently planned. 
 
It is not within our remit to look in detail at this negotiation process but recognising 
the project‟s dependency on timeous resolution we would suggest that NHSL may 
wish to consider making greater use of the expertise of the NPD Technical and 
Financial Advisers who have good PPP understanding and would be well placed to 
assist. This could also help to ensure full integration of what is being agreed with the 
needs of the NPD project.  
 
Recommendation: 
Consider integration of the NPD Adviser team into the Consort Supplementary 

Agreement negotiations. 
 
 
4.5 Readiness for next phase – investment decision 
 
The next phase will constitute the bidding competition for the NPD and subsequent 
conclusion of a contract with the preferred bidder. This market facing period will be 
crucial in securing an acceptable outcome and in our view will require a different 
project structure to facilitate effective management of the process. 
 
It is recognised that the Consort situation has necessitated a high level of attention 
from the Project Board in particular and not allowed that body to adopt a properly 
strategic role in the governance of the NPD project. Plans are already underway to 
prepare the Board for a more appropriate role in the next phase and we would 
support these initiatives as there is a clear need to create greater separation 
between the day to day management of the project and a more senior Board that 
can lead, guide and challenge the work of the Project Team. 
 

Page 478



10 / 14 

These changes would also help to clarify the differing roles of SFT, being supportive 
in an advisory capacity, at the Project Team level and fulfilling their governance 
responsibilities at the Project Board.  
 
We see further opportunities to extend the membership of the Board with appropriate 
Clinical membership and also to take more frequent advice direct from external 
advisers when the need arises.  
 
To ensure the project has a suitably prompt decision making capability, it would be 
beneficial to secure delegation for the Project Board from the F&PR Committee at an 
appropriate level.   
 
Whilst the Workstream arrangements have been able to make satisfactory progress 
on the work to date, we have heard that the structure is seen as over complicated 
and not conducive to effective communication across the whole team. We recognise 
the problems this has created and support the moves that have already been 
initiated to rationalise the project structure at the working level. 
 
We would strongly recommend taking this rationalisation further with the 
establishment of a single, fully integrated Project Team led by the Project Director 
and comprising appropriate NHSL staff and external Advisers. This Team would 
meet regularly to manage all aspects of the project and submit reports and papers to 
the Project Board where key decisions are necessary. The core meeting may well 
set up other sub-groups but all aspects of progress would be reported to the full 
Team. 
 
We have also noted and had comment that the current structure is seen as „flat‟ with 
a lack of clarity around overall ownership and leadership. While the official role is 
understood, it is not always recognised in the way matters are conducted. It will be 
essential in the next market facing phase that overall leadership is strong and 
unambiguous. 
 
A plan for the Competitive Dialogue (CD) process of the procurement has recently 
been circulated and again it will be essential that NHSL resourcing requirements are 
fully understood and planned. In particular our discussions have highlighted the need 
for potentially full-time senior resourcing for Clinical and Financial areas. 
 
The project also needs to recognise the substantial task around effective and legally 
compliant management of the CD process. While client leadership and ownership of 
the role will be important NHSL will also need to ensure they recognise the 
magnitude of the task and make appropriate use of the experience and resource of 
external advisers. 
 
One other issue we have noted from our discussion is that the Reference Design 
architects may wish to become part of a bidding team and therefore be lost to the 
client during the CD phase. If this is the case, some arrangement will need to be put 
in place for full evaluation of design proposals. 
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Recommendation: 
Review project governance at all levels to produce a more effective and 

integrated arrangement for the next phase. 
 
 
4.6 Previous Gateway Review Recommendations 
 
Whilst we recognise that this is a different project to that reviewed previously we note 
that of the five Recommendations made by the Review in Feb 2010, two of these 
areas on Business Case and Risk Management remain of concern on this project. 
 
 
5. Next Gateway Review 
 
The next Gateway Review Gate 3 is expected in July 2013. 
 
 
6. Distribution of the Gateway Review Report 
 
6.1 The contents of this report are confidential to the SRO and their 
representative/s.  It is for the SRO to consider when and to whom they wish to make 
the report (or part thereof) available, and whether they would wish to be consulted 
before recipients of the report share its contents (or part thereof) with others. 
 
6.2 The Review Team Members will not retain copies of the report nor discuss its 
content or conclusions with others. 
 
6.3 A copy of the report is lodged with the Scottish Government‟s Programme and 
Project Management Centre of Expertise (PPM-CoE) so that it can identify and share 
the generic lessons learned from Gateway Reviews.  The PPM-CoE will copy a 
summary of the report recommendations to the Scottish Government ‟s Accountable 
Officer, and where appropriate, to the Organisation‟s Accountable Officer where the 

review has been conducted on behalf of one of the Scottish Government‟s Agencies , 
NDPBs or Health Sector organisations.   
 
6.4 The PPM-CoE will provide a copy of the report to Review Team Members 
involved in any subsequent review as part of the preparatory documentation needed 
for Planning Meetings. 
 
6.5 Any other request for copies of the Gateway Report will be directed to the 
SRO. 
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Appendix A - Purpose of a Gateway Review 2: Delivery Strategy 
 

 Confirm the Outline Business Case now the project is fully defined 
 Confirm that the objectives and desired outputs of the project are still aligned 

with the programme to which it contributes 
 Ensure that the delivery strategy is robust and appropriate 
 Ensure that the project‟s plan through to completion is appropriately detailed 

and realistic, including any contract management strategy 
 Ensure that the project controls and organisation are defined, financial 

controls are in place and the resources are available 
 Confirm funding availability for the whole project 
 Confirm that the development and delivery approach and mechanisms are still 

appropriate and manageable 
 If appropriate, check that the supplier market capability and track record are 

fully understood (or existing supplier‟s capability and performance), and that 
there will be an adequate competitive response from the market to the 
requirement 

 Confirm that the project will facilitate good client/supplier relationships in 
accordance with government initiatives such as Achieving Excellence in 
Construction 

 For a procurement project, confirm that there is an appropriate procurement 
plan in place that will ensure compliance with legal requirements and all 
applicable EU rules, while meeting the project‟s objectives and keeping 
procurement timescales to a minimum 

 Confirm that appropriate project performance measures and tools are being 
used 

 Confirm that there are plans for risk management, issue management 
(business and technical) and that these plans will be shared with suppliers 
and/or delivery partners 

 Confirm that quality procedures have been applied consistently since the 
previous Review 

 For IT-enabled projects, confirm compliance with IT and information security 
requirements, and IT standards 

 For construction projects, confirm compliance with health and safety and 
sustainability requirements 

 Confirm that internal organisational resources and capabilities will be 
available as required for future phases of the project 

 Confirm that the stakeholders support the project and are committed to its 
success 

 Evaluation of actions taken to implement recommendations made in any 
earlier assessment of deliverability. 
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Appendix B - Summary of Recommendations 
 
Ref 
No. 

Report Section Recommendation Status 
(C.E.R.) 

    
R1 Business Case & 

Stakeholders 
Further develop the current draft of 
the Business Case to fully represent 
the current aspirations for the new 

development. 

Critical 

R2 Risk management  Adopt full risk management across 
the project incorporating recording, 
and management of all project risks 

together with escalation 
procedures. 

Essential 

R3 Review of current 
phase 

 Consider integration of the NPD 
Adviser team into the Consort 
Supplementary Agreement 

negotiations. 

Recommended 

R4 Readiness for 
next phase 

 Review project governance at all 

levels to produce a more effective 
and integrated arrangement for the 
next phase. 

Critical 

 
Each recommendation has been given Critical, Essential or Recommended status.  
The definition of each status is as follows: 
 
CRITICAL - Critical for immediate action, i.e. to achieve success the project should 
take action immediately to address the following recommendations: 
 
ESSENTIAL  - Critical before next Review, i.e. the project should go forward with 
actions on the following recommendations to be carried out before the next Gateway 
Review of the project: 
 
RECOMMENDED  - Potential Improvements, i.e. the project is on target to succeed 
but may benefit from uptake of the following recommendations. 
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Appendix C - Review Team and Interviewees 
 
Review Team: 
 

Review Team Leader: Bert Niven 
Review Team Members: John Connolly 

 David McLuckie 
 
 
List of Interviewees: 
 

Name Organisation/Role 

Jackie Sansbury Chief Operating Officer 
Brian Currie Project Director 
Fraser McQuarrie  Project Manager, Davis Langdon  
Sorrel Cosens Project Manager 
James Steers  Clinical Project Director 
Iain Graham Director of Capital Planning and Projects 
Richard Cantlay Technical Adviser, Mott MacDonald 
George Curley Acting Director of Facilities 
Janice Mackenzie Chief Nurse 
Donna Stevenson Scottish Futures Trust 
Edward Doyle Associate Medical Director 
Carol Potter Assistant Director of Finance 
Tom Groves Architect, Nightingale Associates 
Michael Pryor Financial Adviser, Ernst & Young 
Susan Goldsmith Director of Finance 
Susan Lloyd Partnership Representative 
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INFRASTRUCTURE INVESTMENT BOARD 
26 SEPTEMBER 2011 

ROYAL HOSPITAL FOR SICK CHILDREN AND DEPARTMENT OF CLINICAL 
NEUROSCIENCES REPROVISION 

 
 
IIB members are asked: 

• to note the background information and proposed discussion points; 
and 

• to state if further information, or an oral briefing, would be helpful 
before the meeting on 26 September. 

 
 

Background 
 
1. The project covers the reprovision of acute hospital facilities for children and 
young people, and for adult clinical neurosciences patients provided in Edinburgh by 
NHS Lothian. 
 
2. NHS Lothian’s Property and Infrastructure Strategy 2007 recognised that both 
Royal Hospital for Sick Children (RHSC), currently located at Millerfield Place, and 
the Department for Clinical Neurosciences (DCN), currently located at  Western 
General Hospital, required significant modernisation and that it was unlikely that this 
could be achieved within the confines of the current sites.   
 
3. Alongside the announcement of a pipeline of revenue financed investment of 
£750m of health projects in the Draft Budget 2011-12 in November 2010, it was 
announced that the RHSC/DCN would be taken forward as an integrated NPD 
project (previously the two were going to be progressed as separate capital 
projects).  An integrated project allows the generation of a number of physical and 
operational synergies that would not have been possible had the developments 
been taken forward separately (e.g. the ability to deliver paediatric and adult 
neurosurgery in the same theatre suite). 
 
4. The new hospital for children and young people and the adult department of 
clinical neurosciences will therefore be integrated into the same new build on car 
park B at the Edinburgh Royal Infirmary (ERI), Little France.  The facility will be 
stand-alone in terms of infrastructure and facilities management.   It will link in to the 
ERI at ground and first floor to ensure clinical functionality.  It will have a helipad on 
the roof to provide emergency access to all adult and paediatric specialities on site. 
 
5. The detailed proposals for the project are being developed and will be 
presented as an Outline Business Case to the Scottish Government Health 
Directorates (SGHD) in October / November 2011.  This proposal will be the basis of 
a procurement scheduled to commence in November 2011. 
 
6. SFT has roles at each of the NPD programme level, the portfolio level and the 
project level.  SFT will review and provide support to the SGHD Capital Investment 
Group in its consideration of both the Outline Business Case and Full Business 
Case for the project.  In addition, SFT will carry out Key Stage Reviews of the project 
prior to import milestones in the project procurement.  SFT and Scottish Government 
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Health Division also support the development of the project through attendance at 
both the Project Board and Working Group meetings. 
 
7. IIB may wish to focus on three sets of issues in relation to the project: 
 

• Strategy; 
• Financing, cost and affordability; and 
• Governance and assurance. 

 
Each set of issues is outlined below, along with questions which IIB may wish to 
explore. 
 
Strategy 
 
8. This is a complex project to deliver in view of the existing PFI contract for the 
Edinburgh Royal Infirmary (ERI) on the Little France site.  Consort, the venture 
comprising Balfour Beatty and Barclays Infrastructure Fund which is taking forward 
the Private Finance Initiative (PFI) contract, controls the land on which the 
RHSC/DCN will be built. The PFI contract was signed in 2003 and lasts until 2028. 
The lease on the land is for 130 years. 
 
9. The interface issues with the existing PFI contract (e.g. land ownership, links 
between the PFI building and the new facility, enabling works on the ERI site) have 
to be resolved prior to procurement to allow an open competition for the RHSC/DCN 
project and ensure that there are no blockages either during or post procurement to 
the delivery and/or operation of the new facility.  NHS Lothian has formally written to 
Consort seeking a resolution of these issues and discussions are ongoing.  
 
10. NHS Lothian is very aware of the need to minimise any delay in the delivery 
of the project.  The key determinants of any extension to the timescale are the 
revised scope (to include DCN) and the NPD procurement process.  The most 
recent timetable presented would give an operational date of September 2016, with 
procurement commencing in November 2011, the preferred bidder selected in April 
2013, start on site in November 2013 and the construction complete by July 2016. 
 
Issues the IIB may wish to explore include: 

• What is the current state-of-play in relation to negotiations with 
Consort? 

• How confident is NHS Lothian that the facility can be operational by 
September 2016? 

• How are public expectations regarding the operational start date for the 
new facility being managed? 

• Can any lessons can be learned about how we take forward NPD 
contracts in future from the difficult negotiations with Consort over its 
PFI contract? 
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Financing, cost and value for money 
 
11. The NPD procurement model features the use of the private sector to design, 
build, finance and maintain the new hospital. The public sector then repays the 
capital, financing and maintenance costs over a 25 to 30 year period through a 
unitary charge once the buildings are in use.   
 
12. The NPD model requires both Hard Facilities Management (FM) Services and 
Lifecycle replacement to form part of the service provided by the private sector.  The 
SG has confirmed that it will fund 100% of the unitary charge associated with 
construction, financing and private sector operating costs and 50% of lifecycle costs.  
NHS Lothian will therefore be responsible for funding 100% of Hard FM costs, 50% 
of lifecycle costs and all utilities and rates. It is estimated that the total capital value 
of the project will be around £230 million.   The average unitary charge over 25 
years will be around £21.6 million per year. 
 
13. NHS Lothian is developing a "reference design" for an integrated RHSC/DCN 
in order to facilitate a speedy delivery and minimise the up-front costs for bidders. 
This means that most of the design development (except in relation to mechanical 
and electrical design) will be done before the project enters procurement, rather than 
bidding contractors preparing detailed designs themselves. Although it potentially 
limits innovation, this approach should increase the attractiveness of the project to 
bidders and allow for a more certain overall cost for the project at Outline Business 
Case stage.    As part of a ‘needs not wants’ challenge SFT is undertaking an 
independent review of the design. 
 
14. In addition to the funding of the NPD project, there is likely to be a need for 
capital to fund the associated enabling works and equipment (e.g. clinical works 
within the existing ERI to allow for reconfiguration of services, redirection of utilities, 
road reconfiguration), for which the current estimate is £24 million (excluding VAT).  
The current assumption is that all three of these classes of enabling works would be 
delivered as part of the existing Consort contract but funded via a capital injection 
from SG to avoid the need for the refinancing of the whole project. Capital cover 
would be required in any case as the existing ERI contract is on balance sheet. 
These costs have been programmed as part of the health capital programme. There 
are also significant medical equipment requirements for the new RHSC/DCN, for 
which there is a current estimate of £29 million (excluding VAT).  Again these costs 
are included within long term capital plans but will not impact until 2015-16 and 
2016-17. 
 
15. It is understood that there is significant interest in the project from developers, 
and around six to seven contractors are expected to consider a bid for the project.  
As with other large NPD projects, the limited availability of long term project finance 
remains a key risk. 
 
Issues IIB may wish to explore include: 

• Whilst the reference design approach has many benefits, it means that 
contractors are less able to innovate (and reduce costs) in the design at 
procurement stage - how will NHS Lothian ensure that costs are 
minimised in the delivery of the building? 
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• How will surplus land and buildings released at the Sciennes Road site 
(currently the location of Sick Kids) be dealt with? Could these receipts 
be considered as part of a brokerage package, repaying part of the 
initial capital investment?  

 
Governance and assurance 
 
16. The skills and experience of the Project Director and the wider project team 
are of vital importance in delivering the project successfully.  A key part of this is 
experience in delivering revenue funded projects, as such projects bring significant 
additional demands on the project team over and above those required on capital 
funded construction projects.  These include developing a services specification and 
payment mechanism and managing the demands of senior debt funders.   
 
17. Given the size of the project, it is critical that this experience comes from the 
client team, as the project team have to be able to manage the advisory input to the 
project, both in terms of costs and strategic input - both of which become very 
difficult if the advisers themselves are the sole source of experience on key parts of 
the project. 
 
18. It is currently not clear that the project team has such skills.  Moreover, it is 
not clear what effective governance arrangements are in place to oversee the 
procurement process (e.g. formal Project Board).   
 
19. The project is subject to both Gateway Reviews and Key Stage Reviews. 
Gateway Review 2, an assessment of the project’s readiness to deliver at stage of 
preparing to submit the Outline Business Case, took place on 5-7 September 2011.  
The first Key Stage Review in the form of an independent design review is currently 
being undertaken by SFT. 
 
Issues that IIB may wish to explore include: 

• Is NHS Lothian confident that the project team has the appropriate skills 
to ensure the successful delivery of the project?  If not, what action is 
being taken to address any skills gaps? 

• What governance arrangements are in place for the project? Does a 
formal Project Board exist which is empowered to take decisions? 

• How is NHS Lothian finding the various assurance processes?  Having 
both Gateway and Key Stage Reviews is quite resource intensive – is 
this adding value from their perspective and do they understand how 
the two fit together? 

 
 
IIB members are asked: 

• to note the background information and proposed discussion points; and 
• to state if further information, or an oral briefing, would be helpful before the 

meeting on 26 September. 
 

 
Infrastructure Investment Unit 
September 2011 
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1. Introduction 

1.1 Project Name  

The name of this project is Royal Hospital for Sick Children and Department of Clinical Neurosciences at Little France, and is 

abbreviated to RHSC + DCN – Little France.  

 

1.2 Purpose of the Document  

This Project Execution Plan (PEP) is intended to impart to all parties involved in the project a clear understanding of how they 

interact with each other, and sets out the governing strategy, organisation, control procedures and roles and responsibilities for 

the project.  The document provides a concise introduction to the project for new team members in terms of how the project will 

be delivered. 

 

It is intended that this document will be a working document, amended and further developed during the progression of the 

project, with revisions issued as appropriate.  Davis Langdon, an AECOM Company (DL), will be responsible for developing the 

document with input from the various parties of the project. 

 

All parties involved in or associated with the project are requested to comply with the contents of this PEP.  Any issues which 

may result in necessary amendments, amplifications or improvements to practices or procedures contained herein should be 

raised for discussion with all parties.  

 

1.3 Precedence of Document  

If any matter within this document is at variance with any Contract or Agreement signed by NHSL Board relating to the 

execution of the works, then that which is contained within such Contract or Agreement will be deemed to take precedence.  

Any such variation should be reported to DL in order for the necessary amendments to be made.  

 

1.4 Acronyms and Abbreviations  

 

A&E Accident and Emergency 

AEDET Achieving Excellence Design Evaluation Toolkit  

CA Company Administrator 

CAMHS Children and Adolescent Mental Health Services 

CIG Capital Investment Group 

CDM Construction Design Management 

C&YP Children and Young People 

DCN Department of Clinical Neuroscience 

DL Davis Langdon, An AECOM Company 

ENT Ears, Nose & Throat 

EY Ernst & Young 

FBC Full Business Case 

MM Mott MacDonald Limited 

NES National Education Services Scotland 

NHSL National Health Service Lothian 

NPD Non Profit Distribution 

NSD National Services Division 

NSD MCN National Services Division Managed Clinical Network 

OBC Outline Business Case 

OGC Office of Government and Commerce 

PAA Paediatric Acute Admission and Assessment Unit 

PEP Project Execution Plan 

PFPI Patient Forum and Public Involvement 
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PIC Project Information Co-ordinator 

PME  Project Management Executive 

PSC Professional Services Contract 

REH Royal Edinburgh Hospital  

RHSC Royal Hospital for Sick Children 

RDT  Reference Design Team 

REH Royal Edinburgh Hospital 

RIE Royal Infirmary Edinburgh 

SFT  Scottish Futures Trust 

TG Thomson Gray Partnership 

TT Turner & Townsend 

WGH Western General Hospital 
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2.2.5 Project Parameters and Key Issues 

One of the key constraints of this project is that the footprint and massing of the hospital will be constrained by existing 

buildings, services and infrastructure on the RIE site. These include: 

 

- Physical Link – connection to the A&E department within the RIE hospital; 

- Road Network – potential realignment of the existing network may be necessary to maintain a workable hospital layout. The 

potential impact on cars, ambulance / emergency access and buses during construction will be managed; 

- Utilities – the proposed service strategy will be to create new independent utility supplies including drainage, water, gas, 

electricity and communications, with the ultimate objective of delivering an autonomously-serviced department; 

- Niddrie Burn and Other Water Courses – a key constraint to the south and east of the site, together with realignment plans 

by City of Edinburgh Council to the east; 

- Site Conditions – data from the RIE development and site investigations on the adjoining land is available, suggesting 

restrictions in some areas; 

- Car Parking – the maintenance during construction and the operation of sufficient car parking will require cognisance of the 

neighbouring developments and planning restrictions. Fully accessible and, where appropriate, managed car parking for the 

RHSC / DCN patients and staff to be balanced with planning requirements (e.g. Green travel planning) and site capacity 

limitations. The opportunities for maximising collaboration with neighbouring developments and public transport servicing 

will be pursued; 

- Height – the current development plans include a development height restriction of three floors, based on “lines of sight” 

from Old Dalkeith Road and maintaining the uninterrupted ridges of Craigmillar Castle and Edmonston. The increased 

building footprint and formation of an independent energy centre and service yard will extend the building constraints and 

ultimately breach the defined sky-line policy. This will need to be carefully managed with the City of Edinburgh Council 

Planning department and Architecture and Design Scotland; 

- Clinical Services – the clinical services at RIE require continued function and cannot be disrupted; 

- Access To Existing Amenities and Public Services – access to existing services on the Little France site (for patients, staff, 

visitors, public transport and suppliers) will require to be maintained throughout the project; 

- Full Planning Permission – yet to be granted for the project and this may be influenced by the permissions required for the 

whole of the Little France future master-planning of the site. This work is underway for Little France incorporating the plans 

for re-provision of the RHSC and DCN. This work has to be aligned to the overall master-plan for the Bio-quarter 

development, and is at an advanced stage. This will have to be considered in full detail in relation to the site-wide traffic 

management strategy.  

 

2.3 Project Delivery 

2.3.1 Overall Project Delivery 

The Client has contracted Advisers to support the Project Delivery in the following way: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1: NHSL and Advisers Project Structure 
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2.5 The Project Team 

The Leads for the Project and Work-streams are identified as follows: 

 

Company Title Forename Surname Notes 

NHSL Project Director, and 

Commercial and 

Consort Negotiations 

Liaison Leads 

Brian Currie  

NHSL Business Case Lead Sorrel Cosens  
NHSL Equipment Lead Graham Gillies  
NHSL Enabling Works Lead Andrew MacDonald  
NHSL Clinical Lead – 

Paediatric  

Janice  Mackenzie   

NHSL  Clinical Lead – Neuro-

sciences 

James Steers  

Mott MacDonald  Commission Director Richard Cantlay  
Mott MacDonald  Peer Review Iain Courtney  
Mott MacDonald  Facilities Management  

and Procurement Co-

ordination Leads 

Paul Hampson Procurement Co-ordination is combined 

with Commercial although distinct 

meetings continue 

Mott MacDonald 

Limited  

Commission Manager 

and Design & 

Construct Lead 

Andrew Scott  

Mott MacDonald Design Manager – 

Architect Lead 

(Reference Design) 

David Stillie  

Davis Langdon Peer Review Kevin Bradley  
Davis Langdon Reference Design 

Lead and Design 

Manager – M&E Lead 

(Reference Design) 

Tom Brady  

Davis Langdon Lead Project Manager Fraser McQuarrie  
Thomson Gray Cost Consultancy Lead Iain McLean  
Turner & Townsend CDM Co-ordinator 

Lead 

Graeme Walker  

Ernst & Young Commercial – 

Financial Lead 

Michael Pryor  

TBC Commercial – Legal 

Lead 

TBC TBC Insert when confirmed 

 

The Delivery Team members are as follows: 

 

Company Title Forename Surname Notes 

NHSL Reference Design,  Neil McLennan  

NHSL Clinical Support Fiona  Halcrow  

NHSL Cost Management Kenneth Ngai  

NHSL Cost Management and 

Commercial 

Carol Potter  

NHSL Commercial Iain Graham  

NHSL Equipment Dougie Coull  

NHSL - Partnership Clinical Support Susan Lloyd  

Mott MacDonald  Design & Construct Andy Duncan  

Mott MacDonald  Design & Construct Paul Kelly  

Mott MacDonald  Design & Construct Andrew Kelly  

j 
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Mott MacDonald  Design & Construct Willie Stevenson  

Mott MacDonald  Design & Construct David Stillie  

Mott MacDonald  FM Carol Thorburn  

Davis Langdon Document Control Amy Kam  

Davis Langdon Procurement Co-

ordination 

David Cunningham  

Davis Langdon Procurement Co-

ordination and 

Business Case support 

Denise Kelly  

Davis Langdon Project Co-ordinator Naomi Lillie  

Davis Langdon FM Simon McLaughlin  

Davis Langdon Senior Project 

Manager 

Richard Park  

Davis Langdon Enabling Works Tom Brady  

Thomson Gray Enabling Works Iain McLean  

Thomson Gray Cost Management James Gibson  

Thomson Gray Cost Management Ron Thomson  

Arup Reference Design - 

Structural 

Jeremy Grant  

Arup Reference Design - 

Structural 

Bethan McEwan  

Boswell Mitchell 

Johnson 

Reference Design - 

Support Architects 

Bob Hedivan  

Boswell Mitchell 

Johnson 

Reference Design - 

Support Architects 

Sonia Scott  

Hulley & Kirkwood M&E Michael O'Donnell  

Nightingale Associates Reference Design - 

Architect 

Jamie  Brewster  

Montagu Evans Reference Design - 

Planners 

Fraser Littlejohn  

Montagu Evans Reference Design - 

Planners 

Andrew Munnis  

Capita  Health Planners Craig Dixon Capita was formerly known as ‘Tribal’ 

Ernst & Young Commercial  David  Fraser   

Ernst & Young Commercial  Lindsay  Crawford  

Ernst & Young Commercial  Louise Branch  

 

 

2.5.1 Roles & Responsibilities 

Detailed Roles and responsibilities for each individual within the core project team are given in Appendix A. Noted below is an 

overview of each organisation’s main functions. 

 

2.5.1.1 Employer – NHS Lothian Health Board 

NHSL is responsible for providing health and treatment services for the population of the Edinburgh and the Lothian’s.  NHSL is 

the Employer for the Project. 

 

NHSL will be responsible for the preparation of the Reference Design, compilation of their briefing requirements (including 

design, construction and facilities management), interface management with the existing site operator (Consort) and 

confirmation of all policy-related issues.  

 

Refer to ‘Figure 2: NHSL Organogram’ at 2.3.1 for details. 

 

The Clinical Management Teams (CMT) have operational management responsibility for Children’s Services and DCN an,d as 

part of this, are key players in relation to the RHSC + DCN – Little France project.  The CMT require to have sign-off of the 

Reference Design at all stages prior to final approval by NHS Lothian. 
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[NB Role of Partnership to be recorded] 

 

 

2.5.1.2 Mott MacDonald Limited 

Mott MacDonald Limited has been appointed as the lead consultant and will deliver the following services: 

- Lead Strategic advice;  

- NPD Procurement advice; 

- Facilities Management advice; 

- Design and Construction advice. 

 

2.5.1.3 Davis Langdon, An AECOM Company 

Davis Langdon has been appointed as a sub-consultant to Mott MacDonald Limited and will deliver the following services: 

- Project Management services; 

- Reference Design Management and coordination; 

- NPD Procurement support; 

- Facilities Management advice. 

 

2.5.1.4 Thomson Gray Partnership 

Thomson Gray Partnership has been appointed as a sub-consultant to Mott MacDonald Limited and will deliver the following 

services: 

- Cost Advisory services (excluding Facilities Management); 

- Whole Life Costing.  

 

2.5.1.5 Turner & Townsend 

Turner & Townsend has been appointed as a sub-consultant to Mott MacDonald Limited and will deliver the following services: 

- Construction Design Management and Health and Safety advice. 

 

The role of CDM Co-ordinator is to provide the client with a key project adviser in respect of construction health and safety risk 

management matters.  The CDMC should: assist and advise the client on appointment of the NPD contractor and the adequacy 

of management arrangements; ensure proper co-ordination of the health and safety aspects of the design process; facilitate 

good communication and co-operation between project team members; and co-ordinate health and safety information for issue 

to the NPD contractor. 

 

2.5.1.6 Financial Advisers – Ernst & Young 

The Financial Advisor is engaged to provide financial advice to NHSL in preparing the OBC, including affordability and VFM 

analysis, and throughout the NPD procurement process, preparing financial elements of bid documentation and financial 

appraisal of bids.  
 

2.5.1.7 Legal Advisors – To be appointed 

[NB Expand services to reflect scope on appointments] 

Legal advisers for the project are still to be appointed. Interim legal advisory services are being provided by [insert name] 

through existing arrangements with a full appointment to be sought through completion. 

 

2.5.2 Project Stakeholders   

The project is influenced by two branches of stakeholder groups:  

1)  Internal – Clinical and management groups –  

- Estates & Facilities Management;  

- Clinical Task Group. Refer to the table below outlining these groups;  

- Partnership; 

- SEAT Boards; 

2)  External – parties with specific project interest –   

- Scottish Futures Trust;  

- Scottish Government;  

- City of Edinburgh Council;  

- Architecture &Design Scotland. 
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Reference Design team are not party to or involved in any commercial project activities or discussions – their activities are 

managed to ensure their service delivery is “ring-fenced”, both across the project in general and using access permissions 

within BIW, considering that they may join bidding consortia during the procurement process.     

 

Key responsibilities & duties include: 

- Preparation of the reference design; 

- Production of Room Data Sheets; 

- Input of technical data and information for the Equipment Responsibility Matrix; 

- Development of engineering solutions;  

- Development of robust site development solutions;  

- Responsibility for Nightingale associates and BMJ - architectural reference design;  

- Responsibility for Arup - structural design;  

- Responsibility for Hulley & Kirkwood - M&E design; 

- Responsibility for Montagu Evans – Planning Consultant. 

 

Co-ordination / liaison issues may include: 

- Liaison and co-ordination of design team members; 

- Liaison with NHSL teams in respect of clinical design requirements; 

- Liaison with NHSL teams in respect of facilities management requirements;   

- Liaison with third party stakeholders including CEC and A&DS; 

- Interface with Design and Construction work-stream to ensure aligned requirements and outputs.   

 

2.6.3 Procurement Co-ordination 

The purpose of the Procurement Co-ordination work-stream is to develop and agree the procurement elements of the projects, 

including the procurement strategy and associated procurement documentation. In addition, the work-stream is to guide the 

other technical sub-groups in the development of their deliverables in a manner which is consistent with the agreed procurement 

process. The Procurement Co-ordination work-stream joined with the Commercial work-stream to create a Procurement 

Deliverables Team, incorporating Financial and Legal Advisers. 

 

The key deliverables and tasks for this work-stream are as follows: 

- Development of NPD procurement process; 

- Development of procurement documentation; 

- Management of procurement process; 

- Management of the development of technical elements of the Project Agreement; 

- Development of technical elements of the Payment Mechanism. 

 

Co-ordination / liaison issues may include: 

- Liaison with legal and financial sub-groups for their input into the agreed procurement process and specific procurement 

issues; 

- Liaison with Design and Construction, Facilities Management, Cost Consultancy and Reference Design work-streams to 

ensure their progress is consistent with the agreed procurement strategy and approach to key procurement issues; 

- Liaison with the Project Management Executive to agree the management of the process. 

 

2.6.4 Design and Construction 

The purpose of the Design and Construction (D&C) work-stream is to address all technical non-clinical issues in relation to the 

procurement of the facility. During the NPD process, the work-stream will be responsible for the preparation of the D&C Output 

Specification or Board's Construction Requirements for inclusion in the ITPD, liaising with other work-streams so that technical 

requirements are compatible with all other parts of the procurement documentation. The team will also assist in the evaluation of 

the PQQ responses submitted by potential Bidders. Thereafter input will be provided as required during the Competitive 

Dialogue (CD) process culminating in evaluation of the technical aspects of the tenders submitted. The team will advise on 

issues surrounding the appointment of the Preferred Bidder.  During the lead up to Financial Close (FC), assistance will be 

given in the review of the Preferred Bidders proposals. This will include the review of Reviewable Design Data (RDD) which will 

continue after FC until all RDD has been issued by the successful bidder. Subject to subsequent agreement, the D&C work-

stream may also be involved during the construction period to monitor works on site. 

 

 

Page 507



Davis Langdon, An AECOM Company Project Execution Plan Version 2 

 

- 21 - 

Commercial In Confidence - not disclosable under the Freedom of Information (Scotland) Act 2002 

Key Responsibilities and Duties include: 

- Technical advice on all D&C aspects of the project; 

- Technical input to the Bidder selection process; 

- Development of the Non-Clinical Brief for the Reference Design; 

- Validation of the technical feasibility of the Reference Design; 

- Development of the D&C Output Specification; 

- Technical input to the CD process; 

- Evaluation of Bidders’ D&C proposals; 

- Review of the Preferred Bidder’s proposals; 

- Review of all RDD; 

- Preparation of Information and Communication Technology briefing requirements; 

- Assistance on site (if required). 

 

Co-ordination / liaison issues may include: 

- Liaison with other work-streams to achieve a consistency of approach, particularly in regards to FM; 

- Liaison with NHSL Estates so that technical proposals / information for Bidders is consistent with NHSL policies; 

- Liaison with Reference Design Team regarding the Brief and to review proposals; 

- Liaison with NHSL so that Output Specification is aligned with the enabling works and other issues outwith the site; 

- Working in conjunction with NHSL during the evaluation of potential bidders PQQ submissions; 

- Working in conjunction with NHSL and the other work-streams during the CD process, including responding to any 

clarifications required; 

- Working with the Preferred Bidder / Project Co to review proposals; 

- The D&C work-stream will communicate with NHSL through the NHSL D&C Team Member. The work-stream lead will 

communicate on a regular basis with the other work-stream leads to co-ordinate and maintain consistency across the 

project. 

 

2.6.5 Facilities Management 

The purpose of the Facilities Management (FM) work stream is to assist and advise the Board in respect of ensuring the 

reference design takes due cognisance of how FM services can be effectively delivered during the operational phase. During 

the NPD procurement process and until Financial close, the FM work stream shall work with the design team and the Board to 

develop FM Service Level Specifications (SLS), Tender Documentations, Payment Mechanism and Interface agreements, which 

shall ensure the new facility is effectively and efficiently maintained. 

  

Key Responsibilities and Duties include: 

- Providing advice on design / material selection for Reference Design; 

- Development of FM SLS;  

- Providing input into PQQ documentation/ evaluation of responses; 

- Providing input into tender documentation; 

- Providing input into competitive dialogue process; 

- Evaluation of FM tender technical and commercial responses; 

- Advising on FM costs and benchmarking. 

  

Co-ordination / liaison issues may include: 

- Liaison with design team members; 

- Attendance at design team meetings; 

- Liaison with NSHL teams in respect of developing FM SLS and Interface Schedules; 

- Liaison with NSHL teams in respect of developing payment mechanisms; 

- Management of FM dialogue meetings with bidders during competitive dialogue meetings; 

- Issuing and responding to FM clarifications during the tender period; 

- Issuing FM Clarifications during the evaluation process. 

 

2.6.6 Construct Design Management Co-ordination 

The purpose of the Construct Design Management (CDM) Co-ordination work-stream is to undertake the role of CDM Co-

ordinator (CDMC), under the Construction (Design and Management) Regulations, during the development of the reference 

design and during the NPD procurement process up until the Preferred Bidder is appointed.  
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Key responsibilities & duties include: 

- Notification of the project to the Health and Safety Executive; 

- Development of pre-construction information during the reference design; 

- Review of strategies and residual risk information produced during the reference design; 

- Reviewing health and safety requirements of any construction contracts; 

- Development of requirements within the ITPD documentation to address the Construction (Design and Management) 

Regulations; 

- Evaluation of the NPD organisations’ responses during the ITPD and tender e.g. competence requirements and approach 

to design hazard removal / mitigation; 

- Review of strategies and residual risk information produced during the period up to Financial Close. 

 

Co-ordination / liaison issues may include: 

- Liaison and interface with design team members; 

- Attendance at design development meetings; 

- Liaison with NHSL teams in respect of Employer duties, obligations and responsibilities in relation to health and safety and 

statutory obligations.  

 

2.6.7 Commercial Services 

The following specialist services and sub-streams will be required to support the project under the banner ‘Commercial’, along 

with the Procurement Co-ordination work-stream (see 2.6.3).  

 

2.6.7.1 Cost Consultancy 

The purpose of the Cost Consultancy sub-stream is to assist and advise the Board in respect of RHSC/DCN capital value, life-

cycle costing and Change Control Processes during the development of the reference design and during the NPD procurement 

process up until Financial Close.  

 

Key responsibilities & duties include: 

- Advising in respect of FM costs; 

- Cost Consultancy advice in respect of overall ‘site wide’ affordability issues e.g. clinical and external enabling works; 

- Input into business case preparation; 

- Input into pre-qualification issues and selection; 

- Participation in Competitive Dialogue as appropriate; 

- Input into project Financial Closure; 

- Advising NHSL Finance on project cash-flow forecasts. 

 

 Co-ordination / liaison issues may include: 

- Continual liaison with design team members; 

- Attendance at design development meetings; 

- Liaison with NHSL teams in respect of clinical enabling works and procurement of same (also potential liaison with PFI 

provider); 

- Liaison with NHSL teams in respect of external enabling works and procurement of same (also potential liaison with PFI 

provider); 

- Liaison with NHSL Finance regarding cash-flow forecast requirements and reporting. 

 

2.6.7.2 Financial  

The Board will be supported by externally-appointed Ernst & Young to provide financial advisory services for the pre-

construction and procurement phases of the project. The purpose of the Financial Adviser function is to provide financial advice 

to NHSL with regards to the pre-procurement and procurement stages of the RHSC + DCN – Little France project.  

 

Key responsibilities & duties include: 

- Assistance in OBC preparation; 

- Focussing on VFM and affordability; 

- Pre-qualification; 

- Preparation of financial elements of procurement documentation; 

- Financial evaluation strategy; 

- Evaluation of financial elements of submissions; 
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- Risk approach /strategy; 

- Dialogue and negotiation support; 

- Financial elements of approval processes; 

- Financial close; 

- Post-contract support and support in relation to negotiations with Consort. 

 

Co-ordination / liaison issues may include: 

- Working with other disciplines to agree overall procurement strategy and evaluation strategy; 

- Working within agreed formats and structures for deliverables so they fit within overall project process; 

- Agreement of roles in relation to payment mechanism drafting and calibration (which will involve liaison with the technical 

team preparing the performance framework and the legal team preparing Project Agreement (PA));  

- Liaison with legal team on areas of PA requiring financial input;  

- Liaison with NHSL finance team on issues of affordability and approval process requirements; 

- The procurement project team will need to include the commercial and technical elements of the overall organogram, with 

NHSL and advisory staff forming the team. Team meetings will be geared to ensure good communication and 

understanding of respective roles. 

 

2.6.7.3 Legal  

The Board will be supported by [insert name] who have been appointed externally to provide legal advisory services for the 

pre-construction and procurement phases of the project. The purpose of the legal advisor function is to assist and advise the 

Board in respect of their legal obligations and entitlements, procurement advisory services and commercial deal structuring.   

Further information to be provided 

 

2.6.8 Equipment  

A dedicated equipment work-stream has been identified to be responsible for determining the facility-wide equipment 

requirements. This group will be tasked with confirming the users’ ultimate equipment requirements for inclusion within the 

procurement model. This role will also consider the replacement and transfer strategies in place within the RHSC and DCN 

facilities in the term leading up to facility hand-over.  

 

The equipment work-stream is formed of NHSL staff with varying duties through the work-stream process. The main team 

consists of Graham Gillies, work-stream lead, and team members Neil McLennan, Douglas Coull and Mike Conroy providing the 

support for the process. Neil is providing constant daily support with Douglas and Mike as required. 

 

Other NHSL contacts who are providing professional support and updated costs are as follows: 

- Stewart Leitch – Anaesthetic Technical Services Manager; 

- Steve Kesterton – General Medical Physics Equipment Manager, RIE; 

- Dave Dewar – General Medical Physics Equipment Manager, WGH; 

- Caoimhe McIntyre – X-Ray; 

- Nick Weir – MRI & CT; 

- Steve Pye – Ultrasound. 

 

Key responsibilities & duties include: 

- Preparation of Equipment Briefing Requirements; 

- Development of a detailed Equipment Responsibility Matrix; 

- Procurement management of Board-specified equipment. 

 

Co-ordination / liaison issues may include: 

- Liaison and co-ordination with design team members; 

- Liaison with NHSL teams in respect of briefing requirements ; 

- Co-ordination with procurement work-stream in relation to procurement compliance; 

- Interface with Design and Construction work-stream to ensure aligned requirements and outputs.   
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A draft Equipment Schedule Process is given below for reference: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 3: Draft Equipment Schedule Process 

 

 

2.6.9 Business Case 

The purpose of this work-stream is to deliver both the Outline Business Case and Full Business Case in accordance with key 

mile-stones.  

 

This work-stream comprises the NHSL Finance Project Manager, NHSL Capital Planning Project Manager and EY Financial 

Adviser, with the NHSL Clinical Project Manager or Service Planning Project Manager and Technical Adviser and NHSL work-

stream leads from relevant work-streams as required. 

 

Information required is the output from: 

- Reference Design Group and Equipment output turned into the financial case by the Commercial Group; 

- Other revenue costs from NHSL Finance;  

- Commercial Case from the Procurement Lead;  

- Management Case. 

 

2.6.10 Clinical Support 

The purpose of this group is to ensure the clinical needs and interests of the project are fully incorporated, encompassing all 

elements of design, health planning and operation. Its function is to ensure that the key requirement of an efficient, practical, 

functional facility is achieved throughout both the reference and bidding design phases. The clinical team also represents the 

interests of the clinical user-groups in the D&C, FM and Equipment work-streams and provides an advisory service to the other 

elements of the project as necessary. 

 

Key responsibilities & duties include: 

- Reviewing and analysing design drawings, providing feedback to the Reference Design Team; 

- Leading on the development, production and review of the clinical operational briefs; 

- Leading on the development, production and review of the clinical output specifications; 

- Reviewing of clinical pathways and flows to ensure SMART (Specific, Measurable, Attainable, Relevant, and Time-bound) 

working is incorporated; 

- Providing support to the RHSC and DCN Clinical Management Team (CMT) on the clinical workforce planning;  

- Providing support to the RHSC and DCN Radiology and Theatres CMT on all types of clinical modelling; 

- Providing support in associated clinical enabling works in the RIE including A&E and Critical Care. 

 

Co-ordination/ liaison issues may include: 

- Interface with the FM, Equipment, Design and Construct and Business Case work-streams.  

- Interface with CMTs (RHSC & DCN, Radiology, Theatres, Critical Care, Laboratories, CAMHS), Leads and deputies of 

Clinical Services, and Health Care Planners to set specifications and instruct work (through DL Project Manager); 

- Liaison with Design Task Group members as needed, Workforce Planning Task Group and Bed Modelling Task Group. 
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2.6.11 Work-Steam Co-ordination Arrangements 

 

Work-stream co-ordination is managed through the Project Management Executive team and lines of communication are 

outlined in the section 2.4 “Project Organisational Structure” and section 4.0 “Project Communications”.  

 

The work-stream structure is contained in Appendix D. 
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3. Project Meeting Strategy 

3.1 Meeting Structure 

The meeting structure covers various project work-streams and functions. These are summarised by the structure below, 

covering governance and project function:  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 6: RHSC & DCN Project Meeting Structure  
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3.3 Meeting Matrix 

The Meeting Matrix for the project is available on BIW. The purpose of the matrix is to identify and communicate the roles 

undertaken at each meeting and the distribution of information associated with the meeting.  The matrix records the following by 

way of a letter coding system: 

- The Meeting Chair (C); 

- The Meeting Organiser (O); 

- The Attendees (A); 

- Distribution Group (circulation of all information associated with each meeting) (D). 

 

The Meeting Matrix v2 is contained in Appendix E. 

 

3.4 The Meeting Schedule 

The meeting schedule for the project is stored within the BIW Project Calendar.   

 

Why use BIW Project Calendar? 

 

- BIW provides useful functionality that can store a high number of meetings in one shared calendar view. It can therefore 

provide visibility of all project meetings to its users - this ensures that everyone receives the same/consistent information; 

- It is a "live" system, thereby providing 'real time' information directly to each user; 

- It is a live electronic meeting schedule which avoids continual distribution of document revisions. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 8: Example BIW Calendar  

 

 

How does it work? 

- It is similar to Outlook, involving 'adding a meeting' and completing the basic fields with information; 

- Any user can input their team meetings or other ad hoc meetings; 

- Meetings that individuals are required to attend are highlighted by a colour key. 
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What about Outlook? 

- BIW Project Calendar will be used in parallel with Outlook.  One does not replace the other for various reasons, but 

primarily because not everyone involved in the project is a BIW user; 

- Outlook will continue to be the primary management tool for scheduling meetings in diaries.  BIW Project Calendar is being 

used as a meeting communication tool for everyone involved in the Project; 

- Note: Each meeting organiser will have their own approach to managing the entry of meetings into the attendee’s diaries in 

Outlook or other (e.g. email with information, a meeting invite, verbal etc). 

 

What meetings are included within the Project Calendar? 

- The core, regular meetings are to be scheduled in the BIW Project Calendar; 

- Any other ad hoc meetings should also be noted within the Project Calendar by the meeting organiser. 

 

Who are responsible for the Project Calendar? 

- The Project Co-ordinator (Naomi Lillie, DL) will take responsibility for maintaining the information within the BIW Project 

Calendar for regular project meetings and ad hoc meetings that are identified as relevant project-wide; 

- All organisers of meetings are to add the Project Co-ordinator as an ‘optional’ attendee to ensure up-to-date information is 

communicated through Outlook Invitations, and include where updates are distributed by e-mail (NB the Project Co-

ordinator will not attend these meetings, this is just for information purposes); 

- Clinical Design Sub-Group Meetings are to be updated by Zuzana Stofankova, of the NHSL Project Team, who is 

responsible for all scheduling of the Clinical Design Sub Group level meetings; 

- Each of the work-stream leads is responsible for inputting any ad hoc meetings specific to his / her own work-stream; 

- Individuals are responsible for inputting and maintaining meeting information they choose to upload to the calendar. 

 

3.5 Meeting Protocols 

All meeting invitations should be formally issued via Outlook (or other diary system) where possible.  This ensures that all 

attendees are updated with diary information simultaneously and avoids unnecessary duplication of effort. 

 

Work-stream leads are responsible for chairing, recording and general co-ordination of work-stream meetings.   

 

The agenda and minutes or action notes of the meeting are to be prepared and issued by the party responsible for chairing the 

meeting or a designated note taker.  

 

Distribution of the meeting outputs for each meeting shall be recorded on the minutes or meeting note.   

 

Agendas and meeting papers should be circulated at least 3 working days prior to the meeting.   

 

The minutes should be issued to the distribution list within 96 hours of the meeting. 

 

All parties attending meetings are responsible for noting their individual actions and progressing actions arising and should not 

rely upon the issue of minutes for progressing project matters.   

 

All parties attending meetings are responsible for printing their own copy of meeting papers. 

 

Each consultant will retain responsibility for convening meetings with appropriate third-parties to permit design development as 

the project proceeds, and to produce and circulate a formal minute or summary note of this meeting. 

 

Individuals are responsible for sending their formal apologies for non-attendance at a meeting. This should be done as far as 

possible in advance of the meeting. Notice should be given to the Meeting Chair and / or Meeting Organiser. 
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4. Project Communication 

 

4.1 Lines of Communication 

The general lines of communication for the project are illustrated on Figure 1.0 – Project Organisational & Communication 

Structure in section 3 of this document. 

 

Formally, the lines of communication for the project shall be as follows: 

- Communication lines both formally and informally are to be in accordance with the Project Organogram in Section 2.4 of 

this PEP. All contractual lines are shown by the solid lines and all communication routes are shown by dashed lines; 

- All formal communication between the Board and the technical advisors which constitutes any variation or amendment to 

the main contract will be formalised between the Board Project Director and the Commission Manager from Mott 

MacDonald. The Board’s representatives within each of the work-streams will be responsible for requesting proposed 

changes to the Project Director and these will be formalised in accordance with the change control pro forma contained in 

Appendix C. Each of the work-stream leads will be responsible for notifying the Project Management Executive team of the 

changes requested; 

- All work-stream leads will provide regular updates to the Project Manager (Davis Langdon). A formal progress report will be 

prepared by the work-stream leads on a monthly basis and issued one week prior to the monthly meeting; 

- The Lead Project Manager will be responsible for the overall co-ordination and management of the work-streams. This will 

be managed via a monthly work-stream co-ordination meeting which will be chaired by the Lead Project Manager and 

attended by the work-stream leads, Commission Director and Project Director; 

- The Lead Project Manager will be the first point of contact for the Project Director on all day-to-day issues.  The lead Project 

Manager will meet regularly and keep the Commissioning Manager fully briefed to ensure he is fully aware of all project 

matters; 

- In general terms the work-streams will communicate and function internally to their groups. Where cross work-stream 

communication and interface is necessary this will be facilitated via the leads of the work-streams. If required, co-ordination 

meetings will be arranged to address matters. Matters arising from the work-streams which need to be addressed by third 

parties or other NHSL consultees will be co-ordinated by the NHSL representative of that work-stream; 

- The Lead Project Manager will be included in circulation lists for all project related correspondence where relevant. In order 

to ensure effective communication with parties involved, or affected by the Works associated with the project, a joint 

communications protocol will be developed for engaging and managing stakeholders; 

- The Project Director will communicate with the Commission Director on all contractual matters and raise any concerns in 

relation to project matters; 

- The NHSL Project Team will communicate with the design team members via DL for all formal matters in particular when 

instructing a change in brief; 

- DL will require all formal changes to be instructed by the Commission Manager. 

 

All communications are to be as clear and concise as possible and all parties are encouraged to verbally discuss issues. The 

use of e-mail correspondence / communication is to be encouraged; however, any documents relating to specific contract 

issues / mechanisms or legal documents, financial certificates, or where signed and witnessed signatories are required, hard-

copies must be provided. 

 

4.2 Project Contact Directory 

A Project Contact Directory will be made available on BIW and is designed to be accessible to all parties to find the relevant 

persons to contact where necessary.  The document is maintained by DL.  Any updates required to the directory should be 

directed to Naomi Lillie. 
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4.3.3 BIW Technical Assistance 

System Administration & Helpdesk can provide information and assistance in regards to queries about the channel.  Email: 

 or Tel:   

 

The Project BIW Consultant is Richard Moyle (Email) -  

  

System Help Guides – Help guides are available throughout the various screens in the channel.  Clicking on           in any 

screen will take you to the relevant help guides for that particular section. 

 

4.3.4 Use of BIW 

The use of BIW is considered imperative for such means and all required parties are to obtain log-in details and publish 

documentation / drawings under the appropriate folders and as per the guidance outlined in the BIW Project Collaboration Tool 

Protocols Document available within BIW.  It is expected that BIW should be utilised on a daily basic by the key members of the 

project team. 

 

 

4.4 Change Control Procedure 

 
NHSL, Mott MacDonald Limited and their sub-consultants will follow the change control procedures in accordance with the Head 

Contract Agreement. In addition all parties will adopt the following protocols: 

  

Each sub-consultant will submit change requests to Mott MacDonald Limited if additional services or variations to their agreed 

scope of service are introduced. The following process should be followed dependent on the nature of the change:  

  

Variation instructions notified by the sub-consultant to Mott MacDonald Limited: 

Step 1 - The sub-consultant will raise a Change Control Form, outlining anticipated financial change, programme implications 

and consequences of the change 

Step 2 - Mott MacDonald Limited will consider the implications of this change and submit a Change Control Order to NHSL for 

approval using the Change Control document contained in appendix C 

Step 3 - Mott MacDonald Limited will return to the sub-consultant a signed off copy of their Change Control Form.  

  

Variation instructions notified by Mott MacDonald Limited to the sub-consultant: 

Step 1 - Mott MacDonald Limited will notify each sub-consultant when they require a change to the agreed scope of service and 

will instruct the sub-consultant to complete a Change Control Form. Mott MacDonald will provide sufficient briefing information 

within their request in order that the sub-consultant can confirm anticipated financial change, programme implications and 

record any associated consequences.   

Step 2 - Mott MacDonald Limited will consider the implications of this change and submit a Change Control Order to NHSL for 

approval using the Change Control document contained in appendix C 

Step 3 - Mott MacDonald Limited will return to the sub-consultant a signed off copy of their Change Control Request.  

  

Mott MacDonald Limited will return comments on the proposed change order within five working days. Mott MacDonald 

will notify the sub-consultant to proceed and implement the change or reject the change within ten working days of transmittal.  

If no response is given within the ten working day period then the request for change will be deemed as approved. Change 

control requests will be submitted to Mott MacDonald from each sub-consultant via email. Each sub-consultant will retain a 

schedule of approved change orders.   

 

All variation orders submitted by sub-consultants will be accompanied by a resource schedule. In the event that Mott 

MacDonald Limited instruct works to commence without cost and programme effects being agreed all costs reasonably incurred 

in relation to the variation will be recovered.  

 

The Board’s representatives within each of the work-streams will be responsible for notifying the Project Director of proposed 

changes. Each of the work-stream leads will be responsible for notifying the Executive Project Management team of the 

changes requested.  
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4.5 Stakeholders 

There are many stakeholders involved in a project of this nature and these are to be identified under four main headings for 

ease of reference, as follows:  

  

- NHS Lothian, comprising Lothian Partnership Forum, Executive Management Team, RHSC Re-Provision Clinical design 

Groups, Facilities Management; 

- Statutory Authorities and Public Utilities including the Health & Safety Executive. This also includes government agencies 

such as Scottish Futures Trust (SFT) and other bodies such a Architecture and Design Scotland (A&DS) who are a 

statutory consultee through the planning process;   

- Funding comprising Lothian NHS Board and the Scottish Government, PFPI (Child 7 family Advisory Board), patients, 

service users and charities;  

- Other Stakeholders comprising National Education Services Scotland (NES), other Heath Boards, core NHS Lothian 

sections & others. 

 

It is important to establish for each stakeholder, the role they have, their influencing factor, the impact they will have and how 

each communicates and engages with the project as a whole.  This information is currently under development. 

 

The Stakeholder Map will be stored within BIW. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 10: Example Stakeholder Map Diagrams 
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5.2 Progress Monitoring and Reporting 

The diagram below illustrates the Progress Reporting Structure for the project. A work-stream lead has been identified within 

each of the service lines and will provide a summary of progress made for inclusion in the monthly Progress Report. This should 

to be provided to the Project Manager 5 working days in advance of the meeting. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 11: Project Reporting Structure  

 

 

5.2.1 Project Management & Technical Advisory Report | Davis Langdon 

DL will provide a monthly Project Manager’s Report for issue to the Project Commissioner.  The purpose of the Project 

Manager’s Report is to fully inform the Project Director on the progress of the project, in relation to programme, design, cost, 

procurement and construction; in particular to highlight any areas of concern and critical activities to be undertaken by the Client 

Team, Project Board or other members of the project team.  The Project Managers Report is a dashboard style report which 

forms part of the Monthly Steering Group Dashboard Report. 

 

An example of the full NHSL Steering Group Dashboard Report is shown at Appendix B. 
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The progress report will contain: 

- Summary of the overall progress made within the reporting period; 

- Updated on the progress made by each work stream; 

- Programme Summary and update; 

- Identification of key issues; 

- Summary of key risks and any changes in the risk profile. 

 

5.2.2 Progress Reporting Schedule 

The progress reporting schedule for the remainder of 2011 is shown below:  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 12: Progress Reporting Schedule for 2011 

 

  

5.2.3 Reports & Documents 

 

All documents prepared by the Project Management and Technical Advisory teams will be released containing the Mott 

MacDonald Limited and Davis Langdon, An AECOM Company logos. The document originator will use the agreed templates for 

all minutes, reports and letters. Changes to documents will be covered on the “Document Issue”.   

 

All documents should contain the following disclaimer statement:  

“Commercial In Confidence - not disclosable under the Freedom of Information (Scotland) Act 2002” 

 

5.3 Action Tracking 

DL has introduced a centralised Action Log for the project.  The purpose of the Action Log is to ensure that all key actions are 

managed and tracked through to completion.  It adopts a proactive approach to the management of activities, and provides a 

useful aide memoir to the project teams. The Action Log will be updated and circulated 3 days in advance of the Progress work-

stream meetings. The key elements are as follows: 

 

- Any person can raise an action to be added to the log for tracking purposes;  

- DL is responsible for maintaining the information within the log and communicating updates and additions to the log on a 

regular basis (minimum fortnightly basis);   

- DL will report to the client team at weekly team meetings on the progress of actions, ensuring that any overdue actions are 

highlighted, and escalated if appropriate. 

 

An example of the Project Action Log is shown below at Figure 10.0.  Revisions of the Action Log are also available within BIW, 

filename “Project Action Schedule”. 
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Figure 13: Example Project Action Log  
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7. Design Management & Sign-Off Process 

7.1 Design Sign-Off Protocol 

 

A full Design Sign-off protocol has been developed by DL and agreed with all parties. 

 

The design sign-off milestones are included within the Stage 1 Procurement and Exemplar Design work-stream Programme. 

 

7.2 Design Monitoring / Design Issue Log 

A design monitoring system will be implemented through the design development period which ensures all documents, 

drawings, schedule etc issued by the design team are properly checked and signed off by the NHSL Project Team on behalf of 

the clinical task groups.  This will ensure that changes are tracked and provide a clear audit trail.  

 

DL has introduced a master Design Issue Log to capture all design issues throughout the Exemplar Design process.  The log is 

a live document and will be maintained by the  Design Manager  throughout the design process and released to the Project 

Manager on a weekly basis.  Information, notes, comments and proposed changes will be recorded by the Design Manager at 

design team meetings and reported to the Project Management Executive. The PME will be responsible for accepting changes 

arising from these meetings. Special ad-hoc meetings may also be called to review and instruct proposed changes if required in 

timescales out with the bi-weekly PME meeting cycle.  Revisions of the log will be published in BIW on a regular basis. 

 

7.3 Client Instruction & Decision Log 

DL has introduced a Client Instruction & Decision Log to ensure that any instruction or decision received from any member of 

the client team is verified by the Project Director prior to a formal instruction being raised via the contract. The log is maintained 

and issued by DL to the Project Director for approval on a regular basis.  An example of the Client Instruction Log is to be 

included when underway. An example of the Client Instruction Log is shown below:  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 15: Example Client Instruction Log  
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8. Budget & Cost Management 

8.1 Cost Reporting and Control 

Cost reporting will be undertaken through a comprehensive Financial Report issued by the Cost Advisers.  This report will be 

issued monthly.  A schedule of these dates is to be agreed between the Project Team and circulated by the Cost Advisers.  

 

The content of such cost reporting is to include the following: 

 

- Site Wide development cost update; 

- Construction cost analysis;   

- Reconciliation with client budget; 

- Cash flow statements; 

- Potential cost changes identified by the risk process. 
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9. Health & Safety 

9.1 Construction (Design and Management) Regulations 

During the period up until financial close the CDM client for the project will be NHS Lothian.  After financial close 
the successful NPD organisation will be elected as CDM client and will be responsible undertaking client duties for 
the construction period which include the appointment of the CDM Co-ordinator and Principal Contractor. 
The implementation of the CDM Regulations during the Reference Design and NPD procurement stage will 
comprise: 
 
 - The identification and provision of information that relates to health and safety by the designers.  This will include identifying 

key issues within the reference design and also interface issues with the existing RIE and advanced works contracts undertaken 

by others. 

 

 -  The development of requirements within the ITPD documentation that will enable the NPD tendering organisations to 

demonstrate that they have the necessary competence and understanding to undertake the CDM duty holder responsibilities 

after the NPD organisation has been elected as CDM client. 

 

This will be followed by a review of the submissions as part of the evaluation process:  

 

 - The design that is being developed by the NPD tendering organisations is addressing the requirements of the CDM 

Regulations with regard to designer duties e.g. there is a process for design risk management in place and it is being 

implemented. 

 

 - Reviewing the design that is prepared between the appointment of the NPD organisation as preferred bidder and financial 

close for health and safety issues. 

 

 - There is a "data room" (which will be on BIW) in which all relevant health & safety information will be located - this will 

comprise the pre-construction information that will be transferred over to the NPD organisation. 

 

 - Addressing health and safety requirements in any survey or investigation works that are required as part of the project to 

inform the reference design or the NPD tendering organisations.  This will include liaison with Consort and other third parties as 

appropriate to comply with their site rules and requirements for method statements. 
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10. Governance & Audit 

10.1 OGC Gateway Reviews 
The project will go through Key Stage Reviews (KSR) at certain pre-defined points during the procurement process (based on 
the competitive dialogue process). These reviews will be implemented at the following stages:  
  
 

- In advance of OJEU Notice being released 

- Pre release of Invitation to submit Final Tenders  

- Pre NPD Co Appointment as Preferred Bidder  

- Pre Financial Close 
 
  
The reviews are based initially on self-assessment through the completion by the project team of the KSR questionnaires, this is 
based on Scottish Government standard questionnaire. 
  
It is still to be determined if the project will undertake a voluntary KSR at the pre- ITPD (Invitation to Participate in Dialogue) 
stage.  
  
Summary of KSR:  
  
Advance of OJEU Notice: 
This review should not be regarded as a pass/fail exercise. It is a tool to assist NHS Bodies to pause, and consider whether they 
are advanced sufficiently in their project development, considered rigorously project deliverability in order to proceed to issue of 
a project OJEU Notice to launch their procurement.  
Section 1 - Governance 
Section 2 - Scope  
Section 3 - Stakeholders 
Section 4 - Competition  
Section 5 - Procurement Risks 
Section 6 - Value for Money  
  
 
Pre Invitation to submit Final Tenders  
At this stage the Board will provide information outlining the proposed approach and methodology, including how they will 
approach the Competitive Dialogue phase.  
Section 1 - Update & Affordability  
Section 2 - Value for Money  
Section 3 - Commercial Issues 
Section 4 - Deliverability 
Section 5 - Data Room and Background Information  
 
Pre Preferred Bidder Appointment 
This review is required to check all actions have been taken to secure commitment from the prospective Preferred Bidder, its 
key contractors and its funders.  Clarify the parameters of the commercial negotiations and any outstanding commercial terms. 
Provide transparency in terms of affordability testing. Establish status of risk profile in order to prevent reallocation of risk or 
adverse changes to the project risk profile.  
Section 1 - Project Update 
Section 2 - Affordability / Value for Money  
Section 3 - Financial / Risk  
Section 4 - Commercial Position 
Section 5 - Technical 
Section 6 - Deliverability 
 
Pre Financial Close 
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The intention of the Pre-Financial Close Key Stage Review will be to assist the Board in considering what needs to be put in 
place in terms of staffing and resources ahead of the construction and operational stages of the project.  
 
The above is guidance is an overview of Scottish Government Health Directorate guidance.  

-  

 

 

10.2 AEDET Review 

 

 

The Achieving Excellence Design Evaluation Toolkit (AEDET Evolution) assists the NHS, Trusts and other health authorities in 

determining and managing their design requirements from initial proposals through to post project evaluation.  The toolkit is 

questionnaire based covering Functionality, Impact and Build Quality.  These three headings are further divided into ten 

assessment criteria.    

 

This design evaluation toolkit will be used to define NHS Lothian’s briefing requirements on the RHSC & DCN Little France 

Project and will be revisited periodically to ascertain whether the developing design meets these predefined requirements. 

 

Reviews will be carried out with a representative group of users and other stakeholders at the following stages. 

 
� Initial Briefing Stage 
� During Development of the 1:500 Layouts 
� During Development of the 1:200 Layouts 
� Completion of the Reference Design 
� During dialogue with the Preferred Bidder 
� Post Project Completion ie Operational Phase 
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Project Administration 

Commercial

■

■

■

■

■

■

■

■

■

■

■  

Key Activities over the next 4 weeks

Appoint TA support team - MMc

Appoint Reference Design Team - DL

Issue revised PEP - DL

Agree strategic programme - All

Finalise new meeting matrix - DL

Finalise new roles & Responsibilities - DL

Complete project brief and operational policies - NHSL

Complete 1:50 exercise for previous stand-alone scheme - DL

Refine design deliverables - NHSL/MMc

Conclude Consort negotiations SA6 - NHSL

The draft PEP can now be issued. DL awaiting input from other 

parties of the TA and NHSL teams. 

BIW web portal has now been established for the new joint 

RHSC & DCN scheme.

Meeting held on 10th May between DL and  NHSL to agree a 

Meeting Matrix. 

DL to issue new Project Directory.

Design Team meetings will be held in DL Edinburgh office,

work-space will be made available exclusively for the 

Design Team.

■  

■  

■ 

■ 

■ 

Enabling Works

Project Management

Car-park F bio-quarter plots 14-16 - This will provide 1,200 car parking spaces. Completion date is 17/06/2011, the project is on-target and 

within budget. There were initial delays due to poor weather over winter, but this should be absorbed. The most significant risk was 

temporary works to HV cables - these caused slight delay which has been absorbed in the programme and the issue closed out.

Consort

Car Park F enabling work - The contractor is continuing to construct the bridge from the existing RIE site into the new car park F. Work is on 

programme for completion for the 17/6/11.

 

Car Park F - The contractor is making reasonable progress with the car parking spaces, pavements and roads. The second bridge is also on 

schedule to be completed on the 17/6/1. The burn diversion is complete and the SUDs basin will be complete by the end of the week.

 

Car Park B Diversions work - The contractor is slightly behind with the gas mains diversion. This is down to problems with locating the deep 

existing pipe work. The rest of the work is moving along to schedule. 

Reference Design

DL approached the design team that worked on the previous stand alone RHSC scheme to appoint them directly as the Reference Design 

Team which would be 'ring fenced' in order not to preclude them from joining a bid team further down the procurement line.   

DL has now been given commitment from all designers that they do wish to join the Reference Design Team and have now submitted fee 

proposals to DL for acceptance. 

DL is currently liaising with the design team in regards to appointing them contractually on a back-to-back basis. 

DL has been asked to fulfil the management role previously undertaken by BAM to lead the design process. DL has appointed Tom Brady 

and Allan Martin as the design management team. 

NHSL requested a separate document-controller for the design process. This role will be undertaken by Helen Caress from DL.

The Design Team has produced a programme showing a 12 month duration to complete the Reference Design, based on the schedule of 

deliverables issued via NHSL on 13/04/11 and on three rounds of consultation meeting with the clinical staff. This is currently being looked at 

in order to reduce the timescale to an eight month period, one agreement being that clinical consultation will be reduced to two rounds.

NHSL has asked that the design team complete the 1:50 design stage from the previous RHSC stand-alone scheme; once appointed, DL

will instruct accordingly.  

Health & Safety / CDMC

■  Information to follow once project fully underway.

Facilities Management

 Royal Hospital for Sick Children & Department of Clinical Neurosciences  |  PM Report  | 13th May 2011

■  An F10 notification for the project will be raised with the Health 

and Safety Executive shortly to reflect the details of the new 

project.

■  ■  

■ 

■

■

■

■ 

■

Procurement Design & Construct

Information to follow once project fully underway.■  An initial NPD Procurement meeting is being held on 11 May 2011 

to discuss the NPD documents.  In the interim, members of the 

Work-stream have been advising and agreeing the logic for the 

procurement programme and identifying issues that will require 

clarification and guidance for the legal advisers once appointed.

Business Case

■  

■  

■ 

 

■ 

This section will be populated by Ernst & Young in conjunction with 

NHSL Finance when a sufficient level of information becomes 

available from the reference design process.

■  An Addendum to OBC was issued to SGHD on 23rd March 2011 

and comment / query has been received. The relevant points, with 

the exception of some financial issues, have been dealt with.
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RHSC DCN NPD CCF No X  Dated ….. © Mott MacDonald 2010 

Date:……………………………………………………… Date:………………………………………………………… 

 

Distribution: NHSL (PD,PM); Relevant Sub Consultants; MML (PD,PM,PPW,Relevant Staff, PiMS CC) 
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3.2 IIB heard that negotiations between NHS Lothian and Consort regarding
interface issues with the existing PFI contract had made progress, but that these
were highly complex. The Amber/Red making from the Gateway Review
undertaken in early September had largely been due to the criticality and
unpredictability of the Consort situation. IIB expressed concerns that the nine or
ten banks providing Consort with finance for the PFI project could act irrationally,
thereby exposing the government to a “ransom strip” situation, and that this
danger is increasing as the project progresses.

3.3 IIB noted that NHS Lothian’s Finance and Performance Committee, rather
than the Project Board established for the project, had to date been leading work
on scrutinising the Outline Business Case and providing most of the governance
around the project. IIB heard that a project team was in place, which had work
streams that met together on a fortnightly basis. The project team had two
members of staff with some experience of revenue financed projects, and that the
best advisers in Scotland had been recruited. NHS Lothian explained that a
significant amount stakeholder engagement around the project that was taking
place.

3.4 IIB noted that there had been a great deal of assurance around the project:
Key Stage Review, peer review and Gateway Review, and that whilst this was
generally viewed to be helpful to the progression of the project, this was seen to
be quite onerous at times.

3.5 In relation to financing, IIB learnt that different costs that had been presented
for the project: that £150.8 million was the capital cost for the NPD element of the
project, and that, on top of that, there were enabling capital costs and significant
medical equipment requirements, which increased the total capital value of the
project to around £230 million. IIB was informed that a reference design was being
prepared for the project in order to facilitate a speedy delivery and improve its
attractiveness to potential bidders.

 

IIB welcomes the integration of Sick Kids and the Department for
Clinical Neurosciences on the same site, as this should generate
cost efficiencies as well as clinical synergies.
IIB considers that it is essential that all interface issues with the
existing PFI contract- land and all enabling works to allow the
effective operation of the new hospital - are worked through
before the procurement process commences subject to
appropriate risk mitigation being put in place
IIB welcomes the progress that has been made in relation to
negotiations with Consort, but believes that it is important that the
land deal and all the enabling works are signed off by NHS
Lothian, Consort and the banks, before the project is tendered. 
Whilst IIB recognises that this could lead to slippage, IIB is
concerned that otherwise the Scottish Government could be
exposed to a “ransom strip” situation further down the line.  IIB
emphasises the importance of funders believing that there is a
credible “Plan B”and that appropriate risk mitigation is put in
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Summary and Recommendations 
The purpose of this Independent Review was to assess the design brief for the project to replace the 
Royal Hospital for Sick Children and the Department of Clinical Neurosciences (RHSC/DCN) on the 
Little France site. The review assessed the capacity of the project to deliver value for money by 
meeting the strategic aims of the programme; by making best use of space and opportunities for 
maximising sharing with other assets; and by minimising the whole-life costs. 

The recommendations are intended to indicate actions which will help to de-risk the specification and 
the reference design as the project progresses towards OBC and the preparation of tender 
documentation and to improve value for money. 

Strategic Fit and Appropriateness to Meet the Stated Need 
The assessment of Strategic Fit did not form part of this review because of the advanced stage of 
planning of the project. In order to provide context against which to assess the proposals the 
objectives in the Initial Agreement documents were reviewed.  In summary, the strategic intention of 
the project has been established in NHS Scotland’s planning for some time through the approval of 
various business cases by the Scottish Government and is in line with general UK clinical policy of co-
locating adult and children’s acute services and to locate both of these with clinical neurosciences on 
site. There are benefits in the particular co-location of RHSC and DCN in the same building and in co-
locating the new building with both the emergency department and the adult critical care services in 
the existing Royal Infirmary of Edinburgh (RIE).  

The choice of site was established by various recorded options appraisals and feasibility studies.  

Links between the RHSC/DCN and the existing Royal Infirmary 
These strategic drivers throw focus on the physical links between the new building and the existing 
RIE. The strategy is to integrate the RHSC/DCN services with the existing hospital and to share some 
clinical services such as MRI (in the new building) and adult ITU/HDU (in the existing RIE). Support 
services such as pharmacy, mortuary and laboratories are being provided by expansion of existing 
RIE departments.  

Recommendation 1: 
A detailed specification of the requirements of the linking buildings between the new build and 
the existing RIE should be prepared, outlining the number and types of patient and staff 
journeys that will take place, both on first opening the building and as can be foreseen in the 
future. The termination points of the corridors in RIE and the routes to lifts and stairs should 
be identified and the design should avoid routes transiting clinical areas which are not served 
by the link or which are sensitive patient management areas. Other physical links such as 
pneumatic tube and IT links should also be carefully specified. 

 

The advantages of a basement link were reviewed but we are advised that this is technically very 
difficult, has a high capital cost, and raises issues with regard to the current contractual arrangements 
on the existing site, and issues of interruption of clinical services during the build period. The life-cycle 
costs of NHS-L managing two delivery/collection yards on the same site over time therefore require to 
be identified. The lack of an internal FM services link means that any future integration of soft FM 
services on the site will be disadvantaged by the requirement to operate from two separate buildings 
with FM-type journeys taking place externally by van or wheeled transport trolleys. 
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Planning for Future Change 
A second related point is the requirement to future-proof the buildings for flexibility in the future. The 
stated strategic plan to accommodate change and provide flexibility in the clinical services is to be 
able to flex services between the new building and the existing RIE. This will allow either expansion or 
contraction of services as needed. For this reason also the physical links between the two buildings 
require to be well-specified and to terminate in appropriate locations within the new building and in 
particular to connect well into the general and/or clinical circulation routes within RIE. Any 
departments where change can reasonably be anticipated should also be highlighted in the brief. 

Recommendation 2: 
Any elements of the building that are likely to require adaption or expansion in the future 
should be detailed within the output specifications. 

 

Clinical Planning  
The models of care for in-patients, day cases, operating theatres, radiology and emergency 
departments are sophisticated and thorough and incorporate appropriate benchmarked utilisation 
targets. 

The assumptions underlying the outpatient and therapy departments are less clear and are still under 
discussion.  For RHSC the proposed number of general consulting rooms would appear to match the 
projected OP attendance figures for core RHSC activity (not outreach) but detailed modelling of the 
individual specialist rooms has not been undertaken. DCN would appear to have more OP consulting 
rooms than required by the projected attendances. 

Recommendation 3: 
The functional units for out-patients and therapies require to be under-written by a capacity-
modelling exercise similar to the Bed Modelling Exercise to provide certainty that the 
departments are sized correctly. 

A number of detailed items of information for planning are lacking, thus preventing the assessment as 
to whether the proposals represent economically efficient areas.  Two examples: – the numbers of 
patients waiting in various departments is not identified so an assessment cannot be made of the size 
of the space allowance for waiting, and the demand for the Family Hotel is not identified. The risk in 
not specifying the output requirement is that at the design stage the proposals may not match the 
service requirements as understood by the users. 

Recommendation 4: 
Add detail to specifications in the Departmental Design Briefs indicating what output activities 
are required to be delivered from all parts of the facilities. 

 

  

Page 572



Space Planning 
 

In-patient Beds and Ward Planning:  

Single Rooms 
Within the current schedule of accommodation for RHSC there is a total 54% of rooms briefed as 
singles against a stated target in the design brief of 65%. The Glasgow project has taken a different 
approach to single-room provision with an overall proportion of 74% of rooms as single rooms. Single 
rooms contribute to the ability to manage beds flexibly for different age ranges and sexes and 
contribute to the control of healthcare acquired infections and to a reduced incidence of reportable 
errors. 

The proportion of critical care beds for children that are briefed as single beds in the Glasgow project 
is 72% against 38% briefed in the Edinburgh project.  Adult critical care units are looking towards 
100% segregation of patients into single-bays or rooms. 

Recommendation 5: 
Review the current out-turn percentage of single rooms within the SoA as it is less than the 
stated target. Record the rationale for the proportion of single rooms within the design brief to 
assist bidding teams in understanding the derogation from guidance. 

Bedrooms and en-suite areas  
These are briefed at the absolute minimum area and may not work in practice to meet ergonomic 
requirements or to allow provision of a comfortable bed for parents accompanying the child. Work to 
test the assumptions at 1:50 scale is required, especially in the context of planning 4-bed and single 
rooms which often results in excess and useless space within corridors. 

Recommendation 6: 
Test the feasibility of the briefed areas for bedrooms/ensuites at 1:50 scale in the context of a 
typical ward plan to ensure the designed areas do not exceed the assumptions in the 
schedule of accommodation and that they provide adequate functionality. 

 

Ward planning 
The bed utilisation targets used in the clinical planning depend in part on the proportion of single 
rooms and also on beds being planned as a large “run” of beds rather than small individual “wards”. A 
larger “run” or “pool” of beds enables them to be used flexibly between specialties. The 1:500 plans 
were still in flux during our review but should be developed to ensure the maximum possible bed pool 
for best economy in use. 

In terms of overall area per bed, RHSC Edinburgh is briefed at less area per bed than the new 
Glasgow children’s hospital but Glasgow has relatively less support accommodation and more space 
in rooms for direct patient care.  

1:200 planning was not available for review. 

Recommendation 7: 
Test the distribution of support accommodation within a run of flexible beds on a ward floor 
plan at 1:200 to ensure the bed distribution is sufficiently flexible to deliver the utilisation 
assumptions and that the support accommodation is not over-specified.  
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Emergency Department  
The overall space allowance relative to the number of treatment spaces is significantly less than those 
suggested by guidance or used in Glasgow. The out-turn design may be a highly efficient department 
but equally the design stage may demonstrate that the department is in fact under-briefed in terms of 
support areas.  

Recommendation 8: 
 1 Consider modelling projected activity beyond 2013 

2 Provide more detail within the brief on intended operational policies and patient flows within 
the department. 
3 Review the brief for the Emergency Department in terms of staff rest rooms, offices, size of 
staff changing, storage, waiting, staff seminar/study areas and indicate within the design brief 
where these are to be provided elsewhere in RIE to assist bidding teams in understanding the 
requirements.  
4 Resolve the issue of the Paediatric outpatient department not being adjacent to the 
Emergency department for use in a Major Incident as currently described in the design brief. 

Operating Theatres 
Operating Theatres benchmark appropriately to space standards and include a saving of space from 
the sharing of the facility between RHSC and DCN. 

Radiology 
Radiology benchmarks appropriately to space standards and includes a space saving from the 
sharing of the facility between RHSC and DCN, and further savings from the ability to cross-utilise 
facilities with RIE. 

Outpatients  
Increasing numbers of treatments are carried out in out-patient departments and it may be that the 
required number of treatment rooms may increase over time. The planning of inter-changeable rooms 
with standardised sizes would allow future such changes in practice.  

Recommendation 9: 
1 Provide more detail within the design brief on the operational policies for the out-patient 
areas. 

2 Consider standardised consulting/exam and treatment rooms to provide maximum 
opportunity for the introduction of new methods of treatments and specialist clinical staff. 

Therapies 
Insufficient information is provided in the brief to enable an assessment of the appropriateness of the 
planned accommodation. 

Recommendation 10: 
Provide more information on how the Therapy departments are to operate, for example, how 
patients are to be received, logged into the system and how the therapist is alerted to their 
arrival.  Also detail what the intended purpose of each clinical room is and what large items of 
equipment each will contain. 
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Clinical space planning generally 
The standardisation of rooms is gradually being introduced through the project and this should be 
developed as far as possible including into 1:50 exemplar rooms. This will result in efficiencies during 
the design phase, and also in equipping the rooms and in their ultimate use by staff. As an example of 
this last point, the standardisation of design has been proven to reduce the level of clinical incidents. 

NHS Lothian standards are generally less than guidance, but may well be quite functional. Again, a 
few 1:50 exemplars would under-write the assumptions being used and reduce the risk of later 
changes or a creeping increase in area driven by functionality. 

Recommendation 11: 
Identify key clinical rooms – likely to be 15-20 different types of room in total and provide an 
indicative 1:50 layout (straight from ADB or even in sketch form) in order to under-write the 
proposed square metre area for each room. Utilise these standard areas throughout the 
schedule of accommodation. 

 

Support Services Planning 
Soft and hard FM services require to have dedicated accommodation provided in the new building 
because the soft services provider will be NHS-L separately from the current arrangement for the 
existing RIE. Hard FM services will be provided through the NPD contract.  

Catering for patients is currently stated as being by means of a full production kitchen, but the 
schedule of accommodation reflects a cook-freeze methodology. Both of these methods are in use by 
NHS-run catering services in Scotland. An option appraisal to determine the most economic method 
to provide catering in the new building will be undertaken by NHS Lothian. Non-patient catering is 
currently still being discussed within the Board. 

Recommendation 12: 
Undertake an option appraisal to determine the optimum catering methodology for patient and 
non-patient catering to deliver best value for money. 

Other support services such as linen services and staff changing do not have sufficient information 
provided to enable an assessment of the economy of the planned areas. 

Recommendation 13: 
To ensure that best value for money will be delivered, the Board may wish to review the 
derivation of the scheduled areas and to record more detail on the proposed operation of the 
various areas. This will assist the design teams in understanding how the detailed design 
should be approached. 

The proposals indicate that a number of existing RIE departments such as laboratories and pharmacy 
will be expanded or altered to accommodate the RHSC/DCN workload. This presumably increases 
the efficient utilisation of these departments and prevents duplication of facilities on the site, but we 
are not able to make an assessment of this element of the project. 
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Efficiency of Planning  
The Schedule of Accommodation with which we were provided had been constructed to match 
costing by the DCAG methodology. Therefore we have reviewed it against that methodology and not 
against the current methodology as described in the Healthcare Premises Cost Guide 2010. 

Departmental Circulation Allowance 
There is a smaller allowance in the RHSC/DCN schedule for Departmental Circulation in total than is 
derived through the use of departmental norms as published in the Health Building Guidance.  The 
sum of departments is 1,013.6 sq.m. or 2.9% less than that calculated using the allowances in the 
guidance. A systematic under-estimate of circulation areas can be a problem in that the out-turn 
designed areas are then more than the estimated areas and this has an impact on cost. 

Recommendation 14: 
The Board may wish to review this element with its technical advisors and healthcare planners 
to be confident the departments can be designed within the target areas. 

Net to Gross Areas  
The allowance for communication and plant within the current NHSL schedule is 38%. This is higher 
than the standard pre-design range assumption of 24%-35%. 38% may be appropriate given the 
requirement to link to the existing building and to accommodate two quite separate patient flows 
within the building. This element will move from a theoretical calculation to a measurable figure during 
the development of the Reference Design and should become increasingly accurate.  

Recommendation 15: 
1. NHSL should continue to target reduction in the figure for main corridor communication, lifts 
and stairs and plant by value engineering of the developing design. 

2. NHSL to check whether Glasgow Southern General has a separate energy centre or 
whether the plant rooms are integrated into the building which could explain the higher 38.3%. 

Reference Design 
At the point of our review the Reference Design was relatively under-developed considering the stage 
of the project. There was no clear and settled building diagram. This means that:-  
 

• The clinical adjacencies are not yet wholly resolved,  
• There is not an understanding of how departments can be developed in detail within the 

current blocks.  
• There is no resolved strategy which can be expressed in supporting diagrams for 

communication routes, segregation of flows or FM servicing.  

Clarity about these issues will be crucial to the NPD design process to ensure that the facility delivers 
the desired clinical efficiencies and patient satisfaction. 

As previously noted, a stated requirement for the Emergency Department to be adjacent to the 
Outpatient Department for the purposes of Major Incident Planning is not currently being achieved. 
 
 Recommendation 16: 

1. Provide clinical planning diagrams now to determine the communication and circulation 
strategy as well as department adjacencies.  
2. Resolve the circulation strategy within the Reference Design.  
3. Match the adjacency matrix to the developed plan.  
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Reference Design (continued) 
The site is complex and will be very highly developed. Space for future expansion is extremely limited. 
Risk areas in the overall site design will require to be well resolved before the project is tendered and 
the design of these areas to be carefully managed through the process to avoid additional costs.  
 
 Recommendation 17: 

To provide as much detail as possible on the site diagram including the definition of the 
following elements:- pedestrian access to both services; public transport routes made clear, 
detailed ramps and turning circles for the basement; vehicle traffic routes to be well-
segregated from pedestrian walkways and entrances. 

There were no Departmental Layout drawings at 1:200 scale available for us to review, but the current 
1:500 block planning includes shapes which are awkward to plan for the required function. 

Recommendation 18: 
The departmental planning at 1:200 scale should be thoroughly resolved prior to issue within 
the tender documentation. 

 

Design Quality and Design Output Specifications 
During the review process, NHS-L agreed that it would be helpful to clarify the Board’s aspirations for 
the quality of design to be delivered, particularly in respect of those elements of evidence-based 
design that affect outcomes for patients and the environment for patients and staff.   NHS-L intend to 
involve patients, carers and staff in the definition of the objectives and standards of the design. The 
results of the first AEDET underscore the need to develop these criteria. 

Recommendation 19: 
Provide within the brief an indication of the Board’s aspirations towards the required quality of 
the design. This may be by a Design Statement similar to that recommended by Architecture 
and Design Scotland including an indication of “What success looks like” and detailing of the 
non-negotiables for patients, staff and relatives. 

 

Capital Costs 
The review included a high-level financial check on the Technical Cost Summary 4 NPD capital costs, 
FM allowances and life cycle costs for a project with a gross internal floor area of 48,188m2. The 
review included assessing all of the information as detailed in Section 6.1 provided by NHS Lothian/ 
Thomson Gray dated 12 October 2011. 

The overall current total Capital Cost per square metre of £3,214 per m2 (including NPD site works)  
for the purposes of the Outline Business Case is considered to be within the expected range for a 
project of this size and scope, based on the SoA Version 5. As stated, however, there are certain 
elements which should be reviewed and challenged as the next stage of the project is progressed and 
these are summarised in section 6.17. 
 
Based on a range of benchmark information the Life Cycle Cost per square metre per annum of 
£27/m2, at 3Q 2011 prices, sits within the expected range of benchmarks. 
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Based on a range of benchmark information the FM allowance of £29/m2/year sits within the 
expected range of benchmarks, albeit slightly below the £34/m2/year midway point. 
 

Recommendation 20: 
 NHSL to review the following:- 

1. Post Financial Close NPD Co design development fees included at 10% by NHSL which 
are considered higher than other projects benchmarked. 

2. Review the Risk Register as the design develops and reduce accordingly as risks are 
mitigated and costs become more certain. 

3. Review design shape, specification and elemental cost plan against overall cost per 
square metre as the design develops during the next stage. 

4. Gross to Net floor area – target communication and plant area reduction and measure 
against South Glasgow Hospital with regard to the energy centre.  
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1. Remit, Process and Approach 
1.1. Remit 

1.1.1. From SFT Invitation Letter - Independent Design Review, 1 
August 2011 

 
“To review the Design Objectives for the Programme : 

To provide a focus for the independent review, it is important that it is targeted towards programme 
wide objectives. These are set out below: 

• A design proposal that meets the strategic needs for efficient and effective long-term service 
delivery identified as part of the Initial Agreement and any other associated documentation.  

• A design that eliminates unnecessary space maximises potential sharing of space between 
user departments and fully integrates with an efficient service strategy.  

• A design specification that minimises the whole life costs of the building, including both the 
upfront capital cost per square metre and the ongoing maintenance and lifecycle costs. The 
design specification should also achieve the appropriate sustainability targets.”   
 

1.1.2. From Appendix 1 to SFT Invitation Letter, 1 August 2011 
 
“The Assessment of Value for Money: Step 3: Facility Efficiency 

This aspect of the vfm assessment examines whether the actual proposal for the building design: 
• Optimises the delivery of the clinical services; 
• Results in an efficient building design in terms of the capital costs to construct. For example, 

plan efficiency and layout, siting, adopts appropriate sharing of space between departments, 
has an efficient approach to the specification of the facilities; 

• Considers future proofing of the facility; 
• Results in an efficient building design in terms of operational costs to manage and maintain; 
• Deals efficiently with the interface with any existing facilities on the site and is consistent with 

potential future developments on the site.” 

 

1.2. Process  
 

From the SFT Invitation Letter dated 1 August 2011, the required support to SFT was described as 
follows: 

a) Review of documents including the Initial Agreement, options appraisals undertaken and 
design development decision making process; 

b) Carrying out a limited number of interviews with key members of the project and advisory 
teams; 

c) Review of comparisons with external benchmarks for space and unit (m2) costs made by the 
project team including the relevance of benchmarks selected, whether additional benchmarks 
would add value, and the completeness / consistency of reporting against benchmarks; 

d) Attendance at a workshop with the project team;  
e) Understanding and challenge of key design assumptions that drive space and specification / 

cost requirements; 
f) Feed back of review / challenge to the Project Team; 
g) Preparation of a brief report summarising observations made.  
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1.3. Approach 
 

1.3.1. Review documents made available by NHS Lothian 
Some 250-300 separate documents were supplied by NHS Lothian for review. 

1.3.2. Elements of Specification of Facility 
The Review was structured to address the individual elements that comprise the Design Brief for the 
facility. See Figure 1 over 

1.3.3. Preparatory process for workshop 
The elements for review were grouped into three and pre-meetings were held which covered these 
elements in detail. These allowed us to clarify certain elements of the written documentation and to 
seek further information on the approach which had been adopted. 

 Meeting 1 – Strategy, Model of Care, Activity Modelling, Derivation of Functional Units 

 Meeting 2 – Space Programme (Clinical and non-clinical); Whole System Brief 

 Meeting 3 – Reference Design 

 (A further informal meeting was held after the workshop on outpatients and therapy) 

1.3.4. Workshop (“Workshop 2” in SFT protocol) 
A workshop led by SFT was held on 24th August 2011. The purpose was to explore those issues 
which had emerged during the review of documents and the pre-meetings. The following actions wer 
identified by SFT following the workshop. 

1. Theatre Activity: further information to be provided by Capita. 
2. Outpatients activity and space provision: separate discussion to take place between Aileen 

Walker and Graham Cumming, 
3. Therapies: more information to be provided: to be taken along with Outpatients’ action. 
4. Provision of independent energy centre and fm servicing yard to the RHSC/DCN : report to be 

prepared by NHSL for the Project Board on the qualitative analysis underpinning this agreed way 
forward. 

5. Kitchen provision: option appraisal to be carried out by NHSL. 
6. Non patient catering: NHSL to consider the options and identified a preferred route for provision. 
7. Single rooms : percentage of beds within children’s hospital  to be considered. 
8. Single rooms (and relative en suites and circulation space)  : NHSL to develop detailed drawings  

and mock up to consider how the single rooms will operate clinically and within the context of a 
ward configuration. 

9. Support space in the context of the sizes of wards now developed: NHSL to consider potential to 
reduce support areas in the light of ward configurations. 

10. Circulation flows: to be shown on drawings to assist design development. 
11. Departmental Relationship:   matrix to be checked against reference  design. 
12. Benchmarking of Costs (including benchmarking of communication and plant area) : to be carried 

out separately. 
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1.3.5. Cost Review 

1.3.5.1. Information Exchange  
A high-level review of the capital cost assumptions was carried out by Faithful and Gould (F&G). 
There was an initial information exchange with NHS Lothian which provided to F&G a copy of 
Technical Cost Summary and appendices. This was prepared by NHSL cost advisors Thomson Gray 
and is dated 12/10/11. A set of architectural drawings was also provided. Following review of this 
information a meeting was held on 25th October 2011 with SFT and NHSL. As an outcome of this 
meeting an additional set of information requirements were identified by SFT. This set was received 
by F&G on 11 November 2011 and it is on this information that our comments are based. 

1.3.5.2. Benchmarking 
The information was reviewed against benchmark information from 6 recent comparable health 
projects which had reached the stage of due diligence on the final capital cost. These projects were 
both English and Scottish in order to provide a wide basis for comparison. 

 

1.3.6. Structure of elements for review 
The following diagram (Figure 1) describes the healthcare planning process towards the production of 
a reference design and represents the elements that we assessed in our review of the project. 
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2.2.2. RHSC – Stated Objectives of the Project  

Business/Service objectives 
1. Co-location of children’s specialist acute services with adult, maternity and neonatal services 

in line with the Kennedy report (The Report of the Public Inquiry into children’s heart surgery at the 
Bristol Royal Infirmary1984-1995, published 2001) and subsequent national policy statements. 
The Kerr report (2005): Building a Health Service ‘Fit for the Future’, specifically committed to 
the rebuilding of children’s hospitals in Glasgow and Edinburgh. This was re-stated in the 
National Delivery Plan - a Service Model for Scotland (2009), recommendation 84. 

2. Service redesign as described in Delivering for Health and the subsequent detailed policy 
statements towards Managed Clinical Networks, tiered into local, DGH, Regional and National 
levels. The goals of service re-design are to provide sustainable core and specialist services 
in the region. 

3. Service redesign – specific examples of intentions for the project  
a. To ensure full provision of age-appropriate care – RHSC currently only able to 

accommodate children up to 13th birthday 
b. Develop ambulatory care to reduce in-patient stays 
c. Regional re-organisation of paediatric general surgery 
d. Regional lead from Lothian for HDU centres 
e. PICU to operate with Glasgow as single PICU on two sites 

4. Avoid further expenditure on the existing RHSC buildings which are inadequate to meet 
current standards 

5. Accommodate increased demand from demographic change (the expected increase in 
population of SE Scotland) and from improved survival of children with complex needs 

6. In common with every area of the health service – meet the increased demands of evolving 
technology, the widening range of available treatments and increased expectations of patients 
and carers 

Sustainability objectives 
Sustainability objectives are not specifically stated in the IA – other than the aspiration to meet 
organisational change. 

Design Objectives 
The preparation of the IA pre-dates the establishment of the mandatory A&DS process to improve 
design quality in health buildings. This requires the preparation of a Design Statement at IA stage 
which identifies elements of design quality, functionality and non-negotiable aspects of the 
environment which the design will be required to achieve. 

Expected Benefits  
These are noted in the IA as –  

1. Benefits to patients – improved quality of service (not defined further); accommodation for all 
age groups; improved “front-door” to reduce A&E waiting times and so on 

2. Benefits to staff – improved working environment; synergy for research 
3. Benefits to NHS-L – improved productivity; compliance; recruitment and retention 
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2.2.3. Summary of the Strategic Intention within the IA for RHSC 
The existing RHSC buildings are too limited to deliver care to children up to and including age 16. It is 
in an unsuitable and inefficient building.  

Children’s services do require dedicated clinical facilities, but having children’s services isolated from 
the full range of support services in the main acute and trauma centre adds to clinical risk. The key 
clinical benefit of co-locating with adult services rests in the potential to maximise staff cover in the 
emergency department and in anaesthetic cover and support. It is also beneficial to have specialist 
neuroscience investigations and treatment available on site to avoid duplication of these facilities and 
to maximise the availability of specialist staff. 

“Back of house” services including important Clinical Support services such as Laboratories and 
Pharmacy do not require to be dedicated and can be shared with adult services. 

 

2.3. DCN – Initial Agreement 
The Initial Agreement for DCN is dated 30th July 2008 

2.3.1. Summary of the Strategic Objectives of the Project, drawn from 
the IA 

 

1. Co-location with emergency departments and other acute services (Ref The Society of British 
Neurological Surgeons (2000): Safe Neurosurgery) 

2. Closer links to stroke medicine, critical care and orthopaedic trauma services to improve 
patient pathways and outcomes by increasing speed of cross-referral and facilitating 
communication between teams. 

Stroke medicine - The co-location of acute stroke with neuro-radiology and neurology to 
improve outcomes for patients for whom accurate diagnosis, assessment and intervention is 
time-critical, and to smooth the pathway of care between these interdependent specialties. 

Orthopaedics - The co-location of neurosurgery and orthopaedics to bring opportunities to 
develop spinal surgery. Shared training and experience across these two specialties will 
develop staff skills and improve care for patients. 

Information technology - To provide a more robust base for the  implementation of further 
digital image transmission and telemedicine links to allow the specialist services in 
neurosciences to share information in partnership with local services, in order to support 
clinical decision-making and remote care. 

3. Co-location of adult and paediatric services 

 Clinical issues:  
The Bristol Royal Infirmary Inquiry highlighted split site working as a major contributing factor 
to inadequate care, and like the Review of Paediatric Neurosurgery concluded that the safe 
delivery of paediatric services is supported by close proximity to acute adult neurosurgical 
services. 

(Ref  Kennedy (2001): The Report of the Public Inquiry into children’s heart surgery at the Bristol 
Royal Infirmary1984-199) and  Youngson (2001): Review of Paediatric Neurosurgery) 
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 Workforce issues:  
The co-location of adult and paediatric neurosciences would improve patient safety in the 
increased cover that clinical staff will be able to provide, and efficiency through reduced time 
spent travelling between sites. Also contribute to meeting European Working Time Directive 
and Workforce development. 

4. Fit with Edinburgh BioQuarter Development and promotion of links with the University of 
Edinburgh Academic and Research departments. Note NHS sharing of state-of-the-art 
imaging facilities, provided through research funding, in DCN. 

5. Meet Increasing demand for services: 

a. neurosurgery will continue to be emergency driven, with a year on year increase of 
3% activity 

b. the expanding older age group will place increasingly significant demands on 
neurosurgical services, particularly in respect of degenerative spinal surgery as well 
as hydrocephalus and tumour; and 

c.  that the 5% of head injuries requiring neurosurgical involvement at present will rise to 
10-15% as other surgical specialities pass over responsibility for the care of these 
patients. 

d. Furthermore, the survival rates of children with complex clinical needs associated 
with neurological and neurosurgical conditions have improved, also contributing to an 
increased demand on paediatric and adult neuroscience facilities. 

6. Facilitating the National Managed Clinical Network  - Neurosciences Implementation Group 
(NIG) (2008): Report to Cabinet Secretary for Health and Wellbeing 

7. NHS Lothian Property Strategy - existing facilities achieve satisfactory rating for safety but 
physical condition and energy efficiency is unsatisfactory. Costs to upgrade and modernise 
are substantial and may not be achievable on existing site. 

 

2.3.2. Sustainability and Design objectives 
As with the RHSC IA, these are not explicitly stated in the Initial Agreement. 

2.3.3. Expected Benefits  
The expected benefits are described, much in line with the strategic objectives. 

2.3.4. Summary of the Strategic Intention within the IA for DCN 
Neurosciences will be optimally provided with both the main adult acute and children’s facilities. 

Full integration of DCN with the other adult clinical services on RIE site is required to achieve the 
maximum clinical benefits from co-location. 
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2.4.3. Site Option Selection 
The Business Case Addendum, March 2011 summarised the findings in the individual option 
appraisals which selected the Little France site over the St John’s Hospital site for both services and 
over the Western General Hospital site for DCN. 

2.4.4. Project Options at Little France 
Davis Langdon facilitated an Option Appraisal Exercise and prepared a Feasibility Report on site 
options at Little France. The outcome of this exercise was the selection of Car Park B as the preferred 
site for a joint RHSC/DCN new build. 

 

2.5. Summary - Context for the Independent Review 
The strategic objectives are in line with national and local strategy and with best practice, and the 
strategy has been approved by the Scottish Government. The proposals are to be designed to meet 
the stated Business and Service Objectives of the investment and to deliver the stated clinical and 
operational benefits.  

Sustainability and design objectives were not explicitly stated in the IA and currently are being 
developed by NHSL.  

Critical success factors were not specifically identified and may be developed through the joint Outline 
Business Case (in preparation). 

The strategic drivers throw focus on the nature of the link between RIE and the proposed new 
building. The link requires to be sufficiently functional to allow the integration of certain clinical 
services now and to achieve some of the economies of scale which are anticipated.  

2.6. Planning for Future Change – Future Proofing of the 
Design 

Change is certain. The nature of clinical services and also the demand for services change regularly 
and often dramatically. A particular risk factor in planning children’s services is the uncertainty around 
the continued appropriateness in the future of all health boards providing in-patient paediatric 
services. For DCN services, the demand is likely to increase in line with demographic factors and the 
ageing of the population.  

A key element of the Board’s forward strategic planning is to be able to flex services between the new 
building and the existing RIE. This means that the links between the two buildings will also require to 
accommodate changes in clinical services within both buildings as service profiles change. 

Recommendation 1: 
A detailed specification of the requirements of the linking buildings between the new build and 
the existing RIE should be prepared, outlining the number and types of patient and staff 
journeys that will take place, both on first opening the building and as can be foreseen in the 
future. The termination points of the corridors in RIE and the routes to lifts and stairs should 
be identified and the design should avoid routes transiting clinical areas which are not served 
by the link or which are sensitive patient management areas. Other physical links such as 
pneumatic tube and IT links should also be carefully specified. 

Recommendation 2: 
Any elements of the building that are likely to require adaption or expansion in the future 
should be detailed within the output specifications.  
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3. Clinical Planning  
Performance and space optimisation for key clinical departments 
In this section the development of the strategy into the service 
specification is considered. This involves five logical stages as 
described in Figure 1 above and summarised in the adjacent box. 

The process begins with describing the Model of Care which is to be 
followed, then modelling Activity and Demand, establishing the 
utilisation assumptions (or how the facility can most efficiently be 
operated) and then calculating the out-turn Functional Unit on which 
the Space Programme can be based.  

This section considers the key clinical departments on which the 
nature and scale of the rest of the hospital depends, and which in 
themselves tend to be the most cost- and staff-intensive: 

 
• In-patients beds (including Critical Care Facilities) and Day 

Case facilities 
• Paediatric Emergency Department 
• Operating Theatres 
• Radiology 
• Outpatients and other ambulatory facilities such as Therapies 
 

 

 

 

  
  

Elements considered 

in assessing 

vfm in planned provision 
 

 
1. Model of Care ->  
 
2. Activity Modelling ->  
 
3. Utilisation Assumptions ->  
 
4. Functional units -> 

5. Space allowance 
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At the time of the review workshop, the assumptions to be used and the final proposed bed numbers 
were still to be fully endorsed by the senior management team. The working total at the time of the 
review was 168 beds including day-case beds and chairs. 

Discussions are ongoing with respect to the feasibility of pooling beds and activity; the management 
of smallish bed pools such as the 12 for neurosciences; making changes in clinical practice to reduce 
lengths of stay to the benchmarked percentiles; and the choice of the appropriate level of utilisation to 
ensure adequate use of resources but yet to adequately allow for peaks and troughs in activity. 

3.1.2. Summary of RHSC bed model 
Activity Projections are from a baseline of 19,019 episodes and 29,409 OBDs in 2010. This means 
that the most up-to-date information is being used but NHSL have also taken account of the 
uncertainty around what appears to have been a spike in activity in 08/09. The following parameters 
apply to the  bed model: 

• 50% of activity is pre-school 
• 20% activity is out-of-area. 
• Bed occupancies are modelled at 95% and 99% occupied. 
• Length of stay is modelled at 50th and 75th percentiles (against a benchmarking group of 

hospitals) 
• Bed pools are all acute beds except neurosciences and haemato-oncology which have 

separate bed pools respectively. 

3.1.3. RHSC Critical care 
In the existing RHSC there is activity going through Level 1 beds which should be in level 2 and 3. 
The new model locates all levels within unit as per the National ITU audit. 

3.1.4. RHSC Risk areas 
Risk applies to all elements of the assumptions uses. A significant element of risk is in the continued 
sustainability of the in-patient paediatric services in adjacent smaller health boards.  

(See also 2.6 above) 
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3.1.9. Summary of service specification and performance optimisation 

In-patient (including critical care) and day case 
The models of care, activity projections and bed modelling for both RHSC and DCN are well-
established, sophisticated and thorough, and employ appropriate benchmarking and utilisation 
assumptions. 

The changes to models of care which are described in the strategy have been incorporated into the 
modelling. 

In order to achieve the utilisation assumptions, flexibility will be required in the management of beds. 
This has implication for ward design and departmental locations. (See under space programme.) 

Recommendation 7: 
Test the distribution of support accommodation within a run of flexible beds on a ward floor 
plan at 1:200 to ensure the bed distribution is sufficiently flexible to deliver the utilisation 
assumptions and that the support accommodation is not over-specified. 

Future expansion or change of use in the in-patient beds will be achieved by re-organising bed usage 
within the RIE and the new building. This serves to highlight the need for the link between the two 
buildings to be suitable for different types of patient and staff transfer. 

See Recommendation 1 and 2 (above) re 
 Detailing of the link corridor for flexibility and  
 Identification of those facilities likeliest to require adaption in the future. 
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3.4. Summary of Space Planning for Inpatient Wards 
 

Single-rooms for RHSC 
Overall there is a total of only 54% (90/168) against a target of 65% quoted in the Design Brief (ver 2 10 
June 2011, page 12) The Glasgow project has taken a different approach to single-room provisions with an 
overall proportion of 74% of rooms in single rooms v 54% in Edinburgh.  

The proportion of critical care as singles in Glasgow is 72% against 38% in Edinburgh. 

The Glasgow proposals are more in line with wider practice. 

Recommendation 5: 
Review the current out-turn percentage of single rooms within the SoA as it is less than the stated 
target. Record the rationale for the proportion of single rooms within the design brief to assist bidding 
teams in understanding the derogation from guidance. 

 

 

Bedrooms and en-suite areas in RHSC 

These are briefed at the absolute minimum square metre areas and may not work together in practice to 
meet the ergonomic requirements of The Moving and Handling Regulations and Health and Safety 
Requirements and Infection Control Standards. Work to test the assumptions at 1:50 scale would ameliorate 
this risk. Ward planning is also advisable to avoid introducing non-functional space into corridors and 
circulation that would more usefully contribute to clinical functionality within the room. 

Recommendation 6: 
Test the feasibility of the briefed areas for bedrooms/ensuites at 1:50 scale in the context of a typical 
ward plan to ensure the designed areas do not exceed the assumptions in the schedule of 
accommodation and that they provide adequate functionality. 

 

 

Ward briefing  
In terms of overall area per bed, RHSC Edinburgh is briefed at less area per bed than the new Glasgow 
children’s hospital. However this hides the fact that Glasgow has relatively less support accommodation and 
more space in rooms for direct patient care. The briefing of larger, standardised wards in Glasgow may 
account for this difference. 

Recommendation 7: as above 
Test the distribution of support accommodation within a run of flexible beds on a ward floor plan at 
1:200 to ensure the bed distribution is sufficiently flexible to deliver the utilisation assumptions and 
that the support accommodation is not over-specified. 
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3.5.6. Summary: Emergency Department  
The RHSC Emergency department is based on projected activity to 2013 but not modelled beyond this date.  

The proposed number of treatment spaces is appropriate and will allow some flexibility for activity to increase 
in the future.  

The overall space allowance relative to this number of treatment spaces is significantly less than those 
suggested by guidance or used in Glasgow. The out-turn design may be a highly efficient department but 
equally the design stage may demonstrate that the department is in fact under-briefed in terms of support 
areas.  

Within the current Reference design the outpatient department is not adjacent to the emergency department 
as requested in the departmental design brief. The purpose of this adjacency is to facilitate Major Incident 
Planning. 

 

Recommendation 8: 
 1 Consider modelling projected activity beyond 2013 

2 Provide more detail within the brief on intended operational policies and patient flows within the 
department. 

3 Review the brief for the Emergency Department in terms of staff rest rooms, offices, size of staff 
changing, storage, waiting, staff seminar/study areas and indicate within the design brief where these 
are to be provided elsewhere in RIE to assist bidding teams in understanding the requirements.  

4 Resolve the issue of the Paediatric outpatient department not being adjacent to the Emergency 
department for use in a Major Incident as currently described in the design brief. 
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3.6. Operating Theatres 
 

3.6.1. Activity Modelling  
The basis for the modelling of theatre requirements is provided in: 
Tribal Consulting : Bed, Theatre and Radiology Planning for RE-provision of DCN and RHSC: Update on 
Projections. Report Version 1.5, 20th July 2011. 

• Two scenarios were modelled - 10 sessions per week and 13 sessions per theatre per week. 
• Modelling assumptions – 3.5 hours per session, 7.5% cancelled sessions, 7.5% anaesthetic time 
• Utilisation assumption is 90% utilisation of available time. 
• Activity data – number of patients with procedure and operating time not provided, but projections 

quote 2017 and 2020. 
• Projections are based on extrapolation of numbers of theatres currently in use 
• The out-turn number of theatres is based on the higher utilisation rate (13 sessions/week); and 

assumptions that a combined theatre suite will provide efficiency in utilisation; future availability of 
“CEPOD” theatre and extended out-of-hours sessions for emergency work. 

Combined operating theatre department 
The economy of scale to be found in having a joint DCN/RHSC theatre suite has been factored in. NHS 
Lothian calculate a space saving of 222.2 sq.m. net area over the required area for separate theatre suites. 
The saving is achieved by reducing the number of support rooms. 

Out-turn Functional unit: 9 theatres 

 

3.6.2. Benchmarking of Combined Operating Theatres – Briefed Areas 

RHSC/DCN 
9  theatres + intra-operative MRI + Digital Angiography + day case unit –  

Net departmental Area       2,810 sq.m. 

 

Guidance 
HBN 26 (2004): 8 theatres = 2283 sq.m. – pro-rata 2568 sq.m. 

Add MRI and DA @ 217 sq.m.        2,785 sq.m. 

 

Glasgow 
9 theatres, larger day case unit, no interventional radiology 

Glasgow Net Area adjusted by omission of Anaesthetic department & 

23-hr ward and by addition of space for MRI and DA 

Glasgow Net Area (adjusted)       2,581 sq.m. 

 

RHSC/DCN is close to the Guidance Area. The difference between Edinburgh and Glasgow of 229 sq.m. is 
almost wholly explained by having 2 services using 1 set of theatres, as follows: 
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3.7.4. Sharing with RIE 
Some DCN patients will access RIE radiology for simple radiography and RIE patients will on occasion 
access specialised DCN radiology.  

RIE patients will access the gamma camera in RHSC which will be the sole nuclear medicine department on 
site. 

The recommendation to carefully detail the link between the new building and the RIE is noted again in this 
context, both for immediate practice and for future practice and flexibility. 

 

3.7.5. Area benchmarking 
Broad Brush benchmarking - Sq.m. per “room” 

Project 
Radiology department area per 
Imaging room (sq.m.) 

Edinburgh 170.0 
Forth Valley 139.9 
Glasgow 237.0 
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3.8. Ambulatory Care 

3.8.1. Outpatients – RHSC 

Information was provided within the Departmental Design Briefs for: 

D1 General outpatients 
D2 Cardiology and respiratory specialist 
D3 Orthoptics 
D4 Audiology 
D5 Paediatric dentistry 
D7 Plastics dressings clinic 
D8 Social work 
D10 Ambulatory care shared support 

 

3.8.1.1. Model of Care 
There are relatively few explicit references in the Design Brief to outpatient models of care, service redesign, 
modernisation or specific patient pathways such as the streamlining of reception facilities, or co-ordinating 
physiological measurement.  

D2 Cardiology describes a “one-stop” shop approach to link investigations to consultation and treatment-
planning 
D4 Audiology describes alternative patient pathways 

3.8.1.2. Comment 
As these are the key documents which allows designers to understand the clinical requirements it would be 
useful to have some information within them. 

 

3.8.1.3. Activity Modelling 

Activity Information Available from Design Briefs: 
Only D7 gives an indication of expected activity 
D7 Plastics dressings clinic – the  P.D.C. sees an average of 160 patients per month. 
 
Tribal Consulting (17/7/09) – RHSC –Schedule of Accommodation Review – Appendix 1 
Mention of 11,450 new and 32,000 follow up attendances but no base date given. 

Correspondence with NHS-L (Fiona Halcrow and Grahame Cumming) identified current baseline activity and 
proposed efficiencies through re-design of services. Actions include work through Shifting the Balance of 
Care, LEAN in Lothian and the 18 week RTT initiatives to change how clinics are organised and how 
accommodation is used. For example, much of the proposed shift in activity can occur if HEAT target 
performance for DNAs and for new to Review ratios can be achieved. Nurse-led and AHP clinics that can be 
provided off the RHSC site are being developed which should reduce demand on the central clinic space. 

On the other hand, acute speciality activity currently takes place off-site and a new holistic model for 
children’s services would integrate these services which include orthopaedics at RIE, Dermatology and ENT 
at Laurieston and Ophthalmology at PAEP. 
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3.8.1.7. Functional Units 
 

Current proposal 

From the Joint Build Accommodation Summary 27 July Version 2 

General consulting/examination rooms  17 no. 

General treatment rooms     3 no. 

Cardiology/Respiratory Specialist Rooms - patient  6 no. 

Orthoptic Specialist Rooms - patient    4 no. 

Orthoptic fields test      1 no. 

Audiology Specialist Rooms – patient    4 no. 

Dental Surgeries      4 no. 

Plastic Dressings clinic      2 no. 

 

3.8.1.8. Comment: 
The number of general consulting rooms would appear to match the projected OP attendance figures, 
however detailed modelling of the individual specialist rooms was not possible because of insufficient data. 

Note that an increasing numbers of treatments are carried out in out-patient departments. It may be that the 
proposed number of treatment rooms may not be adequate at 3. 

It would be advisable to consider more inter-changeable rooms with standardised sizes to allow future 
changes in practice. For example in the new Stobhill Hospital, consulting rooms and treatment rooms are 
standardised at 16 sq.m. and can be used for either function with the minimum of alteration. 
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3.8.2. DCN Outpatients, Pre-admission clinic (PAC) and Programmed 
Investigation Unit (PIU) 

 

3.8.2.1. Information provided: 
Departmental Design Briefs: M1 DCN outpatients and M3 DCN PIU 

3.8.2.2.  Model of Care 
There are references to new ways of working within Design Brief M1 and M3: 

Neurovascular outpatient visits are ‘one stop’ whenever possible, at which all 
investigations and assessments required are combined in a streamlined single 
clinic visit. 
The neurosurgical Pre-admissions Clinic shares accommodation with OPD 
Outpatients will contribute to DCN and NHSL capability to achieve: 

• The 18-week referral-to-treatment standard by delivering the outpatients 
standard in the patient pathway 
• Reduction in first outpatient attendance ‘DNA’ rates 
• Reduction of review to new outpatient appointment ratios 

 
Meeting 1 comment from staff: 
OP activity will continue on WGH site and there is an intention to continue to drive activity more locally where 
possible. 
 

3.8.2.3. Activity Modelling 
Outpatients 
Design Brief M1: 21,000 attendances – base date not given 
A reference to increasing activity is made, but not modelled. 
PIU  - Activity does not appear to be modelled 
 

3.8.2.4. Utilisation Assumptions 
No utilisation assumptions provided 
The individual design briefs contain some commentary on opening hours and numbers of staff, patients and 
carers. For example:- 
 M3 PIU has the facilities and workforce to accommodate up to six patients. 
 

3.8.2.5. Functional Units 
Current proposal 

From the Joint Build Accommodation Summary 27 July Version 2 

General consulting/examination rooms  14 no. 
Consulting/examination rooms – multi-disc    2 no. 
General treatment rooms      2 no. 
PIU – treatment area (6 places)     1 no. 
PIU – treatment room       1 no. 

3.8.2.6. Comment 
Without information on activity projections and clarity regarding utilisation assumptions it is impossible to 
assess the appropriateness of the proposed functional units. 16 rooms would theoretically be able to deal 
with 51,000 attendances per annum, over against the current (?) number of 21,000. 
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3.8.3. RHSC Therapies 

3.8.3.1. Information provided: 
Departmental Design Briefs: D6 RHSC Therapies 

3.8.3.2.  Model of Care 
There is no particular reference to new Models of Care within the design brief. There is an historic reference 
in Final Report of Proposed Redesign of Patient Pathways 2007 as follows: 
For children and young people with complex needs, (for example,neuro rehabilitation), an Assessment and 
Treatment Centre should be established. This Centre would be a focal point for therapy services, with skilled 
personnel and excellent facilities, providing young people with expert care from experienced staff. 

 
Ii is unclear if this is the proposed Therapy department. 

3.8.3.3. Activity Modelling 
Design Brief D6 - No activity stated 
Tribal Consulting (17/7/09) – RHSC –Schedule of Accommodation Review – Appendix 1 
Mention of 17,700 attendances but no base date given 
Projections of future activity – “model assumes 20% increase” – over what time period? 
No other activity information is provided. 

3.8.3.4. Utilisation Assumptions 
Design Brief D6 
The Therapies department will be staffed from 8am to 6pm, with peak staffing levels from 8.30 am to 5 pm. 
The number of rooms is based on an assumption that each will be utilised 90% of the available time.  
An appointment will normally be for 40-50 minutes, a session will constitute 3.5 -4 hours, and each day will 
comprise 2 sessions. 
Maximum number who would be within the unit at a given time on a normal, busy day: 
35 Patients 65 Visitors 92 Staff  
 
Reference in Tribal Consulting (17/7/09) – RHSC –Schedule of Accommodation Review – Appendix 1 to: 
Modelling assumptions: 

• 50 weeks/year 
• 10 sessions/week 
• 3.5 hours/session 
• 85% utilisation of rooms 
• All appointments = 45 minutes 

Comment: Not clear which assumptions have been adopted by NHSL in planning the department? 

3.8.3.5. Functional Units 
Current proposal 
From the Joint Build Accommodation Summary 27 July Version 2:- 
 
Treatment Rooms – various    14 no. 
 
5 of these rooms would appear to be sized for more than 1 patient – Rehabilitation Room @ 30 sq.m. 
Tribal Consulting (17/7/09) – RHSC –Schedule of Accommodation Review – Appendix 1 based on utilisation 
assumptions described above modelled 11 patient rooms/treatment spaces 

3.8.3.6. Comment: 
Without more information on activity projections and clarity regarding utilisation assumptions it is impossible 
to assess the appropriateness of the proposed functional units.  
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3.8.4. DCN Therapies 
 

3.8.4.1. Information provided: 
Departmental Design Brief: M2 DCN Therapies 

3.8.4.2. Model of Care 
Models of Care are briefly described. There are no particular modernisation proposals described and the 
design briefs are still described separately for OT, physiotherapy and SALT rather than describing an 
integrated service. 

3.8.4.3. Activity Modelling 
Design Brief M2: 2009-2010  Activity data is provided, although there are no projections of future activity. 

3.8.4.4. Utilisation Assumptions 
Hours of work are described but not utilisation factors 

3.8.4.5. Functional Units 
Current proposal 

From the Joint Build Accommodation Summary 27 July Version 2 

OT ADL suite       1 no. 

Physio multi-purpose room (occupancy not stated  1 no. 

Physio individual treatment room    1 no. 

Dietetics consulting/examination room   2 no. 

SALT treatment rooms     2 no. 

It is surprising not to see any mention of multi-disciplinary treatment rooms, although clearly some 
accommodation does require to be dedicated for particular purposes. 

3.8.4.6. Comment: 
Without clarity regarding utilisation assumptions, and ideally projection of anticipated workload  it is  difficult 
to assess the appropriateness of the proposed functional units. 

For example: OT activity is stated as follows: 

OP Total contacts 6 

IP Total contacts 4523 

The relevance of these number is unresolved within the brief, for example: 
How many of these patients required ADL assessment?  
Depending on the proportion involved, is a full ADL assessment suite justified? Could the RIE suite 
be better utilised? 

 
The design briefs are written as separate therapy disciplines. There is no evidence of a move to 
multidisciplinary working and sharing of rooms. 
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3.8.5. Summary of Service and Space Planning for Ambulatory Care 
 

3.8.5.1. RHSC Outpatients 
RHSC out-patient activity is subject to on-going review. The model of care is changing in order to increase 
efficiency in the service by reducing the proportion of DNAs and the number of return visits per new visit. 
Additional services are being re-located from non-children’s hospitals to within the new RHSC which will 
increase demand. The resulting workload assumptions are still tentative. 

Formal utilisation assumptions have not been adopted, but using standard assumptions it would appear that 
the proposed number of rooms is appropriate for the target assumptions. The proportion of rooms described 
as treatment rooms might usefully be reviewed, or an approach to more standardisation in room sizes that 
would allow future flexibility. 

3.8.5.2. DCN Outpatients 
DCN outpatient numbers have not been modelled. The proposed number of rooms appears greater than the 
current out-patient attendance figures would suggest. 

3.8.5.3. RHSC Therapies 
Activity figures and projections (particularly for individual specialist activities such as ADL assessments) are 
not provided. Tribal Consulting modelled “current” (2007/8?) activity which suggests there may be more 
treatment spaces planned than required but this is a tentative suggestion without the necessary information 
being available. 

3.8.5.4. DCN Therapies 
DCN therapies are difficult to assess because workload figures for individual specialist activities are not 
provided. There is not a description of a multi-disciplinary approach or use of shared rooms, and indeed the 
design brief continues to describe separate services. It is not clear if the therapy departments in RIE are at 
full capacity or if any future integration of adult therapy services is proposed. 

 

3.8.6. Recommendations to strengthen proposals for outpatients and 
therapies 

 

Recommendation 3: 
The functional units for out-patients and therapies require to be under-written by a capacity-modelling 
exercise similar to the Bed Modelling Exercise to provide certainty that the departments are sized 
correctly. 

 

Recommendation 9: 
1 Provide more detail within the design brief on the operational policies for the out-patient areas. 

2 Consider standardised consulting/exam and treatment rooms to provide maximum opportunity for 
the introduction of new methods of treatments and specialist clinical staff. 

 

Recommendation 10: 
Provide more information on how the Therapy departments are to operate, for example, how patients 
are to be received, logged into the system and how the therapist is alerted to their arrival.  Also detail 
what the intended purpose of each clinical room is and what large items of equipment each will 
contain.  
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3.9. Opportunities for sharing accommodation 
  

3.9.1. Within RHSC/DCN 
Within the analysis of the key clinical areas it has been noted that combining the RHSC and DCN Operating 
Theatres and Imaging Departments has resulted in requiring 1 theatre less and 1  imaging room less plus 
savings in support accommodation. These savings are 222.2 and 271.3 sq.m. respectively  

Neurophysiology has also been briefed as a combined RHSC/DCN department resulting in a saving of  50.9 
sq.m. 

3.9.2. Economies of integration with existing hospital 
The following table shows where departments are intended to be built new and where the intention is to use 
or extend existing RIE departments. 

Table 14/over 
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3.9.3. Commentary on Table 
 

3.9.3.1. Built new – specialist, requires to be dedicated 
All the RHSC clinical accommodation will be built new because a service for children requires dedicated 
facilities specifically designed for them. 

3.9.3.2. Built new - no capacity or other expansion potential in RIE 
DCN clinical accommodation is built new in the main because there is no available spare capacity in RIE. It 
will make best use of specialist radiology and so on to integrate DCN IP and OPs in the same building.  

Clinical support departments which require additional capacity and/or there are specialist requirements 
include Radiology, Theatres and Neurophysiology and so are built new. 

3.9.3.3. Support Services – could be integrated but built new - no capacity or expansion 
potential in RIE 

Those Support Services which are not specialist and could be wholly integrated but are being built new for 
reasons of lack of capacity or an inability to expand at RIE include: Health records, Offices, Staff changing 
and Staff Restrooms and Academic departments for children’s services. 

3.9.3.4. Support Services – able to be integrated in RIE 
1. Adult Critical Care – Levels 2 and 3 will be accommodated in the expanded RIE department 
2. Labs – in the process of redesigning across Lothian 
3. Pharmacy - redesigning within RIE for additional capacity 
4. Mortuary/PM will cope in current accommodation, already use existing from off-site for RHSC  
5. Other adult specialist investigations e.g. DCN in-patients to cardiac investigation, DCn in-patients to 

simple radiology 
6. Medical physics 
7. Medical photography - redesigning within RIE 
8. DCN – spiritual care, relatives overnight stay – all in RIE 
9. DCN research and academic – using QMRI and Chancellor’s building 
10. Main staff dining and other non-patient catering – remains under consideration 

The wide variety in nature of transfers between new RHSC/DCN and RIE again puts a focus on the nature of 
the link between the two buildings and its ability to provide for all these services. 
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3.10. Clinical Space Planning – General Comments 
 

3.10.1. Use of standardisation of room sizes 
The standardisation of rooms is gradually being introduced through the project and this should be developed 
as far as possible including into 1:50 exemplar rooms. This will result in efficiencies during the design phase, 
and also in equipping the rooms and in their ultimate use by staff. As an example of this last point, the 
standardisation of design has been proven to reduce the level of clinical incidents. 

NHS Lothian have a set of standards which differs from guidance and is generally less than guidance. As an 
example waiting is generally briefed at 1.5 sq.m. per person waiting rather than 1.7 sq.m. per person and 
open-plan office areas at 4.1 sq.m. per person rather than 5 sq.m. per person.  (Based on HBN 00-03 2010) 

Although the NHS Lothian standards are generally less than guidance, they may well be quite functional. 
Again, a few 1:50 exemplars would under-write the assumptions being used and reduce the risk of later 
changes or a creeping increase in area driven by functionality. 

Recommendation 11: 
Identify key clinical rooms – likely to be 15-20 different types of room in total and provide an 
indicative 1:50 layout (straight from ADB or even in sketch form) in order to under-write the proposed 
square metre area for each room. Utilise these standard areas throughout the schedule of 
accommodation. 
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4. Support Services Planning 
 

4.1. Soft FM 
Soft FM services will be provided by NHS-Lothian who are therefore required to incorporate a means of 
providing these services on site. RIE services are provided in the main by Consort Healthcare. 

4.1.1. Catering 
The current schedule of accommodation represents a cook-freeze facility for patients’ meals with traditional 
preparation of snacks and meals for staff. 

However the stated operational policy is to provide a traditional kitchen for reasons of quality of output. NHS 
Lothian agreed that it would be worthwhile to undertake an option appraisal of the alternative methods of 
providing patient meals within an NHS-run service. Methods such as cook-freeze are in wide use within 
services provided directly by NHS staff.  The capital and revenue costs of the various methodologies vary 
quite widely. No further comment is provided until completion of the option appraisal. 

The optimum method to provide non-patient catering is still under discussion within the health board. 

Recommendation 12: 
Undertake an option appraisal to determine the optimum catering methodology for patient and non-
patient catering to deliver best value for money. 

Other support services such as linen services and staff changing do not have sufficient information provided 
to enable an assessment of the economy of the planned areas. 

4.1.2. Domestic Services 
The new building is sufficiently large to allow management of an efficient service from within the building with 
minimal central accommodation being required other than the storage of materials and a management office. 

Linen services are covered under this heading within the design brief and an area of 90 sq.m. net is 
proposed for a “linen pool”. The nature of the service is not specified in great detail but the laundry is taken 
off-site and can presumably be delivered daily with limited requirements for buffer storage. It is not possible 
to make an accurate assessment of the area without more information. The service is in the central belt of 
Scotland with good transport links so a large buffer store may not be required 

4.1.3. Materials Management 
Materials Management (Supplies and, Waste collection)-  It is proposed to provide a full service from within 
the  new building, including the provision of a new external delivery point and holding store. Suppliers will 
therefore deliver to two separate points on the RIE site. The current RIE delivery point is managed by NHS 
Lothian and excluding the delivery of linen, materials are delivered and collected by NHS staff. 

NHS-L will therefore be providing two separate services on-site with de-facto duplication of back-up supplies 
such as medical gas cylinders, laundry stock, buffer stores etc. 

4.2. Other support services 
These were not reviewed in detail as there was a lack of supporting information in the documentation 
provided. For example - the number of health records to be stored is not identified; derivation of the 
requirements for family accommodation in the Hotel is not stated. 

Recommendation 13: 
To ensure that best value for money will be delivered, the Board may wish to review the derivation of 
the scheduled areas and to record more detail on the proposed operation of the various areas. This 
will assist the design teams in understanding how the detailed design should be approached. 

  

Page 620



  

5. Efficiency of Planning 
5.1. Gross Area Benchmarking – Healthcare Planning 

Perspective 
 

5.1.1. Reference documents  
How to Cost a Hospital (2005) – now superseded by: 
Health Premises Cost Guides (2010) 
 
The following diagram illustrates the previously approved DCAG methodology for estimating the total area of 
a proposed healthcare building. Both the RHSC project and the DCN project began life under the earlier 
system and the current NHSL schedule of accommodation is compiled on this basis. 

Figure 4: DCAG methodology 

 

 

5.1.2. Gross Areas of Departments – our understanding 
Health Building Notes and Scottish Healthcare Planning Notes usually include an indicative Schedule of 
Accommodation for a typical department, listing the required rooms and the recommended area of each 
room for its function. 

In recent years, the SoAs have demonstrated the addition of an allowance for planning and engineering at 
5% and 3% respectively. These allowances cover flexibility in design, internal partitions and an engineering 
zone to allow for the distribution of services within the department, radiators and small vertical ducts. 

An additional allowance for departmental circulation is also indicated – generally around 25%-30%, (but 
sometimes as much as 40%) to allow the design of corridors. 

The sum of these inter-departmental areas represents the Gross Departmental Areas. (A reference 
diagram in SHPN04 (2010) para 5.13 describes this approach which was in general use until last year.)  
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5.1.3. Total Gross Internal Floor Area of the Hospital 
In order to estimate the gross area of the hospital, the individual departments are summed and then an 
additional allowance is made for energy centre, communication – main corridors, lifts, stairs etc. and for 
engineering – main ducts and shafts. In recent years this allowance has tended also to include main internal 
plant areas, allowing as estimate of the Gross Internal Floor Area of the building prior to its design. (The 
GIFA is useful in estimating revenue and life-cycle costs at this stage.) 

I am not aware of any guidance in the DCAG methodology for the scale of these elements. In Atkins we 
generally indicate a range of between 25% and 35% additional area for these elements at the planning 
stage. These allowances are based on the out-turn of a range of projects that we have been involved in. The 
lower figure is useful for small-scale projects with few technically complex departments. The upper range is 
appropriate for complex projects with a greater number of highly-serviced technical departments. 

The actual area required for communication and plant is not known until the out-turn of the design and 
planning process. 

5.1.4. Healthcare Premises Cost Guides (2010) 
This new guidance changes the methodology as described above and gives explicit guidance on the areas 
to be included. However its application necessitates ordering of each schedule of accommodation and 
differentiating its elements into public, clinical and staff zones. NHS Lothian have not undertaken this 
exercise on the Schedule of Accommodation. 

 

5.2. Information provided by NHS Lothian on Gross Area 
Benchmarking 

1)  SoA Joint Build Accommodation Summary 27 July Version 2.xls 
 Email SC – 5th August 2011 
 
2) Commentary on Benchmarking – email and CD, David Stillie, 5th August 2011 
 Mott MacDonald, Area, Quality and Cost Benchmarking – especially Item 3 – Gross Area 
 Benchmarking (reference RM) 
 Reference is made to both departmental circulations and to communication and plant and a 
 comparison is made with the Glasgow Sick Children’s Hospital project. 
 
3) Glasgow Sick Children’s Hospital Schedule of Accommodation (dated 27/5/2010)  

 

5.3. Analysis – Gross Departmental Areas 
The basis for reaching Gross Departmental Areas is not totally explicit within the documentation, however 
the Mott MacDonald commentary indicates that the standard elements of 5% planning and 3% engineering 
were applied. 

The derivation of the percentages for departmental circulation is not described, although the departmental 
design briefs indicate which guidance document should be complied with e.g. SHPN 22 for Emergency 
Department. 

An audit was undertaken of the circulation percentages indicated in the SoA against the percentages listed in 
the relevant guidance documents. The results of this audit are shown in Appendix 1 

See Appendix A -  RHSC/DCN Departmental Circulation v SHPN/HBN guidance 
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5.4.5. Departments overall 
A systematic under-estimate of circulation areas is generally a problem in that designed areas are greater 
than estimated areas and have an impact on cost. In this project overall there is 1,013.6 s.m. (2.9%) less in 
the RHSC/DCN schedule than the area derived through the use of the departmental norms.  

This may be sufficient to have an impact on the cost model if the design development cannot match the 
targeted areas while meeting the demands of functionality. 

Recommendation 14: 
The Board may wish to review this element with its technical advisors and healthcare planners to be 
confident the departments can be designed within the target areas. 

 

5.5. Analysis – Gross Internal Floor Area 
 

5.5.1. Comment on allowances made for Communication and Plant at 
planning stage: 

Healthcare planners generally give an indication at IA/early feasibility to assist with cost estimates until 
design commences and measurement of these areas can commence. Atkins uses an indicative range of 25-
35% as described above. Within the commentary provided by Mott MacDonald, the figures used by Tribal 
Consulting are quoted as  25-35% which is identical to the range used by Atkins.  

5.5.2. Current NHSL approach 
NHSL prepared a report entitled “Plant Communication Allowance Analysis – Technical Advisory Paper” on 
the 8 November 2011. This report was submitted to SFT on the 11 November 2011. The report notes that 
the areas are based on Schedule of Accommodation 6 (SoA  6) and a 1:200 design and not SoA 5  - 1:500 
design on which Technical Cost Summary 4 dated 12 October 2011 is based, (See Section 6.0 of our report) 

The report highlights that the current revised total communication area is 13,352m2 which represents 38.8% 
of the SoA 6 departmental total (34,333 m2). The Gross Internal floor area of SoA 6 amounts to 47,685m2 
which is 503m2 less than Technical Cost Summary 4’s Gross Internal floor area of 48,188m2 (excluding nib 
area). It should be noted that external plant areas and particularly the separate Energy centre are not 
included within the above percentage of 38.8%. The internal area of the energy centre as noted in TCS 4 is 
1,000m2. 

NHS  Lothian highlight within their report that the original ‘Framework Scotland’ Phase (RHSC-Only) included 
38% for communication allowance noting the following:- 
 
“the current reference design in the context of previous iterations of the scheme (Framework Scotland 
phase), particularly where the reference design brief / Schedule of Accommodation has taken the previous 
iteration as a starting point. Identifying abnormal and peculiarities of the site / brief that applied during the 
prior phase, and continues to be relevant, is therefore important and these are referred to as follows: 

Connections to RIE – a ground - and first-floor hospital street connection to the existing Royal Infirmary 
Edinburgh (RIE) was required; 

Basement – a small basement containing plant and linking via a service tunnel was a previous 
requirement; 

‘O-Zone’ – the original scheme was founded on the concept of a generous internal amenity space, which 
became known as the ‘O-Zone’. Although not strictly ‘communication’ space, the area associated 
was included and was sized at 450m2” 
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NHS  Lothian highlight within their report that the current ‘Reference Design’ Phase (RHSC+DCN) includes 
38.8% for communication and plant allowance including brief alterations are noted below:- 

Helipad – this is a new requirement for the scheme and requires a dedicated vertical circulation core to 
serve it and allow the required connections to the emergency department; 

Autonomous Energy Centre – the introduction of an autonomous energy centre (previously not a 
requirement for the proposed development site) has limited the available ground space, upon which 
previously it was easier to locate proximity car-parking, service yard and associated departments, 
and good quality external amenity space; 

DCN – the introduction of the DCN is a key addition in terms of the development of the scheme from the 
previous RHSC-only iteration. The need to consider careful separation of adult and children patient 
groups inherent with the integration of the DCN is not a factor that applied previously and 
necessitates a proportion of additional communication allowance to allow such separation; 

Full Production Kitchen – in the prior RHSC-only phase, the scheme was not autonomous in terms of its 
catering provision and was to be served from the main RIE facilities. The current scheme now 
includes a full production catering   facility which therefore attracts a proportion of dedicated 
communication space within it as well as the functional accommodation. 

 

For full details of these points please refer to NHS Lothian’s full report dated 8 November 2011. 

It should be noted that Atkins and Faithful+Gould have not received a copy of SoA 6 or of the 1:200 designs 
during the course of the preparation of our report. 

5.5.3. Benchmarking  
NHSL’S report includes a benchmarking exercise based on nine projects. They have stated that the average 
communication allowance for these projects is 32.6% although this includes the “rogue” North Wales Alltwen 
project which had an allowance of 57.4%. 

Faithful+Gould have checked this total and our average total amounts to 34.5% including the outlier North 
Wales Alltwen project which included the design of a large, covered ‘winter-garden’ / atrium within this area. 
If this project is omitted the average percentage decreases to 31.7% over eight projects. 

Apart from the Alltwen project the only benchmarked project with a comparable communication allowance 
percentage is the Glasgow Southern General Hospital with 38.3% communication space. The 
communication percentage is again higher than the average figure and may be explained by the inclusion of 
a large internal atrium of approximately 1,500m2. 

NHSL confirmed that benchmarking has also been discussed with the health planners, Capita Consulting, 
who were also instrumental in developing Schedules of Accommodation for the previous RHSC-only phase. 
Capita have confirmed that in their experience of this type of facility, they would expect a figure of 
approximately 35% to be applied as a communication percentage. 

5.5.4. Net to Gross Areas - Summary 
The allowance for communication and plant within the current NHSL schedule is 38.8%. This is higher than 
the standard pre-design range assumption of 24%-35%. 38.8% may be appropriate given the above noted 
alterations and the requirement to link to the existing building and to accommodate two quite separate 
patient flows within the building. This element will move from a theoretical calculation to a measurable figure 
during the development of the Reference Design and should become increasingly accurate.  

Recommendation 15: 
1. NHSL should continue to target reduction in the figure for main corridor communication, lifts and 
stairs and plant by value engineering of the developing design. 

2. NHSL to check whether Glasgow Southern General has a separate energy centre or whether the 
plant rooms are integrated into the building which could explain the higher 38.3%.  
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6. Review of Capital Cost 
6.1. Introduction 
This report reviewing the capital cost of totalling £154,900,000 (comprising  a cost ex VAT of £152,700,000 
and NPD site works of £2,200,000) , prepared by Thomson Gray on behalf of NHS Lothian for the project 
has been based on the following information:- 

NHS Lothian Brian Currie email received on the 13 October 2011 including answers in response to 
Faithful+Gould’s questions dated the 6 October 2011 and the 19 October 2011 and the following 
attachments:  

Technical Cost Summary 4  -  12/10/11 prepared by Thomson Gray  
Appendix 1 - Elemental Cost Model – 12-10-11 
Current Departmental Schedule of Accommodation Version 5 amounting to 48,380.6m2 adjusted to 

delete 193m2 of A&E nib stated as not forming part of the NPD contract = 48,188m2 GIFA SoA 
arithmetic not checked by Faithful+Gould. Thomson Gray confirmed this area excludes the GIFA 
area of the Energy Centre although he cost of the Energy Centre is included within the above total 

Appendix 2 – Back-up to Elemental Cost Model – 12-10-11 for 48,188m2 
Appendix 3 – Life Cycle Cost Breakdown  
Appendix 4 – Inflation Figures 
Appendix 5 – Cash Flow Forecast Arithmetic not checked by Faithful+Gould 
Appendix 6 – Risk Register V10 – 12-10-11  - Arithmetic not checked by Faithful+Gould 
Appendix 7  - Equipment Schedule (costed) Arithmetic not checked by Faithful+Gould 

 

Nightingale Associates and BMJ Architects Drawings received on the 24 October 2011: 

NA/10727/L (25) B/01 Rev B Proposed Reference Design : Basement Plan  
NA/10727/L (100)G/02 Rev B Proposed Reference Design : Ground Floor Plan & Site Layout  
NA/10727/L (251) 1/01 Rev B Proposed Reference Design : First Floor Plan  
NA/10727/L (251) 2/01 Rev B Proposed Reference Design : Second Floor Plan  
NA/10727/L (251) 3/01 Rev B Proposed Reference Design : Third Floor Plan  
NA/10727/L (251) 4/01 Rev B Proposed Reference Design : Fourth Floor Plan  

 
 

6.2. Technical Cost Summary 4 (TCS4) 
Technical Cost Summary 4 was issued by Thomson Gray on the 12 October 2011 including all supporting 
appendices. Appendix 1 Elemental Cost Model is shown below. This is based on the latest Gross Internal 
Floor Area of 48,188m2. 

 

TSC4/ over  
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Table 16. Technical Cost Summary 4 (TCS4) 
EDINBURGH ROYAL HOSPITAL FOR SICK CHILDREN AND DEPARTMENT OF 
NEUROSCIENCES 

 TECHNICAL COST SUMMARY 4 – APPENDIX 1 ELEMENTAL COST MODEL 
 

      

 
GROSS INTERNAL FLOOR AREA 

 

48,188m
2 518,696 

 
 

  
 

m2 ft2 
   ELEMENT COST COST/M² COST/FT² 
     £ £ £ 
           
 0.5 DEMOLITIONS AND DOWNTAKINGS 0 0 0 
           
 1 SUBSTRUCTURE 14,663,640 304.3 28.27 
           
 2 SUPERSTRUCTURE 28,263,417 586.52 54.49 
 2.1 Frame & Helipad 11,960,386 248.2 23.06 
 2.2 Upper Floors (included in 2.1) 0 0 0 
 2.3 Roof 3,614,533 75.01 6.97 
 2.4 Stairs 763,256 15.84 1.47 
 2.5 External Walls 2,571,228 53.36 4.96 
 2.6 Windows and External Doors 3,125,531 64.86 6.03 
 2.7 Internal Walls and Partitions 3,638,982 75.52 7.02 
 2.8 Internal Doors 2,589,501 53.74 4.99 
 3 FINISHES 7,891,505 163.76 15.21 
 3.1 Wall Finishes 3,518,392 73.01 6.78 
 3.2 Floor Finishes 2,787,654 57.85 5.37 
 3.3 Ceiling Finishes 1,585,459 32.9 3.06 
 4 FITTINGS AND FURNISHINGS 3,380,748 70.16 6.52 
           
 5 SERVICES INSTALLATIONS 41,142,360 853.79 79.32 
 5.1 Sanitary Appliances 1,462,123 30.34 2.82 
 5.2 Services Equipment 2,529,870 52.5 4.88 
 5.3 Disposal Installations 1,155,313 23.98 2.23 
 5.4 Water Installations 3,794,805 78.75 7.32 
 5.5 Heat Source 354,182 7.35 0.68 
 5.6 Space Heating and Air Treatment 2,985,247 61.95 5.76 
 5.7 Ventilating Systems 5,302,630 110.04 10.22 
 5.8 Electrical Installations 14,408,311 299 27.78 
 5.9 Gas Installations 0 0 0 
 5.1 Lift and Conveyor Installations 1,134,000 23.53 2.19 
 5.1

1 Protective Installations 910,753 18.9 1.76 
 5.1

2 Communication Installations 758,961 15.75 1.46 
 5.1

3 Special Installations 5,869,298 121.8 11.32 
 5.1

4 
Builders Work in Connection with 
Services 476,868 9.9 0.92 

 5.1
5 

Builder's Profit and Attendance on 
Services 0 0 0 

       0 0 
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  Building Sub-Total  95,341,670 1,978.54 183.81 
           
 6 EXTERNAL WORKS 9,441,915 195.94 18.2 
 6.1 Site Works 2,642,042 54.83 5.09 
 6.2 Drainage & surveys 604,873 12.55 1.17 
 6.3 External Services 5,250,000 108.95 10.12 
 6.4 Minor Building works 945,000 19.61 1.82 
           
     104,783,585 2,174.47 202.01 
           
 

7 PRELIMINARIES 12,574,030 260.94 24.24 
12.00

% 
          

     117,357,615 2,435.41 226.26 
           
 8 DESIGN FEES 10,824,912 224.64 20.87 9.20% 

          
     128,182,527 2,660.05 247.12 
           
 9 RISK ASSESSMENT +  9,861,544 204.65 19.01 7.70% 

  CONTRACTORS FEES O/P       
     138,044,071 2,864.70 266.14 
           
 

10 OUTTURN INFLATION 14,599,287 302.97 28.15 
10.60

% 
    152,643,358 3,167.66 294.28 

           
 11 EQUIPMENT COSTS 0 0 0 0.00% 

          
 

  TOTAL COST  

 
£152,643,358.0

0  3,167.66 294.28 
     1Q 2015     
 

   
    

 
 

INFLATION TO 1Q 2015 MID POINT 1Q 2015 
   

   
    

 
  

152,700,000 3,168.84 294.39 
  

 

Source: Thomson Gray   
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6.3. Review Meeting 
A meeting was held on the 25 October 2011 in SFT’s Edinburgh office with the following in attendance:- 

• Donna Stevenson  - SFT 
• Colin Proctor – SFT 
• Gordon Wilkinson – Faithful+Gould 
• Brian Currie – NHS Lothian 
• Carol Potter – NHS Lothian 
• Stuart Gray – Thomson Gray 
• James Gibson – Thomson Gray 
• Michael Pryor – Ernst & Young 

 

6.4. Clarifications received at Review Meeting 

6.4.1. Elemental Cost Model 
Thomson Gray confirmed at the meeting on the 25 October 2011 that Appendix 1 Elemental Cost Model was 
derived from Supporting Documentation Appendix 2 – Back-up to Elemental Cost Model and took full 
cognisance of the building shape, design, site constraints, and measurement of external works noted within 
the drawings highlighted in 6.1 above. 

6.4.2. A&E nib  
It was confirmed at the meeting on the 25 October 2011 that the 193m2 of A&E nib stated as not forming 
part of the NPD contract will be funded from a separate capitally funded traditional enabling contract. 

6.4.3. Equipment 
Referring to the Technical Cost Summary 4 Section 1.0 Introduction on page 2/8 – FF&E and NHSL 
response to SFT question 2.3 dated 24 October 2011 it was confirmed by NHS Lothian that the following 
TCS 4 FF&E allowance of 

Group 1 - £2,950,000 
Group 2 -    £150,000 

Is superseded by the current Appendix 2 combined figure of £3,036,600 excluding artwork. 
Group 2 supply and Groups 3 and 4 supply and fit is excluded from cost.  

6.5. Gross Internal Floor Area 
Referring to the Technical Cost Summary 4 Section  2.0 Gross Internal Floor Area (GIFA) on page 2/8 5 it is 
noted that the area has increased from the Technical Cost Summary 2 (TCS 2) dated August 2011 of 
46,601m2 to 48,188m2.  

This 48,188m2 area has increased 530m2 from TCS 3 and 1,587m2 from TCS 2. It is noted that this area 
has increased due to the following;- 

single bedrooms in accordance with current requirements – 15m2 increased to 17m2 
client additions in relation to non patient catering 
associated increased kitchen area 
gamma camera provision 
general design development.  

 

It is noted that in respect of the kitchen and catering provision an option appraisal is being carried out by 
NHS Lothian. 
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6.6. Schedule of Accommodation   
It should be noted as per our report Section 5.5.2 that SoA 6 has now been prepared and superseded SoA 5 
on which this Cost Review is based. 

Schedule of Accommodation 6 (SoA  6) is based on 1:200 design drawings and not SoA 5  - 1:500 design 
drawings on which Technical Cost Summary 4 dated 12 October 2011 is based. 

The Gross Internal floor area of SoA 6 amounts to 47,685m2 which is 503m2 less than Technical Cost 
Summary 4’s Gross Internal floor area of 48.188m2 (excluding nib area). A breakdown of this reduction in 
area, 1:200 drawings and SoA 6 should be forwarded to SFT.  

It should be noted that Atkins and Faithful+Gould have not received a copy of SoA 6 or 1:200 designs for the 
preparation of our report 

6.7. Capital Costs 
Referring to the Technical Cost Summary 4 Section  3.0 Capital Cost on page 3/8, Thomson Gray confirmed 
at the meeting dated 25 October 2011 that the cost is based on mid construction point at (1Q 2015).  

6.7.1. NPD Site Works 
Thomson Gray confirmed that the £2.2m NPD site works in TCS item 8.4 is additional to the site works in the 
Appendix 1 Elemental Cost Model within the £152,700,000 figure excluding VAT.  

NHS Lothian / Thomson Gray confirmed that these works, which include pedestrian areas, and landscaping 
works were included within Consort’s enabling works but were now brought into the NPD works envelope. 
The enabling works breakdown works was submitted to SFT by NHSL on the 11 November 2011. 

6.7.2. Preliminaries 
Referring to the Technical Cost Summary 4 Section  3.0 Capital Cost on page 3/8  and NHSL response to 
SFT question 5 dated 13 October 2011 regarding the preliminaries, it is noted from NHSL response to 
question 5 that during the RHSC Standalone stage, BAM and Thomson Gray agreed a strategy for Market 
Testing preliminaries which involved extensive contact with the Sub Contract market and analysis of Main 
Contractor management time. However once BAM were no longer involved on the project Thomson Gray 
independently concluded the preliminaries cost exercise without contractor involvement.   

Thomson Gray confirmed at the meeting on the 25 October 2011 that many of the TCS 4 preliminaries costs 
were based on the previous scheme including scaffolding, temporary accommodation etc. and were 
confident that that they have utilised the correct market tested information. 

It is also noted that the Construction start date has changed from November 2013 to January 2014 although 
the construction completion date remains at July 2016. 

6.7.3. Exclusions 
Referring to the Technical Cost Summary 4 Section  3.0 Capital Cost on page 3/8  and NHSL responses to 
SFT question 2.7 dated 24 October 2011  and question 6 dated 13 October 2011, it is noted that the 
£152,700,000 cost excludes:- 

Group 2A supply and 3 and 4 supply and fit of equipment 
Optimism Bias 
Clinical enabling works 
External enabling works 
Potential town planning issues 
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6.7.4. Finance Matrix 
NHS Lothian forwarded the project Finance Matrix FMAT008 Summary and enabling works REVISED 
091111 – Appendices 1 and 2 on the 11 November 2011.  This is the confidential draft Finance Summary 
Matrix is included for SFT’s review of the project and includes- 

Appendix 1 
Non NPD current projected spend including equipment (medical and non medical), clinical enabling 

works, external enabling works, Town Planning work, Reference design costs (B1) 
Reference Design Cash flow projection – (B2) – by Ernst & Young 
Unitary payment versus Indexing costs (B3) – by Ernst & Young 
25 year NPD costs (B4) – by Ernst & Young 
Risk Register  Version 10 – (B5) 
Unitary Charge Summary (B6) – by Ernst & Young 
Base Case 92017/18) and Sensitivities (B7)  – by Ernst & Young 
Recurring / non recurring revenue (5 year plans) – (B8) 
Indicative NHS Board Shares based on 2010/11 payments – (B9) 

 
Appendix 2 

Enabling works summary 
 
Appendix 1 and 2 are for SFT’s review and Faithful+Gould has not made any comment within this high level 
review on costs. 

 

6.8. Cost Estimate Base       
Referring to the Technical Cost Summary 4 Section  4.0 Cost Estimate Base on page 3/8 

It is noted that the NHS Lothian / Thomson Gray estimate has been prepared using the HPCG’s guidance 
and that the cost assessment has been made for HPCG’s system on the basis of the reference design and 
knowledge gained from previous market testing on the previously proposed standalone RHSC Development. 

Thomson Gray, at the meeting on the 25 October 2011, did not fully explain how they used both HPCG’s and 
“Market tested costs” to prepare TCS 4. It was unclear on what split was used in preparation of the cost.  

The original RHSC scheme’s rates and costs should have been the basis of TCS 4 with new market tested 
costs obtained from element unit quantities without the requirement to use HPCG’s. 

For the next stage measured elemental costs will need to be used which will be fully market tested. This will 
provide robust check on each element as some elements like external walls appear to be low when 
reviewing against the drawings stated in 6.1 above. 

Faithful+Gould requested that NHSL provide a detailed breakdown of the original market tested RHSC 
Target Cost elemental summary and 1:500 site and floor plans for comparison with the current RHSC/DNS 
combined scheme drawings in 6.1 to check whether the original cost per m2 was in line with the current 
estimate and whether plan shape of the original scheme was similar. 

NHSL provide the following drawings on the 11 November 2011 and noted that the equivalent market tested 
cost for the original Standalone scheme (notionally adjusted to include for an Energy Centre and Heli-Pad, 
and keeping the percentages for fees, inflation, risk etc, as per the joint build) is just over £3,000/m²:- 

 
AR-XX-RF-PL-200-296 Roof Plan Rev A  
AR-XX-ML-EL-251-201 Elevations Sheet 2 
AR-XX-ML-EL-251-200 Elevations Sheet 1 
AR-XX-BL-PL-200-510H - A1 Basement 
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AR-XX-04-PL-200-295 Fourth Floor – 200 - Plan Rev A 
AR-XX-03-PL-200-294 Third Floor – 200 - Plan Rev A 
AR-XX-02-PL-200-293 Second Floor – 200 - Plan Rev A 
AR-XX-01-PL-200-292 First Floor – 200 - Plan Rev A 
AR-XX-00-PL-200-291 Ground Floor – 200 - Plan Rev A 

 
It should be noted that only the overall cost per m2 was submitted and that no detailed cost breakdown was 
received.  

A high level review of the original scheme highlights that it would appear to have a simpler plan shape than 
the current scheme.  

6.9. Back-up to the Elemental Cost Model 
Reference is made to Appendix 2 – Back-up to the Elemental Cost Model:- 

Appendix 2 comprises the Feasibility Cost Estimate based on the Schedule of Accommodation Version 5 
amounting to 48,380.6m2 adjusted to delete 193m2 of A&E nib stated as not forming part of the NPD 
contract = 48,188m2 

Reconciliation of allocation of costs in Appendix 2 cost model –“Allocation of Elemental Cost Model” 

The Appendix 2 elemental reconciliation of costs measured against Appendix 1 Elemental Cost Model 
was provided in the Allocation of Elemental Cost Model submitted by NHS Lothian / Thomson Gray 
on the 11 November 2011. It is noted that Appendix 2 elements match the sub totals for Appendix 1 
although some elements should be coded under different elements . 

For the purposes of this high level review Faithful+Gould has not checked any of the quantities  
It is noted that on many elements the original “Market Tested” RHSC project has been used as a basis 

and adjusted in line with the combined project GIFA 
Some elements have been adjusted in line with the new combined footprint 
Some elements have had approximate measures 
Some elements have been adjusted in line with the façade area 
It is noted in page 8/16 Bathroom Pods include en-suite complete Sanitary pods. Reviewing Appendix 7 

FF&E there are Group 1 costs allowed for WHB’s/ WC’s and showers.  NHS Lothian / Thomson Gray 
confirmed at the meeting dated 25 October 2011 that there was an element of double counting. NHS 
Lothian formally confirmed on the 11 November 2011 Item 8 that the amount of potential double 
counting equates to circa £200,000 (£150,000 of equipment plus percentages for prelims, fees and 
inflation). The overall cost has not been adjusted to reflect this currently. 

Faithful+Gould’s high level reconciliation, at this stage, has not allowed for a number of small arithmetical 
anomalies, in total amounting to under £2,000, within Appendix 2 as it is assumed that these are 
formulae related to separate related spreadsheets and the total is minor in relation to the overall cost 

 

6.10. Fees  
Referring to the Technical Cost Summary 4 Section  5.0  Fees on page 3/8, it is noted that TCS 4 has an 
allowance for design fees of 10% associated with NPD Design development post Financial Close and that 
design costs prior to FC are assumed to be included in SPV set up costs. 

NHS submitted their fee response below in conjunction with their fee diagram on the 11 November 2011:-  

Breakdown and benchmarking of post financial close design fees : 

“at present, there is an amount that equates to 15% of the capex in the shadow bid model to cover all 
fees, whatever they may be.  

this would, therefore, cover all design fees, advisor fees (financial, technical, legal), set up costs for the 
SPV, diligence & model audit, success fee for the SPV team,all of which would be included in the 
borrowing requirements of the SPV and thus included in the unitary charge.  
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this is split 10% fees post-financial close, as per TG's TC4, and 5% as per the SFT guidance advising 
that NHSL should include 3-5% in the shadow bid model for bid costs.  

NHSL have chosen to set this value at the top end of this range because of the complexity of the project, 
the constraints that the NPD SPV will have to work within on the site and the Consort interface, 
which NHS Lothian state will generate a considerable amount of extra work during the procurement.  

it is not entirely clear what the 3-5% is intended to include, but NHSL have assumed that it includes all of 
the cost headings above - there are no other sums in NHSL model to cover fees of any sort outside 
of the 10% and 5% values.  

the amount attributed to development of the reference design equates to around 2% of the capex.  This 
is incurred by NHS Lothian and addressed in the wider affordability model - it is not included in the 
shadow bid model.  

further, NHS Lothian's own procurement costs are excluded from the shadow bid model but dealt with in 
the wider affordability model  

if we add together the 2% incurred on reference design, the 10% post-financial close and assume that 
2% of the 5% within the shadow bid model relates to design, then a figure of 15% is reached”. 

 

Faithful+Gould’s comment on fees at this stage of the project is that based on our experience of similar 
hospital projects we would expect design fees to be in the region of 9% to 10% for the full design works pre 
and post contract. 

The 15% figure stated above from NHSL would be higher than we have seen in projects of a similar nature. 

6.11. Planning Contingency 
Referring to the Technical Cost Summary 4 Section  6.0 Planning Contingency on page 4/8 

Reconciliation  of quantification of risk allowance for risks transferred to NPD (totalling £9,861,544) 

It is noted that the V10 Risk Register is the current register and the NPD Project level total of £9,861,544 is 
included in TCS 4.  It is also noted Client changes are excluded from this figure. 

For a scheme moving towards OBC, which should be between the end of outline design and in detail design, 
we believe that the risk / contingency level based on our experience is within the acceptable range of our 
benchmarks ie between 5% and 10%. This project is currently at 7% of the £152,700,000 excluding the risk 
amount. 

However as we have only had access to the drawings listed above and have had no review of the 1:500 
drawings this risk / contingency level may be low if the scheme is not at the above stage, unless it is very 
well understood. 

We note that Optimism Bias is not included within the above figure. 

Overall the Risk Register would appear to cover the right aspects in terms of content.  

6.12. Inflation 
Referring to the Technical Cost Summary 4 Section 7.0 Inflation on page 4/8 

It is noted that the BCIS Five year Forecast 2011, September 2011 has been used to calculate inflation costs 
to midpoint of construction assumed as 1Q 2015. These BCIS figures would appear to be above the trend of 
the current tenders received in the local market. 

It is also noted that the Construction start date has changed from November 2013 to January 2014 although 
the construction completion date remains at July 2016. 

Page 633



6.13. BREEAM 
Reference is made to the Technical Cost Summary 4 Section 8.0 BREEAM on page 4/8 which states: 
Assumed target to achieve “excellent‟ rating under the BREEAM 2008 guidance or a “very good‟ rating 
under the BREEAM 2011 guidance.  

 

6.14. Net to Gross Ratio 
The current Net to Gross Area Ratio: explanation (with relative areas) of elements which NHS Lothian 
consider greater than "standard" position is included in Section 5.5.  

 

6.15. FM and Life Cycle Costs 
Referring to the 9.0 and 10.0 FM and Life Cycle Costs, the following are the Faithful+Gould comments with 
the NHS Lothian responses noted in bold.                                                                                                                           

 

6.15.1. FM allowances: 
Based on a range of benchmark information, the FM allowance of £29/m2/yr sits within the expected range 
of benchmarks, albeit slightly below the £34/m2/yr midway point. 

1. FM cost advice provided to Thomson Gray by Davis Langdon.  
2. No indication on provided schedule as to what “General” service comprises although 10% of FM 

budget. - The term General Services is based on the DOH SLS terminology and is deemed to 
cover costs associated with general management costs. 

3. Arrangements for space cleaning and grounds maintenance? - The NPD contractor will be 
responsible for external façade cleaning, and lifecycle of external hard landscaping. “Soft” 
FM elements of the Hard Landscaping e.g. Litter picking, sweeping, general cleaning etc are 
retained by NHSL as this is deemed to demonstrate best value. 

4. What level of demarcation exists between authority and FM provider for the responsibilities for 
maintaining healthcare equipment – budget appears to wholly exclude this based upon our 
benchmark data. - All specialist healthcare equipment will be maintained by NHSL. 

5. Can we confirm the data excludes cost of utilities provision and simply allows for utilities 
management role? - Confirmed 

6. No indication as to basis of FM provider appointment. This needs to identify any risk transfer and 
associated commercial risk, which if applies what is the sensitivity of these commercial and technical 
performance parameters for impact upon adequacy of identified budget. Also needs to identify basis 
of maintaining cost adequacy over the 30 year term (benchmarking, RPI / etc) - NHSL will contract 
with the NPD contractor on the basis of the Project Agreement (PA). However our costs are 
on the basis that the FM provider shall have a separate Facilities Management Agreement 
(FMA), which is a direct step down of the PA with appropriate headroom (based on expected 
market positions) between the PA and FMA in terms of thresholds for Warning Notices, 
Termination etc. 

 
 

6.15.2. Life Cycle Costs 
Based on a range of benchmark information the Life Cycle Cost per square metre per annum of £27/m2, at 
3Q 2011 prices, sits within the acceptable range of benchmarks. 
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6.16. General Project Benchmarking 
Referring to the 11.0 General Project Benchmarking, TSC 4 included three of the following benchmarked 
projects summary for comparison:- 

NHS Fife - New Acute Hospital: £170m  - GIFA 51,444m2 - £3,506.35/m2  
NHS Forth Valley - New Acute Hospital: £293m - GIFA 95,115m2 - £2,880.70/m2 
New South Glasgow Hospital: £487m – 171,000m2  - £2,850 /m²  
 
NHS Lothian / Thomson Gray’s comparable figure for the proposed RHSC+DCN: £3,169 / m² (excluding 
NPD site works). 
Faithful+Gould has not received detailed back up for these to check construction costs build ups, Gross 
Internal Floor areas, fee percentages, base dates etc and can only make the following comment on the 
inflation calculations. 

Based on the dates presented and using the BCIS September 2011 five year forecast the inflationary 
increase is 4.98% for Forth Valley and 17.13% for NHS Fife. 

6.17. Executive Cost Summary and Conclusions 
The overall current total Capital Cost per square metre of £3,214 per m2 (including NPD site works) included 
in Technical Summary 4 for the purposes of the Outline Business Case is considered to be within the 
expected range for a project of this size and scope, based on the SoA Version 5. As stated, however, within 
our report there are elements which should be reviewed and challenged progressing to the next stage of the 
project including:- 
 

1. 10% Post Financial Close NPD design development fees 
2. Current design shape measured against the cost per square metre  
3. Specification measured against the cost per square metre 
4. Planning contingency Risk Register 
5. Inflation allowances 
6. Although the global figure cost per square metre is within the expected range individual elemental 

sections require further review where they appear to low eg the external walls element or high 
including FFE bathroom pods and the substructure element even allowing for the basement car park 

7. Further review of the net to gross floor ratio 
 
Based on a range of benchmark information the Life Cycle Cost per square metre per annum of £27/m2, at 
3Q 2011 prices, sits within the acceptable range of benchmarks. 
 
Based on a range of benchmark information, the FM allowance of £29/m2/yr sits within the expected range 
of benchmarks, albeit slightly below the £34/m2/yr midway point. 

Recommendation 20: 
 NHSL to review the following:- 

1. Post Financial Close NPD Co design development fees included at 10% by NHSL which are 
considered higher than other projects benchmarked. 

2. Review the Risk Register as the design develops and reduce accordingly as risks are mitigated and 
costs become more certain. 

3. Review design shape, specification and elemental cost plan against overall cost per square metre as 
the design develops during the next stage 

4. Gross to Net floor area – target communication and plant area reduction and measure against South 
Glasgow Hospital with regard to the energy centre.  
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7. Reference Design 
The aim of this section of the review is to assess value for money in the creation of the environment for 
patients and staff. 

7.1. Design Quality Statement 
The project was instigated before the incorporation into the procurement process of the guidance from 
Architecture and Design Scotland (A&DS) on ensuring design quality in healthcare buildings in Scotland. 
However the objectives of this process still apply to the project and it will be monitored by A&DS. A&DS 
recommend the preparation of a Design Statement. 

A&DS describes the function of the Design Statement as follows: 

The Design Statement is a means of setting out the Board’s objectives for an individual project in a series of 
agreed statements of intent and then defining benchmarks for how the physical result of the project will help 
deliver those objectives. The third part of the Design Statement is a plan of action for how the objectives and 
benchmarks (as can be found in our database Pulse) established for the project will inform key decisions 
throughout the project. At later stages the emerging design is then assessed against the requirements and 
standards in the Design Statement and related healthcare specific guidance primarily as part of the Board’s 
own self assessment, but also by the NDAP in order to provide advice to decision makers within the board, 
and the CIG, regarding the extent to which the project is on track to deliver on the standards established. 
http://www.ads.org.uk/healthierplaces/guidance/introduction-to-design-statements-2 
 

Comment 
At Meeting 3, it was agreed that it would be helpful to clarify the Board’s aspirations of the quality of design 
to be delivered, particularly in respect of those elements of evidence-based design that affect outcomes for 
patients and the environment for patients and staff.  

At the Workshop, NHS-L indicated their wish to involve patients, carers and staff in the definition of the 
objectives and standards of the design, and although a Design Statement in the manner of A&DS is not 
mandatory to this project, it would be a useful means of creating a consensus on the design outcomes for 
the project. 

 

7.2. AEDET 

7.2.1. Use of AEDET 
The Achieving Excellence Design Evaluation Toolkit (AEDET Evolution) is published by the Department of 
Health. It has strong external validation and is used throughout the NHS to assist health service bodies in 
design development and in particular in benchmarking the developing design. It is an evaluation and 
benchmarking tool rather than a briefing and planning tool such as the Design Statement process from 
A&DS.  

From the AEDET website:- 

The AEDET Evolution toolkit evaluates a design by posing a series of clear, non-technical statements, 
encompassing the key areas of impact, build quality and functionality.It is a benchmarking tool …. (and) The 
NHS has worked closely with the University of Sheffield, the Commission for Architecture in the Built 
Environment (CABE), the Construction Industry Council (CIC) to develop evaluation criteria which ensure 
that design takes place within a common industry-wide framework. 
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH 082089 
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7.2.2. RHSC/DCN AEDET 
NHS Lothian undertook an AEDET on 12th August 2011. Attendees at the workshop were 16 NHS staff 
(mixed clinical and management) and 2 patient representatives. There was no external facilitation. 

The results of the first AEDET are shown in the following table. Results of First AEDET on RHSC/DCN, 
12th August 2011 

 

7.2.3. Scored and Un-scored Elements 
A number of elements are unable to be scored at this stage because the design is insufficiently developed. 
In particular performance, engineering and construction cannot be scored at this stage. 

However, some of the elements which have not been scored are surprising, for example:-  
• Space – circulation distances, segregation of space could be commented on 
• Access – pedestrian routes are not commented on although these are well-developed 
• Staff and Patient environment – patient privacy and dignity, staff facilities all have some elements 

already present in the design but are not scored. 
• Urban and social integration – sensitivity to neighbours could be commented upon but is not scored. 

It may be that the reluctance to score elements results from the need to be more explicit in the design brief 
about objectives and expectations. 

7.2.4. AEDET findings 
There are a number of important comments from the AEDET group which echo a number of points raised at 
Meeting 3 and at the workshop. Note there are many positive scores.   

A.04  The building appropriately expresses the values of the NHS 
“Overall felt did express values of NHS, with the exception of CAMHS as felt should not be placed in an acute hospital as 
this was not social inclusion and it should be part of the community” 

A.05 The building is likely to influence future designs 
“DCN Acute area - not all single rooms, needs to be some bed bays for clinical safety reasons (medical staff &DCN 
patient reps)” 
 
B.03 Entrances are obvious and logically positioned in relation to likely points of arrival on site 
“The access to RHSC and DCN entrances need to be clearly defined.  There is a concern that the RHSC entrance will be 
used by DCN. Patient flow for both entrances need to be clearly defined”  
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C.03  Patients and staff have good access to outdoors 
“Important to have quiet space for parents away from children (use of Drop in Centre).  Outdoor areas must be controlled 
to ensure no smoking.  Need to ensure where there are courtyards that there is access to them.” 
 
C.05  The building is clearly understandable 
“Signposting to car parks needs to be clear. Signage to basement car park needs to be clear and access into the hospital 
for both patient groups.” 
 
H.05 The building is sufficiently adaptable to respond to change and to enable expansion 
 “Concerns re clinical expansion. RIE - there are underutilised areas which could possibly be used however concerns 
about appropriateness for this.  Potential for MRI expansion.  Highlighted potential for upward expansion.” 

H.07  The layout facilitates both security and supervision 
“Car parking - patient safety - basement car park needs controlled access.  Lighting externally around building and to car 
parks required.” 
 
I.01 There is good access from available public transport including any on-site roads 
“Concerns re bus routes.  Possible bottle neck at Car Park A.  Cul de sac at RIE a concern” 
 
I.02 There is adequate parking for visitors and staff cars with appropriate provision for disabled 
people 
“Experience from WGH not good in terms of parking, blocking of basement parking needs to be managed.  Will there be 
Mother/Child parking” 
 

 

Recommendation 19: 
Provide within the brief an indication of the Board’s aspirations towards the required quality of the 
design. This may be by a Design Statement similar to that recommended by Architecture and Design 
Scotland including an indication of “What success looks like” and detailing of the non-negotiables for 
patients, staff and relatives. AEDET can be used as a validated measure of achieving the stated 
objectives.  
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7.3. Development Control Plan 
 

7.3.1. Choice of Site 
The choice of site was assessed by option appraisal but the key drivers were the clinical requirement to co-
locate the adult and child emergency departments, and to relate DCN acute care to the emergency and 
receiving facilities in RIE, and to the existing adult critical care unit. There is an AEDET comment above on 
the appropriateness of CAHMS being located on the acute site. Clinical models for CAHMS vary as to the 
appropriate location for the service. Glasgow is intending to provide it on the acute of the new Glasgow 
RHSC. 

7.3.2. Scale of Development 
The aim would be for an appropriate balance of built form and green space. The design fills almost the entire 
site with either the built form or with roads and accesses. There is relatively little opportunity for development 
of green-space or expansion areas. We were informed that the building already has as many stories as will 
be acceptable to the urban planners. 

7.3.3. Physical expansion of the building 
There is little opportunity for external expansion in the future. There is a limited possibility on the edge of 
radiology (identified as potential future expansion of MRI) and outside DCN OPD; CAHMS could be 
relocated if the clinical model allowed for this thereby freeing up a corner of the building on the ground floor. 

7.3.4. Access, entrances and drop-off 
The AEDET comments reflect our concerns about the lack of clarity of entrances and the proposals to avoid 
mixing children and adult patients. This is being addressed in the current revision of the plan. 

The AEDET also reflects our concerns re proximity/convenience of bus stops and taxi rank to the entrances. 

AEDET comments also reflect our concerns with respect to drop-off & disabled parking areas which are 
required at both RHSC and DCN Main Entrances. We were advised that this would be provided in the 
basement car park but the drawing does not demonstrate this approach in terms of drop-off. 

The main entrance to the children’s hospital is currently shown alongside the ramp to the basement. This will 
require careful treatment to avoid creating a hazard. 

The emergency entrances demonstrate a good segregation of ambulance arrivals from paediatric ambulant 
and again from adult ambulant. There is a limited amount of parking at both ambulant entrances. Note that 
the onward parking is relatively remote. This emergency arrangement has been shown without resolution of 
the 1:200 planning of the department. It is notoriously difficult to make these arrangements work and so the 
site arrangement remains a risk area. 

7.3.5. Service access 
A separate ramped access for service traffic to a basement turning circle is shown. Considerable design 
development is required to meet all the requirements of turning arcs, turning circles and control of noise and 
exhaust fumes in a confined area close to in-patient wards. 
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7.3.6. Summary of DCP comments 
Unresolved design issues represent risk items (and thus potential cost) at this stage. The design requires to 
be developed sufficiently to engineer out as many risks as possible. There is also a risk that resolution of the 
civil engineering requirements may impact on clinical departments and clinical functionality. These risks 
should be resolved or at least clarified before acceptance of the reference design. 

Recommendation 17: 
To provide as much detail as possible on the site diagram including the definition of the following 
elements:- pedestrian access to both services; public transport routes made clear, detailed ramps 
and turning circles for the basement; vehicle traffic routes to be well-segregated from pedestrian 
walkways and entrances. 

 

7.4. Link between RHSC/DCN and RIE 
The importance of effective links between the new RHSC/DCN building and the existing RIE in order to fulfil 
clinical operational assumptions has been emphasised previously. At the workshop the potential uses of the 
link were discussed and identified as follows:- 

7.4.1. Ground Floor Link – on completion of RHSC/DCN 

Patients: 
Adult DCN admissions from RIE emergency department 
Adult DCN patients to RIE main radiology department 
Adult RIE patients to specialist MRI in DCN 
Bodies of children and DCN patients to the RIE mortuary 

Materials management 
 Pharmacy supplies from RIE pharmacy to RHSC/DCN 

Small numbers of pathology specimens not suitable for pneumatic tube transport 
(No general supplies, linen or food to be transferred between buildings – completely separate 
materials management infrastructure.) 

Staff 
 Specialist staff reviewing patients in either building e.g. neurologist assessing patient  
 in medical in-patient ward of RIE; cardiologist visiting patient in DCN wards 
 Staff to/from main staff dining within RIE? 
 
 

7.4.2. First Floor Links 

For Patients 
DCN to ITU/HDU 
Neonates to RHSC from Simpson 
Flex management of theatres 

 
 

7.4.3. Future Links 

Potential future uses  
 Future flexibility in use of the building, changing requirements of specialties 
 Expansion of either DCN or children’s services by displacement of services into RIE 
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7.4.4. Importance of Detailed Specification 
These links were not demonstrated on the current drawings, nor were the “arrival” points for the connections 
within the existing building demonstrated. We were advised that on the ground floor the general corridor 
circulation of the new building will connect to a general staff and patient communication street within RIE. By 
this means patients and staff can reach the required departments without passing through another clinical 
department. We were advised that this connection would allow access to a vertical circulation core within the 
RIE which would then connect to mortuary, pharmacy, laboratories and so on. 

On the first floor we were advised that the entry point would be to a corridor between theatres and critical 
care which would be a staff-only area but would not traverse a clinical department. If so, this would be 
appropriate for the proposed use in transferring high dependency patients on bed or in an incubator. It would 
not be appropriate for any other use. 

In our view it is absolutely critical to understand all the current and future requirements of this link and to 
detail its design requirements in terms of functionality (width, finishes etc.) design for privacy and dignity, for 
control of infection and for segregation of flows. 

 

7.4.5. Basement Link and Other Levels 
 

Basement 
The advantages of a basement link were reviewed but we are advised that this is technically very difficult to 
achieve, has a high capital cost, and raises issues with regard to the current contractual arrangements on 
the existing site. There would also be disruption to clinical services. 

There would be an advantage in having this link to enable NHS-L to have a single delivery yard at the 
existing RIE and to manage a single supplies delivery and collection service through both existing and new 
buildings. (NHS currently uses portering services to deliver goods (except linen) within RIE.) 

There is an additional capital cost in providing the second service yard for the new building and in the 
infrastructure to support it and potentially additional life-cycle costs of NHS-L managing two 
delivery/collection yards on the same site over time.  

The life-cycle costs of NHS-L managing two delivery/collection yards on the same site over time therefore 
require to be identified. The lack of an internal FM services link means that any future integration of soft FM 
services on the site will be disadvantaged by the requirement to operate from two separate buildings with 
FM-type journeys taking place externally by van or wheeled transport trolleys. 

Other levels 
Connections at levels above first floor were examined but these are technically very difficult as the RIE has 
only plant rooms at higher levels and no hospital circulation routes to link into. 

 

Recommendation 1: As previously noted 
A detailed specification of the requirements of the linking buildings between the new build and the 
existing RIE should be prepared, outlining the number and types of patient and staff journeys that will 
take place, both on first opening the building and as can be foreseen in the future. The termination 
points of the corridors in RIE and the routes to lifts and stairs should be identified and the design 
should avoid routes transiting clinical areas which are not served by the link or which are sensitive 
patient management areas. Other physical links such as pneumatic tube and IT links should also be 
carefully specified. 
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7.5. Environment for Patients and Staff  
 

There is no design strategy yet for elements such as the orientation of patient bedrooms for sunlight and 
connection to the natural environment. There has been minimal consideration as to the introduction of green-
space, or usable courtyards or for offices to have daylight and so on. Evidence-based design features were 
discussed with the design team and it is recommended that these form part of the developing design brief 
prepared by NHS Lothian.  

The north element of the building is still under significant development. It will require to provide a suitable 
environment for the family hotel, for staff offices and for the main out-patient departments and so is also of 
key importance. 

As discussed under AEDET, these elements require to be significantly strengthened in the brief for the NPD 
design teams or considerably further developed in the reference design. 

Recommendation 19: As previously noted 
Provide within the brief an indication of the Board’s aspirations towards the required quality of the 
design. This may be by a Design Statement similar to that recommended by Architecture and Design 
Scotland including an indication of “What success looks like” and detailing of the non-negotiables for 
patients, staff and relatives. 
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7.6. 1:500 Block Planning 
 

We were advised that the 1:500 departmental relationships drawings that we were supplied with are in the 
process of being updated. 

 

7.6.1. Design of Hospital Circulation 

7.6.1.1. Approach to the Hospital Diagram 
This is relatively under-developed and we were not able to demonstrate a fully cohesive approach to 
segregation of flows between visitors/general traffic and patients in beds or trolleys/staff. This requirement is 
complicated within this building by the wish to keep adult DCN traffic relatively separate from children’s 
traffic. 

7.6.1.2. Patient Journeys 
Routes from the entrances are currently being developed and cannot be finally reviewed. Separate vertical 
cores are proposed for RHSC visitors and out-patients and for DCN visitors. These are complemented by a 
“hot” core which is primarily designed to take patients from the emergency department to in-patient wards, 
ITU/HSU and operating theatres. 

This circulation diagram appears to work fairly well on Level G and on 3, the latter being RHSC departments 
only. 

On level 1, there may be a crossover between child patients being transferred from theatres to critical care 
and visitors attending DCN in-patients. On level 2 there is a crossover for RHSC patients going to 
Neurophysiology with DCN patients being transferred from ITU in RIE which is probably of no significance, 
giving the numbers of patients involved and timing of journeys, but acceptance of the cross-over should be 
noted. Certain routes seem circuitous and may result in patients opting to use the “wrong” core  – e.g. route 
for DCN patients from front door to DCN therapies. 

7.6.1.3. Staff routes 
These are not clearly identified. It would be useful to detail staff journeys from either the parking areas or 
public transport drop-off points to the staff changing areas and on to the various departments. Careful 
planning is necessary to avoid staff using unfortunate desire lines through clinical departments. It is assumed 
that the route for staff to the main hospital will be externally across the bus route to the existing RIE 
entrance, or to the Chancellor’s building or the research building. 

7.6.1.4. FM circulation 
A linking corridor is shown at basement level in the new building and we understand that the intention is to 
service each zone of the building through the vertical cores. This should be a successful means of efficiently 
delivering food and supplies and collecting waste. However we note that the DCN core is not shown as 
connecting to this corridor system at basement level. 

7.6.1.5. Comment 
We are aware that the proposals are currently being developed and that lift positions may change and affect 
the diagram, and that the above comments may no longer apply.  However the circulation diagram is 
absolutely critical to the safe and efficient operation of the hospital. It affects clinical risk, staff efficiency and 
patient privacy and dignity. It should be carefully reviewed after each change to the 1:500 plan. 
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7.6.2. Departmental Adjacencies 

7.6.2.1. Departmental Relationship Matrix 
The current departmental relationships appear to meet most of the adjacencies described in the Matrix. As a 
good number of departments are currently being re-located, and as some of the smaller departments are not 
identified on the 1:500 plan, a detailed assessment of how the plans meet the Matrix has not been carried 
out.  

Normally one would assess the percentage of requirements being met, but the situation is currently too fluid 
to make this meaningful.  This is useful piece of information to have if bidders propose an alternative design 
and can demonstrate where the reference design out-performs the alternative or vice-versa. 

7.6.2.2. Ward planning 
Ward planning is still under discussion. As noted above the assumptions regarding bed modelling, efficiency 
in support provisions and the staffing model all depend on having flexibility in the management of beds. This 
implies that the beds should be designed as a “run” of beds rather than small discrete wards which are more 
expensive to staff and which do not offer flexibility to match peaks and troughs in demand for particular 
specialties. 

 

Recommendation 16: 
1. Provide clinical planning diagrams now to determine the communication and circulation strategy 
for the building. 

2. Resolve the circulation strategy within the Reference Design in addition to achieving the required 
department adjacencies.  

3. Match the adjacency matrix to the developed plan prior to issue of tender documents.  

 

 

7.7. Departmental Planning 
No 1:200 drawings were available for review but there would appear to be some significant problems to be 
resolved as the design matures. A few examples: 

• Ward shapes and spans look difficult to plan with a mix of single and 4-bed rooms 
• Radiology is very deep plan 
• DCN outpatients is very deep plan 
• Theatres split by DCN core and corridor 

 
Recommendation 18: 
The departmental planning at 1:200 scale to be well-resolved prior to issue within tender 
documentation 

 

7.8. Building Services and Progress to BREEAM 
The approach to building services design and progress towards a high BREEAM score was not assessed as 
it anticipated this will form part of the technical monitoring of the project by both the Scottish Government 
and HFS. 
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Appendix A.  RHSC/DCN Departmental 
Circulation v SHPN/HBN 
Guidance 
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plannin
g sub-total

engine
ering

Departme
nt

Ref. Department Net Area % Area Total Area @5% @ 3% Total
RHSC SPECIFIC DEPARTMENTS sq.m. sq.m. sq.m. sq.m. %
A
A1 Emergency Department 803.1 45 361.4 1,164.5 SHPN22 (2007) 40.2 843.3 25.3 33% 286.6 1,155.2 9.3 0.8%
A2 Paediatric Acute Receiving Unit - 34 Beds 867.0 38 329.5 1,196.5 HBN 23 (2005) SHPN04 (2010) 43.4 910.4 27.3 35% 328.2 1,265.8 -69.4 -5.5%
A3 PARU / Emergency  / Radiology  Shared Support 144.0 38 54.7 198.7 - HBN00-03 (2010) 7.2 151.2 4.5 25% 38.9 194.7 4.1 2.1%
A4 Adult Link 50.0 45 22.5 72.5 SHPN22 (2007) 2.5 52.5 1.6 33% 17.8 71.9 0.6 0.8%

Sub-total 1,864.1 768.1 2,632.2
B
B1 PICU and HDU's - 24 Beds 1,166.0 40 466.4 1,632.4 SHPN27 (2000) excl paeds 58.3 1,224.3 36.7 30% 378.3 1,639.3 -6.9 -0.4%

Sub-total 1,166.0 466.4 1,632.4 HBN57 (2003) not endorsed

C
C1.1 Medical Inpatients - 23 Beds 685.5 38 260.5 946.0 HBN 23 (2005) SHPN04 (2010) 34.3 719.8 21.6 35% 259.5 1,000.8 -54.9 -5.5%
C1.2 Surgical Inpatients - 17 Beds 515.5 38 195.9 711.4 HBN 23 (2005) SHPN04 (2010) 25.8 541.3 16.2 35% 195.1 752.6 -41.3 -5.5%
C1.3 Neuroscience Inpatients - 12 Beds 499.2 38 189.7 688.9 HBN 23 (2005) SHPN04 (2010) 25.0 524.2 15.7 35% 189.0 728.8 -39.9 -5.5%
C1.4 Haematology / Oncology 678.4 38 257.8 936.2 HBN 23 (2005)/SHPN54 (2002) SHPN04 (2010) 33.9 712.3 21.4 35% 256.8 990.5 -54.3 -5.5%
C1.5 Med etc Shared Support 52.0 38 19.8 71.8 HBN 23 (2005) SHPN04 (2010) 2.6 54.6 1.6 35% 19.7 75.9 -4.2 -5.5%
C1.6 Adolescent Shared Accommodation 36.0 38 13.7 49.7 HBN 23 (2005) SHPN04 (2010) 1.8 37.8 1.1 35% 13.6 52.6 -2.9 -5.5%
C2 Wards Support Areas 99.0 38 37.6 136.6 - HBN00-03 (2010) 5.0 104.0 3.1 25% 26.8 133.8 2.8 2.1%
C3 Special Feeds Unit 46.0 38 17.5 63.5 HBN 23 (2005) SHPN04 (2010) 2.3 48.3 1.4 35% 17.4 67.2 -3.7 -5.5%
C4 Sleep Lab 86.0 38 32.7 118.7 - - 4.3 90.3 2.7 35% 32.6 125.6 -6.9 -5.5%
C5 Classrooms 84.5 35 29.6 114.1 HBN 23 (2005) SHPN04 (2010) 4.2 88.7 2.7 35% 32.0 123.4 -9.3 -7.5%

Sub-total 2,782.1 1,054.7 3,836.8  
D
D1 RHSC Main Outpatients Department 875.0 35 306.3 1,181.3 HBN 23 (2005) HBN 12 (2005) 43.8 918.8 27.6 35% 331.2 1,277.5 -96.3 -7.5%
D2 Cardiology & Respiratory 162.5 35 56.9 219.4 HBN 23 (2005) HBN 12 (2005) 8.1 170.6 5.1 35% 61.5 237.3 -17.9 -7.5%
D3 Orthoptics 103.5 35 36.2 139.7 HBN 23 (2005) HBN 12 (2005) 5.2 108.7 3.3 35% 39.2 151.1 -11.4 -7.5%
D4 Audiology 180.9 35 63.3 244.2 HBN 23 (2005) HBN 12 (2005) 9.0 189.9 5.7 35% 68.5 264.1 -19.9 -7.5%
D5 Paediatric Dentistry 138.5 35 48.5 187.0 SHPN36 (2006) 6.9 145.4 4.4 33% 49.4 199.2 -12.2 -6.1%
D6 RHSC Therapies 781.8 35 273.6 1,055.4 HBN 23 (2005) SHPN08 (2009) 39.1 820.8 24.6 25% 211.4 1,056.8 -1.5 -0.1%
D7 Plastics Dressings Clinic 55.0 35 19.3 74.3 HBN 23 (2005) HBN 12 (2005) 2.8 57.8 1.7 35% 20.8 80.3 -6.1 -7.5%
D8 Social Work 54.1 30 16.2 70.3  HBN 23 (2005) HBN 12 (2005) 2.7 56.8 1.7 25% 14.6 73.1 -2.8 -3.8%
D9 Medical Day Care Unit - 5 Beds 287.4 38 109.2 396.6  HBN 23 (2005) SHPN52-3 (2001) 14.4 301.8 9.1 35% 108.8 419.6 -23.0 -5.5%
D10 Ambulatory Care Shared Support 76.0 38 28.9 104.9 HBN 23 (2005) HBN 12 (2005) 3.8 79.8 2.4 35% 28.8 111.0 -6.1 -5.5%

Sub-total 2,714.7 958.3 3,673.0

difference NHS v 
guidance

Critical Care / HDU / Neonatal Surgery

RHSC In Patient Pathway / Ward Care

Front Door - A&E / Assessment Ward

 RHSC Ambulatory Care

HFS Ref Guide 
8.0 Alternate sq.m. % sq.m.

Royal Hospital for Sick Children & DCN Edinburgh - Reprovision
 Departmental Schedule Summary Version 5

Circ Plan & Eng departmental 
circulationReference

DCAG methodology 
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plannin
g sub-total

engine
ering

Departme
nt

Ref. Department Net Area % Area Total Area @5% @ 3% Total
RHSC SPECIFIC DEPARTMENTS sq.m. sq.m. sq.m. sq.m. %
A
E
E1 Acute Surgical Admissions Area - 12 Beds 374.5 38 142.3 516.8 HBN 23 (2005) SHPN04 (2010) 18.7 393.2 11.8 35% 141.8 546.8 -30.0 -5.5%

Sub-total 374.5 142.3 516.8
F
F1 CAMHS - 12 Beds 1,009.0 35 353.2 1,362.2 - say as in-patient 50.5 1,059.5 31.8 35% 381.9 1,473.2 -111.0 -7.5%

Sub-total 1,009.0 353.2 1,362.2
G
G2 Equipment Library 60.0 30 18.0 78.0 - basic circn 3.0 63.0 1.9 25% 16.2 81.1 -3.1 -3.8%
G3 On-Call Suite 43.5 28 12.2 55.7 - basic circn 2.2 45.7 1.4 25% 11.8 58.8 -3.1 -5.3%

Sub-total 103.5 30.2 133.7
H Academic
H1 Child Life & Health 473.5 30 142.1 615.6 basic circn 23.7 497.2 14.9 25% 128.0 640.1 -24.6 -3.8%
H2 Clinical Research Facility 242.5 30 72.8 315.3 basic circn 12.1 254.6 7.6 25% 65.6 327.8 -12.6 -3.8%
H3 Clinical Education Suite 248.5 30 74.6 323.1 basic circn 12.4 260.9 7.8 25% 67.2 335.9 -12.9 -3.8%

Sub-total 964.5 289.4 1,253.9
I
I1 Main Entrance - Public Spaces 202.0 28 56.6 258.6 HBN 23 (2005) SHPN 51 (1993) 10.1 212.1 6.4 40% 87.4 305.8 -47.3 -15.5%
I2 Bed & Toy Stores 115.0 28 32.2 147.2 5.8 120.8 3.6 25% 31.1 155.5 -8.3 -5.3%

Sub-total 317.0 88.8 405.8
J Patient / Family Support
J1 Bereavement Suite 45.5 30 13.7 59.2 HBN 23 (2005) 2.3 47.8 1.4 28% 13.5 62.7 -3.6 -5.7%
J2 Spiritual & Pastoral Care 73.0 30 21.9 94.9 HBN 23 (2005) 3.7 76.7 2.3 28% 21.7 100.7 -5.8 -5.7%

Sub-total 118.5 35.6 154.1
K Family Facilities
K1 Family Support 334.0 28 93.5 427.5 HBN 23 (2005) 16.7 350.7 10.5 28% 99.3 460.6 -33.0 -7.2%
K2 Family Hotel - Ronald McDonald 956.0 30 286.8 1,242.8 HBN 23 (2005) 47.8 1,003.8 30.1 28% 284.3 1,318.2 -75.4 -5.7%
K3 Family Hotel - CLIC Sargent 385.5 30 115.7 501.2 HBN 23 (2005) 19.3 404.8 12.1 28% 114.7 531.6 -30.4 -5.7%

Sub-total 1,675.5 496.0 2,171.5

Clinical Support

Facilities / Infrastructure Support Services

difference NHS v 
guidance

Front Door - A&E / Assessment Ward

Child and Adolescent Mental Health

Theatre Floor Ward

HFS Ref Guide 
8.0 Alternate sq.m. % sq.m.

Royal Hospital for Sick Children & DCN Edinburgh - Reprovision
 Departmental Schedule Summary Version 5

Circ Plan & Eng departmental 
circulationReference

DCAG methodology 
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L
L1 DCN Acute Care - 24 Beds 1,000.5 38 380.2 1,380.7 SHPN04 (2000) SHPN04 (2010) 50.0 1,050.5 31.5 25% 270.5 1,352.6 28.1 2.1%
L2 DCN Inpatients - 43 Beds 1,399.5 38 531.8 1,931.3 SHPN04 (2000) SHPN04 (2010) 70.0 1,469.5 44.1 25% 378.4 1,891.9 39.4 2.1%

Sub-total 2,400.0 912.0 3,312.0
M DCN Out Patient Departments 
M1 DCN Outpatients 586.5 35 205.3 791.8 HBN 12 (2005) 29.3 615.8 18.5 33% 209.3 843.6 -51.8 -6.1%
M2 DCN Therapies 363.1 35 127.1 490.2 SHPN08 (2009) 18.2 381.3 11.4 23% 90.3 483.0 7.2 1.5%
M3 Programmed Investigations Unit 78.0 35 27.3 105.3 SHPN52-3 (2001) 3.9 81.9 2.5 28% 23.2 107.6 -2.3 -2.1%

Sub-total 1,027.6 359.7 1,387.3
N DCN Support Space
N1 DCN Entrance 23.5 28 6.6 30.1 - as children? 1.2 24.7 0.7 40% 10.2 35.6 -5.5 -15.5%

Sub-total 23.5 6.6 30.1
O Combined Neurophysiology
O1 Neurophysiology 302.6 35 105.9 408.5 as OPD? 15.1 317.7 9.5 33% 108.0 435.3 -26.7 -6.1%

Sub-total 302.6 105.9 408.5
P Combined Theatres
P1 Operating Theatres & RHSC Day surg 2,810.6 38 1,068.0 3,878.6 SHPN52-1 (2001) 140.5 2,951.1 88.5 25% 759.9 3,799.6 79.0 2.1%
Q Combined Radiology
Q1 Radiology 1,724.9 38 655.5 2,380.4 SHPN06 (2004) 86.2 1,811.1 54.3 27% 503.7 2,369.2 11.2 0.5%

Sub-total 1,724.9  655.5 2,380.4
R Office / Admin Support Services
R1 Clinical / Management Suite 1,785.5 30 535.7 2,321.2 basic circn 89.3 1,874.8 56.2 25% 482.8 2,413.8 -92.6 -3.8%
R2 Health Records 483.8 28 135.5 619.3 basic circn 24.2 508.0 15.2 25% 130.8 654.0 -34.8 -5.3%

Sub-total 2,269.3 671.1 2,940.4
S
S1 Kitchen 295.5 28 82.7 378.2 no info 14.8 310.3 9.3 25% 79.9 399.5 -21.2 -5.3%
S2 e-Health infrastructure 40.0 28 11.2 51.2 no info 2.0 42.0 1.3 25% 10.8 54.1 -2.9 -5.3%
S3 Domestic Services 114.7 28 32.1 146.8 no info 5.7 120.4 3.6 25% 31.0 155.1 -8.2 -5.3%
S4 Materials Management 130.0 28 36.4 166.4 no info 6.5 136.5 4.1 25% 35.1 175.7 -9.3 -5.3%
S5 Central Staff Changing 352.0 28 98.6 450.6 no info 17.6 369.6 11.1 25% 95.2 475.9 -25.3 -5.3%
S6 Estates 188.0 25 47.0 235.0 no info 9.4 197.4 5.9 25% 50.8 254.2 -19.2 -7.5%

Sub-total 1,120.2 308.0 1,428.2
T Combined Plant  
T1 Node Rooms / UPS 168.0 33 55.4 223.4  no info 8.4 176.4 5.3 25% 45.4 227.1 -3.7 -1.6%

Sub-total 168.0 55.4 223.4  

Total Internal Floor Area 24,936.1 8,824.9 33,761.0 34,774.6 -1,013.6 -2.9%
Not specified - area for energy centre e timate 450.0       
specific additional area for O-zone 450.0       

Plant & Communications 36.7 12,840.3 main corridor communication - 10%-15% 7% 5,911.7    
enclosed plant rooms and service risers 7% 5,911.7    

OVERALL FLOOR AREA 46,601.3 gross internal floor area 47,498.0 -896.7 -1.9%

DCN In Patient Pathway / Ward Care

Combined Facilities / Infrastructure Support Services

     

    
 

       t  
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1.1. Background 
This paper has been written to provide an overview of the Key Stage Review (KSR) process. 
Its aim is to explain the process to Project Sponsor/Senior Responsible Officers involved in 
revenue funded projects. 

It is a condition of Scottish Government (SG) funding support that all projects in the revenue 
funded programme are, in addition to any existing project approvals processes, externally 
validated by SFT.  SFT undertakes validation by carrying out Key Stage Reviews (KSRs) of 
projects at key stages of the procurement.  The KSR process is designed to support the 
successful delivery of revenue funded projects whether delivered through the non-profit 
distributing (NPD) model or the hub initiative as Design Build Finance and Maintain (DBFM) 
projects by providing an assessment of the readiness and application of best practice 
(including SFT Value for Money (VfM) guidance) of projects before they move onto the next 
stage in the procurement process.  

1.2. Purpose and Timing 
Before a revenue funded project can enter procurement or be submitted to hubCo, an 
outline business case (or sector-specific equivalent such as Initial Agreement from SGHD / 
CIG)) must be approved by the Project Sponsor, and, ultimately, by the Scottish Ministers as 
funders of the programme.  SFT’s role is to carry out a high level review of the outline 
business case. In relation to centrally funded health projects SFT may conduct a detailed 
review of the proposed design and specification and provide comment to the Scottish 
Ministers or Project Sponsor in order to inform their own approval processes. SFT’s role in 
that regard is part of its general project support function and does not form part of the KSR.  
The KSR process starts after the outline business case (or sector-specific equivalent) has 
been approved. The process is a tool for assessing a project’s readiness to commence and 
proceed through the various stages of procurement. It is also used to periodically verify 
compliance with or satisfaction of the conditions of SG revenue funding support, as 
contained in the outline business case approval or funding award letter. 

The KSR process usually involves three standard reviews at the following stages: 
1. Pre-issue of OJEU notice or Pre-submission of a New Project Request for hub DBFM 

projects; 
2. Pre-Close of Dialogue (or Pre-Stage 1 Submission Approval); and 
3. Pre-Financial Close (or Pre-Stage 2 Submission Approval). 

 
In some cases, where it becomes apparent that projects are not developed enough to 
receive a full sign off following a standard KSR, additional follow-up reviews may need to  be 
carried out in advance of  
- Pre-issue of Invitation to Participate in Dialogue; and/or 
- Pre -Preferred Bidder Appointment. 
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Each review is an assessment of whether the project is suitably developed in terms of: 
- Project readiness 
- Affordability 
- Value for Money 
- Commercial robustness  

1.3. Process 
The reviews will be carried out at no cost to the Procuring Authority by the member of the 
Scottish Futures Trust team who normally provides support to the project (Reviewer).  The 
process involves the assessment of the readiness of projects against a pro-forma list of 
questions at each key stage of the procurement.  In the run up to each review point, the 
Reviewer will consider the status of the project against the relevant pro-forma list on the 
basis of information obtained in his/her day to day dealings with the project and will seek, 
where required, contributions from the project team to allow completion of the list and 
prepare a written draft report with comments and recommendations.  No formal 
submission, as such, will be required from the Procuring Authority, but the project team will 
be required to provide the Reviewer with information to allow him/her to complete the list 
and compile his/her report. The Reviewer may also ask the project manager to specifically 
confirm certain points or that there are no outstanding issues that would impede the 
progress of the project to the next stage of the procurement process. 

The Reviewer will also prepare a short report and make recommendations as to whether in 
his or her view the project is ready to proceed to the next stage of procurement and what 
actions may be required to achieve the appropriate state of readiness either to proceed to 
the next stage or in advance of the next review.  Once completed by the Reviewer, the list 
and draft report will be scrutinised by a member of SFT’s senior management team before 
being issued to the relevant Project Sponsor / SG and copied to the Procuring Authority.  
The relevant Project Sponsor and/or SG will, as part of its overall sign-off, determine 
whether and on what basis the project should proceed to the next stage taking into 
consideration any recommendations made in the KSR report.   

The precise timeframe for completing the review and submission of SFT’s report will be pre-
agreed with the Project Sponsor and/or SG to integrate with other project approvals 
processes.   

Projects that are also subject to Gateway Reviews will in future follow a single Integrated 
Project Assurance Model (IPAM) process. This process is currently under development. In 
respect of projects forming part of the Revenue Funded programme, IPAM reviews will be 
led by SFT and the Reviewer will liaise with the Gateway Review Team as appropriate.  
Under IPAM the KSR element of the review will follow the format outlined above with the 
exception of the final report for each stage forming part of a single overall assurance 
response and set of recommendations.  The approach is currently being piloted on a 
transport project and in the meantime both processes will apply. 
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1.4. Impact on project teams 
SFT staff members supporting individual projects will at the start of each project jointly 
review the list and explain to project teams what information the Reviewer requires to see 
in order to recommend projects for approval.  The overall role of the Reviewer is to ensure 
that best practice and relevant guidance are applied and to advise projects in this regard 
throughout the procurement process.  Once all relevant information has been made 
available the Reviewer will complete the list and outline any areas where further action may 
still be required. Once the Reviewer’s report has been scrutinised by a member of the SFT’s 
senior management team, it will then be submitted to the Project Sponsor and/or SG and 
copied to the Procuring Authority.  The Procuring Authority will also be asked to confirm 
that they are not aware of additional information that would materially change the report 
or recommendations made therein. 

1.5. KSR Sign-Off 
The relevant Project Sponsor and/or SG will receive a completed KSR report at agreed stages 
aligned with their normal sign-off processes.  The Project Sponsor / SG will need to consider 
the report and decide what, if any, action is required before the project can proceed to the 
next stage.  Procuring Authorities are required to seek formal approval from the relevant 
Project Sponsor and/or SG following each KSR before proceeding to the next stage. 

1.6. Further Information 
Project teams and Project Sponsors should direct any queries about KSR process and 
requests for copies of the KSR lists to their SFT contact or contact the SFT’s validation team 
on . 
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From: Donna Stevenson
To: Baxter M (Mike) (Health)
Subject: RHSC /DCN Project SFT Design Review : A&DS
Date: 28 December 2011 09:19:19
Attachments: NPD Project Review Report RHSC DCN 20111222.docx

NPD RHSC DCN Project Report 5 0 Final_ SFT_RHSCDCN issued 20111215.docx

Mike

In August Colin, Viv and I met with Bettina and Heather of A&DS and Peter Henderson of HFS to discuss the
relationship between the SFT design review and the input of A&DS and HFS to the project review. At the
meeting we agreed that we would send A&DS and HFS the independent design review report once it was
completed and they will consider the gaps which still need to be covered. At the time we sent on the remit of the
review to Heather.

In view of the time which has elapsed since then (as the costing information became available) I do not know
whether matters have developed. Perhaps when you are back after the festive season you could let me know
whether you wish me to send on the report or whether you wish to do so in the context of any other discussions
which may have taken place.
Regards

Donna

Associate Director
Scottish Futures Trust

Mobile 
Direct 
Email 
Videoconference facilities available
Address 11-15 Thistle Street, Edinburgh, EH2 1DF.  Main   Fax 
www.scottishfuturestrust.org.uk -----Original Message-----
From: Donna Stevenson
Sent: 22 December 2011 15:53
To: 'Sansbury, Jackie'
Cc: Currie, Brian; Andrew Bruce; Mike.Baxter ; Cosens, Sorrel; Graham, Iain; Goldsmith,
Susan; McBain, Eileen; Peter Reekie; Colin Proctor
Subject: RE: RHSC /DCN Project SFT Design Review

Jackie

Further to earlier correspondence I am pleased to enclose our report on the Project Review together with a final
version of the  report from Atkins.

I would be happy to clarify any issue and I look forward to receiving your response in due course.

Regards

Donna

Associate Director
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Scottish Futures Trust

Mobile 
Direct 
Email 
Videoconference facilities available
Address 11-15 Thistle Street, Edinburgh, EH2 1DF.  Main   Fax 
www.scottishfuturestrust.org.uk -----Original Message-----
From: Sansbury, Jackie 
Sent: 29 November 2011 18:40
To: Donna Stevenson
Cc: Currie, Brian; Andrew Bruce; Mike.Baxter ; Cosens, Sorrel; Graham, Iain; Goldsmith,
Susan; McBain, Eileen
Subject: RE: RHSC /DCN Project SFT Design Review

Thanks very much for the update.
Regards
JACKIE

-----Original Message-----
From: Donna Stevenson 
Sent: 29 November 2011 14:59
To: Sansbury, Jackie
Cc: Currie, Brian; Andrew Bruce; Mike.Baxter ; Cosens, Sorrel; Graham, Iain; Goldsmith,
Susan
Subject: RE: RHSC /DCN Project SFT Design Review

Jackie

As I mentioned to Brian when I spoke with him earlier today, Gordon Wilkinson of Faithful & Gould has now
had the opportunity to consider the final clarifications on Technical Cost 4 which Brian provided to us. I will
shortly be able to let you have SFT's report following the Design Review to which we will attach a copy of
Atkins' final report.

You have already seen an earlier draft of Atkins' report which contains a number of recommendations. The final
report will also contain some recommendations as to costs, for example we remain of the view that the design
fees element is higher than has been seen in similar projects.

I appreciate that you are finalising your draft OBC and using TCS4 as the basis of  it. I therefore wanted to let
you know that we will be able to agree that overall NHSL's capital cost of the works to be included within the
NPD contract of £154.9m is reasonable  at the OBC stage.

The capitally funded cost (such as the enabling works) have not been reviewed by Atkins and I understand that
Peter commented on the level of optimism bias at the Project meeting last week.

Regards

Donna

Associate Director
Scottish Futures Trust

Mobile 
Direct 
Email 
Videoconference facilities available
Address 11-15 Thistle Street, Edinburgh, EH2 1DF.  Main   Fax 
www.scottishfuturestrust.org.uk -----Original Message-----
From: Donna Stevenson
Sent: 20 October 2011 10:22
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To: Sansbury, Jackie
Cc: Currie, Brian; Walker, Aileen E; Andrew Bruce; gordon.wilkinson
Mike.Baxter ; Cosens, Sorrel; Graham, Iain
Subject: RE: RHSC /DCN Project SFT Design Review

Dear Jackie

As I reported to the Project Board, we have raised number of issues on Technical Cost 4, which was provided
towards the end of last week in the context of the cost benchmarking element of the  Design Review which SFT
has been undertaking. I have arranged to meet with Brian next Tuesday, along with advisers with a view to
bringing the cost benchmarking exercise to a conclusion as soon as possible.

Thereafter, SFT will provide a report to NHS Lothian to set out the conclusions and recommendations of the
review as a whole. We will attach to that report the report to be provided to SFT,  which we receive form
Atkins, who as you are aware are our technical advisers for the purposes of the review.

I appreciate that work is proceeding apace in preparation  of the Outline Business Case and I thought that it
would be helpful  to share with you a draft of the Atkins' report to SFT as it currently stands, for information.
This is enclosed.

As you will appreciate the draft  report reflects the information which was provided at the time that the review
and workshop was undertaken and I appreciated that you have been working on  a number of issues which were
highlighted in the issues list issued after the workshop. The draft  will be updated to reflect the conclusions of
the cost benchmarking exercise. The  draft report draws out areas where good practice has been followed as
well as providing recommendations designed to improve values for money and to derisk the specification and
reference design as the OBC is finalised and the tender documentation developed.

As previously discussed, the report reflects those issues which were discussed at the Design Review Workshop
and in the note which I circulated shortly at it , as set out below.

I hope that this is helpful and I would be happy to discuss the draft report with you.

Regards

Donna
________________________________________
From: Donna Stevenson
Sent: 25 August 2011 15:50
To: Cosens, Sorrel
Cc: Currie, Brian; Walker, Aileen E; Andrew Bruce; Sansbury, Jackie
Subject: RE: RHSC + DCN | SFT Design Review  Workshop

Sorrel

Further to the Workshop, as we said we will be working with Aileen on the report which will set out the issues
which were covered and the conclusions and recommendations reached as soon as possible.

Meanwhile, I thought it might be helpful if I let you have a note of some of the key  actions points which we
agreed  as a number related to further information to be provided or to  work streams upon which the Project
team is already pursuing.

1.      Theatre Activity: further information to be provided by Capita.
2.      Outpatients activity and space provision: separate discussion to take place between Aileen Walker, Fiona
Halcrow and Graham Cumming,
3.      Therapies: more information to be provided: to be taken along with Outpatients' action.
4.      Provision of independent energy centre and fm servicing yard to the RHSC/DCN : report to be prepared
by NHSL for the Project Board on the qualative analysis underpinning this  agreed way forward.
5.      Kitchen provision: option appraisal to be carried out by NHSL.
6.      Non patient catering: NHSL to consider the options and identified a preferred route for provision.
7.      Single rooms : percentage of beds within children's hospital  to be considered.
8.      Single rooms (and relative en suites and circulation space)  : NHSL to develop 1:50 scale drawings with
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ergonomic spaces included (hoist turning circle etc.)  to consider how the single       rooms will operate
clinically and within the context of a ward configuration.
9.      Support space in the context of the sizes of wards now developed: NHSL to consider potential to reduce
support areas in the light of flexible  ward configurations.
10.     Circulation flows: NHSL clinical requirements to be determined and proposals  to be illustrated on
Reference Design
11.     Departmental Relationship:   matrix to be checked against reference  design.
12.     Benchmarking of Costs (including benchmarking of communication and plant area) : to be carried out
separately.
13.     NHSL are intending to prepare Design Quality Statement  including requirement for evidence-based
design for inclusion in bid documents.
14.     Functional requirements of links to RIE to be detailed.

Regards

Donna

Donna Stevenson
Associate Director
Scottish Futures Trust

Mobile 
Direct 
Email 
Videoconference facilities available
Address 11-15 Thistle Street, Edinburgh, EH2 1DF.  Main   Fax 
www.scottishfuturestrust.org.uk -----Original Message-----

Scottish Futures Trust Limited (SFT) is registered in Scotland no: SC348382 at 1st Floor, 11-15 Thistle Street,
Edinburgh, EH2 1DF. This message is private and confidential. If you have received it in error, please notify the
sender and remove it from your system. The views and opinions expressed in this email may not reflect those of
SFT. SFT may monitor email traffic and content for security purposes.

This message has been scanned by Webroot Email Security Service Managed by Network ROI

*****************************************************************
The information contained in this message may be confidential or legally privileged and is intended for the
addressee only. If you have received this message in error or there are any problems please notify the originator
immediately. The unauthorised use, disclosure, copying or alteration of this message is strictly forbidden.
*****************************************************************

*********************************** ********************************
This email has been received from an external party and
has been swept for the presence of computer viruses.
********************************************************************
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1.1. Background 
This paper has been written to provide an overview of the Key Stage Review (KSR) process. 
Its aim is to explain the process to Project Sponsor/Senior Responsible Officers involved in 
revenue funded projects. 

It is a condition of Scottish Government (SG) funding support that all projects in the revenue 
funded programme are, in addition to any existing project approvals processes, externally 
validated by SFT.  SFT undertakes validation by carrying out Key Stage Reviews (KSRs) of 
projects at key stages of the procurement.  The KSR process is designed to support the 
successful delivery of revenue funded projects whether delivered through the non-profit 
distributing (NPD) model or the hub initiative as Design Build Finance and Maintain (DBFM) 
projects by providing an assessment of the readiness and application of best practice 
(including SFT Value for Money (VfM) guidance) of projects before they move onto the next 
stage in the procurement process.  

1.2. Purpose and Timing 
Before a revenue funded project can enter procurement or be submitted to hubCo, an 
outline business case (or sector-specific equivalent such as Initial Agreement from SGHD / 
CIG)) must be approved by the Project Sponsor, and, ultimately, by the Scottish Ministers as 
funders of the programme.  SFT’s role is to carry out a high level review of the outline 
business case. In relation to centrally funded health projects SFT may conduct a detailed 
review of the proposed design and specification and provide comment to the Scottish 
Ministers or Project Sponsor in order to inform their own approval processes. SFT’s role in 
that regard is part of its general project support function and does not form part of the KSR.  
The KSR process starts after the outline business case (or sector-specific equivalent) has 
been approved. The process is a tool for assessing a project’s readiness to commence and 
proceed through the various stages of procurement. It is also used to periodically verify 
compliance with or satisfaction of the conditions of SG revenue funding support, as 
contained in the outline business case approval or funding award letter. 

The KSR process usually involves three standard reviews at the following stages: 
1. Pre-issue of OJEU notice or Pre-submission of a New Project Request for hub DBFM 

projects; 
2. Pre-Close of Dialogue (or Pre-Stage 1 Submission Approval); and 
3. Pre-Financial Close (or Pre-Stage 2 Submission Approval). 

 
In some cases, where it becomes apparent that projects are not developed enough to 
receive a full sign off following a standard KSR, additional follow-up reviews may need to  be 
carried out in advance of  
- Pre-issue of Invitation to Participate in Dialogue; and/or 
- Pre -Preferred Bidder Appointment. 
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Each review is an assessment of whether the project is suitably developed in terms of: 
- Project readiness 
- Affordability 
- Value for Money 
- Commercial robustness  

1.3. Process 
The reviews will be carried out at no cost to the Procuring Authority by the member of the 
Scottish Futures Trust team who normally provides support to the project (Reviewer).  The 
process involves the assessment of the readiness of projects against a pro-forma list of 
questions at each key stage of the procurement.  In the run up to each review point, the 
Reviewer will consider the status of the project against the relevant pro-forma list on the 
basis of information obtained in his/her day to day dealings with the project and will seek, 
where required, contributions from the project team to allow completion of the list and 
prepare a written draft report with comments and recommendations.  No formal 
submission, as such, will be required from the Procuring Authority, but the project team will 
be required to provide the Reviewer with information to allow him/her to complete the list 
and compile his/her report. The Reviewer may also ask the project manager to specifically 
confirm certain points or that there are no outstanding issues that would impede the 
progress of the project to the next stage of the procurement process. 

The Reviewer will also prepare a short report and make recommendations as to whether in 
his or her view the project is ready to proceed to the next stage of procurement and what 
actions may be required to achieve the appropriate state of readiness either to proceed to 
the next stage or in advance of the next review.  Once completed by the Reviewer, the list 
and draft report will be scrutinised by a member of SFT’s senior management team before 
being issued to the relevant Project Sponsor / SG and copied to the Procuring Authority.  
The relevant Project Sponsor and/or SG will, as part of its overall sign-off, determine 
whether and on what basis the project should proceed to the next stage taking into 
consideration any recommendations made in the KSR report.   

The precise timeframe for completing the review and submission of SFT’s report will be pre-
agreed with the Project Sponsor and/or SG to integrate with other project approvals 
processes.   

Projects that are also subject to Gateway Reviews will in future follow a single Integrated 
Project Assurance Model (IPAM) process. This process is currently under development. In 
respect of projects forming part of the Revenue Funded programme, IPAM reviews will be 
led by SFT and the Reviewer will liaise with the Gateway Review Team as appropriate.  
Under IPAM the KSR element of the review will follow the format outlined above with the 
exception of the final report for each stage forming part of a single overall assurance 
response and set of recommendations.  The approach is currently being piloted on a 
transport project and in the meantime both processes will apply. 
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1.4. Impact on project teams 
SFT staff members supporting individual projects will at the start of each project jointly 
review the list and explain to project teams what information the Reviewer requires to see 
in order to recommend projects for approval.  The overall role of the Reviewer is to ensure 
that best practice and relevant guidance are applied and to advise projects in this regard 
throughout the procurement process.  Once all relevant information has been made 
available the Reviewer will complete the list and outline any areas where further action may 
still be required. Once the Reviewer’s report has been scrutinised by a member of the SFT’s 
senior management team, it will then be submitted to the Project Sponsor and/or SG and 
copied to the Procuring Authority.  The Procuring Authority will also be asked to confirm 
that they are not aware of additional information that would materially change the report 
or recommendations made therein. 

1.5. KSR Sign-Off 
The relevant Project Sponsor and/or SG will receive a completed KSR report at agreed stages 
aligned with their normal sign-off processes.  The Project Sponsor / SG will need to consider 
the report and decide what, if any, action is required before the project can proceed to the 
next stage.  Procuring Authorities are required to seek formal approval from the relevant 
Project Sponsor and/or SG following each KSR before proceeding to the next stage. 

1.6. Further Information 
Project teams and Project Sponsors should direct any queries about KSR process and 
requests for copies of the KSR lists to their SFT contact or contact the SFT’s validation team 
on . 
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1 EXECUTIVE SUMMARY  

Introduction 

1.1 This document is NHS Lothian’s outline business case for the project to re-provide the 
services from the Royal Hospital for Sick Children (RHSC), Child and Adolescent Mental 
Health Service (CAMHS) and the Department of Clinical Neurosciences (DCN) in a single 
building adjoining the Royal Infirmary of Edinburgh at Little France.  

1.2 An Outline Business Case (OBC) for the RHSC Re-provision, including CAMHS, was 
submitted to the Scottish Government and approved by the Capital Investment Group in 
August 2008.  

1.3 An Initial Agreement (IA) for the re-provision of DCN was approved by the Scottish 
Government in July 2008.  An OBC was approved by NHS Lothian in December 2009, but 
did not proceed to Scottish Government because of availability of capital.  The preferred 
option of that OBC was a joint RHSC and DCN build at Little France.  

  
1.4 The RHSC was previously envisaged as being delivered through the Health Facilities 

Scotland framework as a design and build project. To that end BAM were appointed in 
2010 as the principal supply chain partner, with the architectural design work being 
undertaken by Nightingales Associates.   

1.5 The Scottish Government Draft Budget published in November 2010 announced that both 
projects would be delivered using the Non Profit Distributing (NPD) revenue funded model, 
once again linking the RHSC and DCN projects.  This represents a fundamental change to 
the procurement method for the project.   

1.6 In March 2011 NHSL submitted a Business Case Update to supplement the RHSC OBC 
and the DCN IA, setting out the options for delivering both re-provision projects on the Little 
France site using an NPD procurement route.  

1.7 The preferred option for the project, a joint build RHSC and DCN, was identified in the 
Business Case Update and approval received from the Scottish Government to develop 
this OBC in July 2011.   This OBC has been written in accordance with Scottish Capital 
Investment Manual guidance.

The Preferred Option  

1.8 The preferred option is a new hospital for children and young people, integrating the 
department of clinical neurosciences into the same new build, on car park B at Little 
France.  The facility will stand-alone in terms of infrastructure and facilities management, 
with its own energy centre and goods delivery yard.  It will link in to the RIE at ground and 
first floor to ensure clinical functionality, particularly in the interfaces between emergency 
departments, theatres and critical care on site.  It will have a helipad on the roof to provide 
emergency access to all adult and paediatric specialties on site.  

Strategic context

1.9 Services for children and young people and for adult neuroscience patients will meet 
national aims and ambitions laid out in the: 
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• 2010 NHSScotland Quality Strategy; 

• National policy to have two paediatric intensive care units in Scotland; 

• Stated aims to deliver neurosurgery on the same site as an Emergency Department;  

• Stated aims to deliver adult and paediatric neurosurgery on the same hospital site. 

1.10 The 2008 OBC and its 2011 update outline the common drivers for RHSC and DCN re-
provision.  These reflect the quality ambitions for NHSScotland to provide appropriate 
services for all, at the right time, in a suitable environment with minimal waste or harm.  
They are: 

• The need to deliver high quality, clinically effective and sustainable services; 

• The inadequacy and unsuitability of existing premises and facilities; 

• To ensure the most efficient and effective use of resources to support service 
modernisation and development; 

• The need to manage the impact of changes in workforce availability, particularly doctors 
in training.  

• The need to deliver sustainable specialist services whilst meeting the challenge of 
relatively small numbers of patients and the small number of expert clinicians. 

• The need to maintain strong relations with the University of Edinburgh’s College of 
Medicine and their developments at Little France, ensuring patients have access to 
appropriate clinical trials.  

1.11 The preferred site for RHSC and DCN is at Little France, alongside the existing RIE which 
is provided via a PFI contract with Consort Healthcare (ERI) Ltd.  Negotiations to secure 
the land and progress enabling works required before the project can be built are 
underway.  A full briefing on the current position with these negotiations between NHSL 
and Consort Healthcare is attached at Appendix 1.  

1.12 The Little France site is part of the ‘south-east wedge’ of Edinburgh, an area of 
regeneration, and this project will further contribute to social and economic improvements, 
infrastructure development, transport enhancement and social inclusion in the neighbouring 
areas which have been recognised as socially excluded for many decades. 

The Ethos of a Joint Build  

1.13 NHSL recognises that the RHSC at Sciennes is a stand-alone hospital for children and 
young people and that moving to Little France to integrate into a wider site including adult 
services will be a change of environment.  The ethos and culture of a children and young 
people’s hospital needs to be evident in the purpose-built facility in their joint build with 
DCN.  

1.14 For users of RHSC, CAMHS and DCN, NHSL aims to provide age appropriate facilities in a 
safe, caring and healing environment.  This ranges from suitable facilities for very young 
children, an adolescent inpatients zone, and accommodation for the adult population of 
DCN. 

1.15 Effective services rely on close adjacencies between related specialties and disciplines.  
The design brief specifies these and also that routes between departments should 
minimise travel time and distances for patients and staff in order to maximise clinical safety 
and efficiency.   
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1.16 The design will incorporate clearly identifiable, friendly and secure children’s entrances to 
their outpatients and ward areas.  Recreation space and public facilities outwith the wards 
will also be segregated as far as is desirable and practical.    

1.17 A joint build gives NHSL the opportunity to deliver economies of scale in clinical 
departments with high-tech and high-cost equipment such as radiology and operating 
theatres.  While patient pathways do not cross in these areas, staff pathways are made 
more efficient by co-location of the RHSC, CAMHS and DCN components.  

Clinical Service Model and Bed Model 

1.18 The RHSC provides local and regional acute inpatient and outpatient paediatric and young 
people’s services to the South East of Scotland and Tayside as well as a number of 
national specialty services. 

1.19 The DCN provides specialist neurology and neurosurgery assessment and treatment for 
adults from the South and South-east of Scotland.  One weekend in two the DCN provides 
interventional neuroradiology cover for the whole of Scotland.  

1.20 Planning for the re-provision has engaged patients, carers, staff and other stakeholders 
such as regional referring Boards in reviewing existing clinical services and planning for the 
future. 

1.21 Service developments in the RHSC, CAMHS and DCN, explained in more detail in chapter 
two, include: 

• Expanding RHSC to accommodate patients from age thirteen up to their sixteenth 
birthday, and eighteenth in some cases  

• Integrated emergency services for children, young people and adults in adjacent, linked 
RHSC and RIE Emergency Departments  

• Acute medical support for child and adolescent mental health inpatients, such as young 
people with eating disorders 

• Dedicated 24/7 emergency theatre access, protecting elective capacity and activity 

• Maximised day case surgery and day of surgery admissions for elective patients 

• A sustainable neurosurgery (adult and paediatric) workforce and service  

• A single adult spinal surgery referral, assessment and treatment pathway, transferring 
workload from RIE orthopaedics to DCN 

• A single point of assessment and the initial treatment of acute stroke patients in DCN 

1.22 The OBC updates the 2008 RHSC OBC and 2009 DCN work on bed modelling using the 
latest activity data, benchmarking information and population projections.  

1.23 NHSL has undertaken a systematic review of the number of beds required and the OBC 
includes a bed model benchmarked to the upper quartile performance for length of stay 
with equivalent peer services. The bed model is summarised in figure 1, and more detail 
provided in chapter 2, the strategic case for the project and in Appendix 7 on activity 
modelling.  

1.24 The bed numbers: 

• Take account of current inpatient and day case activity delivered by RHSC, CAMHS 
and DCN. 

• Incorporate agreed service developments and ‘new’ activity not currently delivered. 
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1.30 The new building will include eight surgical operating theatres providing for the paediatric 
specialties and adult neurosurgery, plus a dedicated emergency theatre. They currently 
have seven theatres between them and no emergency time in DCN.   

1.31 NHS Lothian aims to lead and embrace technological advances in order to improve patient 
care; for example, intra-operative MRI within the joint theatre complex for RHSC and DCN 
will allow more effective operative treatment of brain tumours for both children and adults. .  

1.32 Projected future MRI scanning requirements demonstrate a need for five NHS scanners on 
the Little France site, in addition to the intra-operative equipment in theatres, to meet the 
combined RIE, RHSC and DCN demand, where there are currently three.  

1.33 The new facility will include a roof-top helipad for the transfer of patients to and from Little 
France by air, recognising the tertiary nature of the services NHSL provides on site.   

1.34 Physical links to the existing RIE at ground and first floor levels are required for access 
between adult and paediatric emergency departments, theatres, and critical care, and 
between all acute clinical departments in RIE, RHSC and DCN and the helipad. 

Partnership working 

1.35 NHSL is committed to partnership working.  Throughout the earlier separate RHSC and 
DCN projects and in developing this joint OBC, close working and communication with 
NHSL partnership colleagues has been a key element of the process.  This has been 
achieved through: 

• Representation on the Project Board  

• Strategic Redesign Partnership Representative is integral to the Project Team   

• Partnership involvement in working groups and workshops  

1.36 NHSL has also demonstrated commitment to working with partner NHS Boards with a 
stake in children’s and clinical neuroscience services, through review and redesign 
workshops, and developing the service model outlined in this OBC and membership of the 
Project Board. 

1.37 This commitment will continue beyond OBC through to completion of the project and post-
project evaluation.    

Public Involvement and Consultation 

1.38 NHSL has demonstrated its commitment to working with stakeholders prior to the 
establishment of this joint RHSC, CAMHS and DCN project.  NHSL will continue to inform, 
engage and consult stakeholders for the duration of this project, such as in the ongoing 
development of service models and clinical design, and plans to involve them in post-
project evaluation.   

1.39 The communications and engagement plan for the project, developed in conjunction with 
the Scottish Health Council, details the plans for involving and informing staff, patients, 
other stakeholders and the public.   
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2 THE STRATEGIC CASE 

Strategic context and organisational overview  

2.1 Launched in May 2010, the Healthcare Quality Strategy for NHSScotland4 aims to 
maximise the contribution that the NHS could make to the national goals; NHSScotland will 
make improvements to support everyone to live longer, healthier lives and to participate 
more productively, both economically and socially.  The Quality Ambitions integral to the 
strategy and providing focus for all improvements are: 
  

• Mutually beneficial partnerships between patients, their families and those delivering 
healthcare services which respect individual needs and values and which 
demonstrates compassion, continuity, clear communication and shared decision-
making. 

• There will be no avoidable injury or harm to people from healthcare they receive, and 
an appropriate, clean and safe environment will be provided for the delivery of 
healthcare services at all times.  

• The most appropriate treatments, interventions, support and services will be provided 
at the right time to everyone who will benefit, and wasteful or harmful variation will be 
eradicated.  

2.2 NHS Lothian’s principal purpose is to deliver the objective of a Healthier Scotland; 
however, the other national strategic objectives are also all reflected in NHS Lothian’s 
strategic goals.   

NHS Lothian has five high-level strategic goals that reflect the National Outcomes5 for 
Scotland:  

• To deliver and sustain high quality care and treatment; 

• Improving health and reducing health inequalities;  

• To embrace advances in medicine, technology and information; 

• To be at the forefront of research and leadership; and  

• To be an exemplar employer.  

NHS Lothian aims to be one of the top 25 healthcare providers in the world.  

2.3 The business strategy and aims of NHSL in reproviding the RHSC, CAMHS and DCN 
reflect the quality ambitions for NHSScotland to provide appropriate services for all, at the 
right time, in a suitable environment with minimal waste or harm.   

• The need to deliver high quality, clinically effective and sustainable services; 

• The inadequacy and unsuitability of existing premises and facilities; 

• To ensure the most efficient and effective use of resources to support service 
modernisation and development; 

• The need to manage the impact of changes in workforce availability, particularly 
doctors in training.  

• The need to deliver sustainable specialist services whilst meeting the challenge of 
relatively small numbers of patients and the small number of expert clinicians. 

• The need to maintain strong relations with the University of Edinburgh’s College of 
Medicine and their developments at Little France.  

                                                
4
 Scottish Government (May 2010): NHSScotland Quality Strategy - putting people at the heart of our NHS 

5
http://www.scotland.gov.uk/About/scotPerforms/outcomes
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2.4 Specific factors driving the need for change in children’s and young people’s services 
and clinical neuroscience services in Lothian are: 

• The need to deliver sustainable specialist services whilst meeting the challenge of 
relatively small numbers of patients and the small number of expert clinicians; 

• The national policy for Paediatric Intensive Care Units in Scotland, which have been 
commissioned under NHS National Services since 2007, sited in two children and 
young people’s hospitals; 

• The need to deliver neurosurgery on the same site as an Emergency Department6; 

• The need to deliver adult and paediatric neurosurgery on the same hospital site7; 

• The need to maintain strong relations with the University of Edinburgh’s Division of 
Clinical Neurosciences and their planned Institute of Neurosciences at Little France.  

2.5 Clinical benefits of integrating the two services into one building, supporting NHSL and 
national strategic ambitions, include: 

• The ability to deliver paediatric and adult neurosurgery in the same theatre suite, 
maximising the utilisation of specialist  equipment (e.g. intra-operative MRI) and expert 
staff, with direct internal access to age-appropriate critical care and wards.   

• Joint-working and economies of scale in high-cost specialist clinical areas such as 
theatres and radiology. 

• The opportunity to improve emergency access to services by incorporating a helipad 
on the roof of the new build.  

Commercial Context: Non-Profit Distributing Model  

2.6 As a result of the 2010 UK Spending Review, capital resources made available to the 
Scottish Government were reduced by 36%. In response to this, in the Scottish 
Government Draft Budget of November 2010 both the RHSC and DCN projects were 
highlighted as projects to be procured under the Non Profit Distributing (NPD) revenue 
funded model.  The draft budget stated that “the new pipeline of NPD investment will help 
support key projects across core public services, [including:] Health projects, the Royal 
Sick Children’s Hospital and Department of Clinical Neurosciences in Edinburgh 
(c£250m)”.8  Within the capital resources available, RHSC and DCN re-provision projects 
would not have been able to proceed without changing to NPD procurement.  

Commercial context: Little France Site  

2.7 The Little France site comprises NHSL services in the Royal Infirmary of Edinburgh, 
University of Edinburgh teaching and research buildings, and the BioQuarter research and 
development park.  

2.8 The Royal Infirmary of Edinburgh facility was procured as a PFI contract between the 
former Royal Infirmary of Edinburgh NHS Trust and Consort Healthcare (ERI) Ltd. The RIE 

                                                
6
 The Society of British Neurological Surgeons (2000): Safe Neurosurgery 

7
 Kennedy (2001): The Report of the Public Inquiry into children’s heart surgery at the Bristol Royal 

Infirmary1984-1995. Youngson (2001): Review of Paediatric Neurosurgery. 
Kerr (2005): Building a Health Service ‘Fit for the Future’
8
 Scottish Government, 17 November 2010: http://www.scotland.gov.uk/News/Releases/2010/11/17144523  
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Project Agreement was signed in August 1998 and covers a 25 year period from 2003 
when RIE opened until February 2028.  The RIE facility was financed, designed and build 
by Consort Healthcare, and a range of soft and hard facility management services are also 
provided through the PFI RIE Project Agreement.   

2.9 The site is leased to Consort Healthcare Ltd for a term of 130 years, thus any site 
development requires Consort Healthcare approval and changes to the project agreement.  

2.10 A Supplemental Agreement (SA6) to the RIE Project Agreement which will provide a 
framework for the land swap and the delivery of this project will be reached in December 
2011.  This is to be signed off by Consort fund holders in January 2012.   

Investment Objectives 

2.11 The key objectives for investing in change in the project are listed below: 

• To provide an environment that supports clinical effectiveness, meeting of national 
standards and targets and facilitates the implementation of best evidence based 
practice leading to improved treatment outcomes for patients.  Additionally, this project 
allows NHSL to maximise synergies in clinical care through co-locating on the same 
site:  
o adult and paediatric emergency departments 
o paediatric and neonatal surgery on the same campus, reducing the need to 

transfer ill babies off site 
o adult and paediatric neurosurgery on the same campus, maximising the 

sustainability of limited expertise 
o mental health services on the same site as acute hospital services for children 

and young people, supporting the physical as well as psychological care 
o acute neuroscience care alongside the emergency department 
o adult spinal surgery in DCN and orthopaedics supporting the provision of an 

improved spinal service 
o paediatric and adult spinal surgery supporting the provision of an improved spinal 

deformity service 

• To provide an environment where clinical service arrangements can be delivered to a 
standard and timeframe that represents best possible outcome for patients, in 
conjunction with best value for money. 

• To provide a physical environment the quality of which promotes the health and well 
being of the building’s users.  

• To provide a service environment that will easily allow engagement and involvement 
with research and service development opportunities with our partner higher education 
institutes.  To make research, treatments and interventions, and their potential benefits, 
available to patients.  Attracting highly capable staff with progressive research interests 
will improve patient care and service delivery.    

• To provide a scheme option that results in the minimum possible disruption to patients 
and allows the continued delivery of clinical services over the duration of the 
construction, leading to a solution that provides a more efficient and effective clinical 
service delivery environment.     
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national guidance states that care for children and young people up to age 16, and age 18 
for mental health and some complex and chronic conditions, should be provided in age-
appropriate facilities9; however, the RHSC has been developed to its maximum capacity 
on the existing site.  

2.14 The NHSL Property and Infrastructure Strategy for 2011-15 recognises that the RHSC 
requires significant improvement and that it would be uneconomic and highly disruptive to 
adapt the existing site.  It concludes that the current buildings are no longer appropriate as 
healthcare facilities in the 21st Century and that re-location of the RHSC to Little France, 
next to the Royal Infirmary of Edinburgh, would ensure that NHSL provided the safest 
possible hospital care for children. 

2.15 Overcrowding was also found to be a problem reported in the Property and Infrastructure 
Strategy for 2011-15 for RHSC.  The Strategy referred to the report by the Scottish Child 
Health Support Group in 2003, that ‘continued investment’ (in the RHSC) would be 
unproductive in the long term and it is clearly no longer fit for purpose’. 

2.16 The Property Asset Management Strategy gave RHSC the highest possible risk score in 
terms of the amount of backlog maintenance required, at a total cost of £11.392million. 
This was considered to be giving rise to poor condition and performance. 

2.17 The age and fabric of the building and the layout of patient facilities, including limited 
single rooms, makes it difficult to achieve the required infection control standards, to 
provide adequate isolation or barrier nursing facilities and to maintain standards of 
cleanliness. 

2.18 The geographical spread of clinical facilities and poor clinical adjacencies result in 
inefficient patient and staff flows. For example, patients often require access to a number 
of services that are located in separate buildings on the hospital site. Therapies and a 
range of other services are located in buildings adjacent to the hospital; as there is no 
covered approach to these buildings patients and families have to go outside to access 
them in all weather conditions. 

2.19 Existing services for clinical neurosciences in DCN at the Western General Hospital are 
summarised in figure 6 below.   

2.20 Key issues for DCN re-provision, included in the Property and Infrastructure Strategy for 
2011-15, were that outdated existing facilities did not meet patient expectations of ‘fit for 
purpose’, and that there was pressure on existing DCN services and facilities to meet 
activity demand, e.g. increased referrals. 

2.21 Against health and safety criteria the accommodation narrowly achieved a satisfactory 
rating; the physical condition and energy efficiency of the build was judged unsatisfactory.   
The projected cost of upgrading the existing accommodation to an acceptable standard 
was over £14million at 2007 costs. 

2.22 Scottish Government directives on single rooms10 further support the case for new 
accommodation.  At present approximately 20% of DCN beds are in single rooms, and all 
are in spaces less than current recommendations of 19m2 per patient bed.   

                                                
9
 Scottish Government (May 2009): Hospital Services for Young People

10 Scottish Government; CEL 48 (2008) and CEL 27 (2010) on Provision of Single Room Accommodation 
and Bed Spacing
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2.28 The future service needs for children and young people were described in the RHSC Re-
provision OBC, approved in August 2008.  These are summarised below and supporting 
detail can be found in Appendix 5. 

2.29 The new hospital will have sufficient space for the increased age range of patients in the 
RHSC, from age 13-16 for all young people, and to age 18 for people with some complex 
care needs in line with national specialist services for children.  

2.30 The 2008 OBC for RHSC was approved to have a mixture of single and shared 
accommodation for children, to meet the specific needs of this age group.  58% of 
inpatient beds, including all adolescent, mental health and oncology beds, will be in single 
rooms with en-suite and facilities for a parent to stay with their child.   

2.31 By joining the RHSC to the RIE Emergency Department, NHSL can deliver integrated 
emergency services for all ages on the Little France site, including planning for major 
incidents and decontamination.  With adult and paediatric neurosurgery on site too, the 
combined facilities at Little France will meet the criteria of a major trauma centre.   

2.32 A paediatric acute receiving unit will manage acute medical admissions for up to 48 hours, 
separating these from elective patients and ensuring the most effective management of 
beds.  

2.33 Paediatric surgical pathways are being redesigned now to increase day cases and day of 
surgery admissions, and to separate short- and long-stay patient pathways. This redesign 
and the efficiencies in staffing and bed management will be maximised through purpose-
built accommodation in the future. 

2.34 Paediatric neurosurgery and neurology will be based on the same site as adult services.  
This will support the best use of specialist neurosurgical and neurophysiology facilities and 
staff, sustainable surgical rotas, and access to intra-operative MRI and neuroradiology for 
children and young people, ensuring that NHSL is best placed to deliver paediatric 
neurosurgery services in future.  

2.35 Co-location of paediatric and adult spinal deformity services will focus clinical and 
radiological expertise as well as access to radiological and theatre equipment and 
facilities. 

2.36 Co-location of Child and Adolescent Mental Health Services (CAMHS) with the hospital for 
children and young people delivers acute medical support for patients who also require the 
specialist input of an acute service.  This meets the recommendation from the ombudsman 
in 2006 that NHSL ‘should ensure that inpatient mental health services for patients with 
eating disorders have access to acute in-patient medical services with the specialist 
knowledge and expertise needed to treat patients with eating disorders.’ 11 NHSL is 
commissioning an Eating Disorders Unit at St John’s Hospital for patients over 18 years of 
age; children and adolescents up to age 18 requiring mental health inpatient treatment will 
be seen in CAMHS, with medical support from acute specialties at RHSC. 

2.37 The design will enable the development of fit for purpose flexible inpatient accommodation 
to allow for seasonal differences in the incidence of respiratory illnesses in children. 

                                                
11

 Scottish Public Services Ombudsman (June 2006): Case number 200400447 
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2.38 Shifting the balance of care to community premises and facilities closer to home continues 
with the move of more outpatient services off the acute site.  Outpatient clinics and day 
case surgery is also transferring back to hospitals in other Board areas.   

2.39 The design will incorporate a clearly identifiable, friendly and secure children’s entrance to 
the outpatient departments and ward areas. 

2.40 Co-location on the adult site will enable the development of seamless transition pathways 
for adolescents into adult care, which is an important time for children with chronic 
diseases.    

Clinical Neurosciences 

2.41 The proposed service model for clinical neurosciences maximises the opportunity to 
deliver clinical neurosciences on the same site as specialist emergency adult and 
paediatric services.  This is summarised below and supporting detail can be found in 
Appendix 6. 

2.42 It is anticipated that location of DCN on the same site as Edinburgh’s Emergency 
Department and other emergency surgical services would support rapid specialist 
assessment, diagnosis and decision-making for major trauma patients.  It will also reduce 
the time taken to commence surgery or interventional radiology, or access specialist 
critical care.  

2.43 The service model includes a neurosciences ‘front door’, or acute receiving and 
assessment area, for patients referred to DCN from across the region.  This unit will be the 
focus of an experienced multi-disciplinary team caring for the sickest and least stable 
patients, and will separate emergency patients from elective pathways.   

2.44 Co-location of acute stroke on the same site with neuroradiology and neurology is 
designed to improve outcomes for patients for whom accurate diagnosis, assessment and 
intervention is time-critical.  For example, thrombolysis would be delivered in the acute 
receiving and assessment area, clot extraction performed in interventional neuroradiology, 
or decompressive craniotomy in neurosurgical theatres.   

2.45 All inpatient beds in DCN will be in single rooms with en-suite shower and WC facilities.  
This meets the recommendation of the Scottish Government made in 2008 and 2010, to 
enhance patient privacy and dignity, and improve infection control and clinical outcomes.   

2.46 A single spinal surgery referral pathway integrating neurosurgical and orthopaedic 
specialist resources would provide an equitable and efficient service, where shared 
training and experience would develop staff and improve care for patients.   This will also 
improve the safety and quality of care for patients with unstable cervical fractures.  

2.47 Intensive care and high dependency beds for neurosciences would be cohorted in ward 
118 of the RIE, becoming a part of the overall adult critical care complement in the RIE, 
supporting sustainability, flexibility and patient safety.  This is in line with NHSL’s 
commitment to maintaining three critical care units across Lothian hospitals.   

2.48 A link between DCN and the RIE would provide access for emergency patients and 
potentially improve upon the current geographical challenges posed by the distance and 
route between DCN and the Intensive Care Unit at the WGH.  
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2.49 While neurosurgical procedures do not lend themselves to day case surgery or less than 
24 hour stays, day of surgery admission for elective procedures will maximise the 
utilisation of beds. 

2.50 Neurological investigations and therapies that can be treated as day cases will be done so 
in a Programmed Investigations Unit, thereby reducing the use of inpatient beds and 
unnecessary overnight admissions.  

2.51 Paediatric neurosurgery and neurology would be based on the same site as adult services, 
providing the opportunity to ensure more effective transition planning for young adults.  

2.52 DCN will continue to develop outpatients’ clinics in the community and in other hospitals in 
Lothian and beyond.  Neurology clinics will remain at the WGH to serve the North 
Edinburgh population.  

Innovation and other opportunities 

2.53 NHS Lothian aims to lead and embrace technological advances in order to improve patient 
care; for example, intra-operative MRI within the joint theatre complex for RHSC and DCN 
will allow more effective operative treatment of brain tumours for both paediatric and adult 
patients.  

2.54 The new facility will include a roof-top helipad for the transfer of patients to and from the 
Little France site by air.  The existing helipad for the RIE, built before the latest guidance 
and Civil Aviation Authority (CAA) regulations were in place for landing on hospital sites, 
does not meet current standards.  

2.55 To incorporate the RHSC, CAMHS and DCN workload into the existing pharmacy footprint 
at RIE, NHSL will be installing robotics for the storage and dispensing of medicines.  As 
well as maximising the use of accommodation available, the automated system will be 
supported by redesign of working practices and the workforce. 

2.56 Proposals supporting the innovative delivery of facilities management services will be 
welcomed from bidders during the competitive dialogue procurement stage in 2012.  A 
possible example of this is the robots installed at the new Forth Valley Royal Hospital 
opened in 2011. 

2.57 The project will include a full production kitchen that will prepare patient meals on site and 
that will also supply a staff and public dining room.   

2.58 NHSL policies on sustainable development are having an impact on the procurement of 
new buildings.  The new building programme has at the centre of its design processes a 
focus on sustainability, carbon reduction and renewable energy. 

Flexibility and future-proofing 

2.59 Projected activity has been calculated, and will be refreshed annually, using the latest 
activity data and population projections for effective planning of services in the new 
building.  
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2.60 NHSL requires accommodation that could be adapted to meet changes in demand in the 
future, both for flexible management of unexpected peaks in activity and for long-term 
changes to clinical and service models.  

2.61 Day case beds that, with appropriate staffing, could be used flexibly as overnight beds at 
times of pressure on the services are included in the initial design.   

2.62 In addition to this, day case facilities that could be converted into inpatient wards with 
minimal building and infrastructure work are planned, should this be required in the future.  

2.63 DCN Acute Care includes four bed spaces with services required to support ventilated 
patients, should this change in clinical model be required in the future 

2.64 The planned surgical capacity in the theatres exceeds the activity projected for 2016, and 
with additional revenue funding NHSL would be able to meet an increase in demand 
without requiring further capital build.   

2.65 Space for a further scanner has been included in the radiology footprint to provide for 
future expansion.   

2.66 Adult spinal surgery is planned to be delivered in DCN, releasing space in orthopaedics 
wards and theatres in the RIE.  However, this position could be reversed should demand 
for space in DCN be prioritised over that in orthopaedics in future.   

Clinical Scope and Service Requirements  

2.67 The functional brief for the project includes inpatient beds, outpatient clinics, rehabilitation, 
emergency care, day case facilities, child and adolescent mental health inpatient and day 
case services, operating theatres, radiology and physiology departments and associated 
support functions.   

2.68 In summary, the overall accommodation requirement is approximately 48,000m2. For 
comparison, the DCN footprint in the 2009 OBC was 13,000 m2, and the RHSC stand-
alone design was 36,000 m2 when it was halted in November 2010.  

  
 Bed Model

2.69 NHSL has undertaken a systematic review of the number of beds required in partnership 
with the Clinical Management Teams.  This OBC includes a bed model based on projected 
demand for beds in the proposed service models for children and young people and for 
clinical neurosciences.   

2.70 The baseline inpatient and daycase activity for children and young people intended to be 
treated in the RHSC at Little France was 19,019 episodes in 2010.  In 2016/17, this activity 
is projected to increase to 19,190 episodes (by 0.9%) and to 19,590 episodes (3% on the 
baseline) by 2020/21.  

2.71 The baseline inpatient and daycase activity of DCN in 2010/11 was 5,493 episodes.  On a 
like-with-like basis, i.e. excluding new developments, the baseline DCN activity is 
projected to increase by 5.5% by 2016/17 and 10.0% in 2020/21. Taking into consideration 
the additional spinal surgery and acute stroke, DCN at Little France is projected to see 
6,530 inpatient and day case episodes in 2016/17 and 6,790 in 2020/21. 
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scanners at St John’s to shift activity back to West Lothian and improve the facilities at this 
site.  This proposal has the added benefit of leaving a shelled space to future-proof the 
Little France site.  

2.81 DCN also provides services for other patients at WGH. Provision for these patients after 
DCN moves to Little France is being planned with the Radiology Clinical Management 
Team and will be detailed in the Full Business Case.  

2.82 NHSL has been advised in a recent Radiation Protection review that it must decrease the 
number of sites on which radionuclide imaging is delivered, and with the move of RHSC to 
Little France, the RIE gamma camera will be relocated to the new build.  Pathways in the 
RHSC and DCN joint radiology department that separate paediatric and adult patients 
attending for diagnostics and treatment is a key priority for the next stage of the design.  

 Adjacencies and pathways 

2.83 Effective services rely on close adjacencies between related specialties and disciplines.  
The design brief specifies that routes between departments should minimise travel time 
and distances for patients and staff in order to maximise clinical safety and efficiency.  As 
well as relationships within RHSC and within DCN, it is essential to provide links with the 
RIE Emergency Department, theatres and critical care departments for the transfer of 
critically ill patients. 

2.84 Physical links to the existing RIE at ground and first floor levels are required for access 
between adult and paediatric emergency departments, theatres, and critical care, and 
between all acute clinical departments and the helipad.  

2.85 For users of RHSC, CAMHS and DCN, NHSL aims to provide age appropriate facilities in 
a safe, caring and healing environment.   At all times, the ethos and environment of a 
specialist hospital for children and young people has been considered in planning 
departmental relationships and patient pathways.  For example, while the layout of surgical 
theatres and radiology allows shared space for staff and support functions behind the 
scenes to be maximised, conscious paediatric and adult patients will not cross paths in 
these departments.   Recreation space and public facilities outwith the wards will be 
segregated as far as is practical.   

 Helipad

2.86 The RIE site currently has a ground-level helipad behind the hospital with limited hours of 
access due to changes in the regulations since it was built, and which requires an 
ambulance to transport a patient and medical team between the landing site and the 
hospital.   

2.87 NHSL Senior Management Team approved the inclusion of a roof-top helipad for the 
transfer of patients to the Little France site by air.  The justification for improved helicopter 
access, and the options reviewed by NHSL are included in Appendix 8.  

 Family facilities  

2.88 There will be a 33-room family hotel for carers and relatives, or patients the night before 
admission for an elective procedure, as a part of the RHSC accommodation.  
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2.89 There is provision in the reference design for patients and families to have access to 
gardens or courtyards for external play and social space.  

Facilities Management Scope and Service Requirements  

2.90 The services brief for the new hospital recognises that it will be designed as a stand alone 
facility, separate from the existing RIE building and its PFI contract arrangements.  In this 
respect separate arrangements will be put in place for Hard and Soft Facilities 
Management (FM), and the procurement and provision of energy and medical gases. The 
new hospital will also be configured to receive deliveries separately from the RIE.  

2.91 In line with national policy, it is planned that all soft FM services will be provided by NHS 
Lothian.  It is anticipated that hard FM will fall under the NPD arrangements for the 
building, and NHSL has included proposed accommodation for this in the brief.  The 
planned delivery of FM services by NHSL and by the NPD partners is detailed in Appendix 
9.  

2.92 Output specifications for FM services will be based on standard form Scottish Government 
NHS specifications, adapted for this project as required.   

2.93 FM service requirements and associated specifications will recognise site-wide issues 
associated with the Little France site, including flood prevention measures, transport and 
car parking strategies, landscaping, interfaces with facilities and services associated with 
the existing RIE facility and its operations and interfaces with other services that will be not 
form part of the NPD contract. 

  
Design Scope and Requirements  

2.94 NHSL, supported by Technical Advisors, has developed a Reference Design to take to the 
market for NPD procurement.  The prime purpose of the Reference Design is to mandate 
and fix those aspects of the design that will satisfy NHSL’s clinical functionality 
requirements.   The scope of the clinical functionality requirements is based on the 
definition given to clinical functionality in the SGHS Standard Form Project Agreements12.  
The parts of the Reference Design that will be outlined as the mandatory clinical functional 
requirements will comprise: 

• Access 

• Traffic management 

• Relationships between buildings 

• Adjacencies between clinical departments and between rooms 

• Schedule of accommodation areas 

• Certain room layouts 

2.95 The secondary purpose of the Reference Design is to provide the following for the project 
approval and procurement processes:  

• OBC capital and operational expenditure costing 

                                                
12

 SGHS Standard Form Project Agreements, Non-profit Distributing (NPD) Model: Version 1 
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• Robust clinical functionality solutions (i.e. to confirm feasibility from a services 
perspective). 

• Developed discussions with third parties (ie charities, other stakeholders) 

• Statutory consents (ie Planning Permission in Principle) 

• Tested output specifications 

• Scoped enabling works 

• Information to bidders 

2.96 The principles of NHSL’s clinical functionality requirements, based on clinical and design 
briefing by NHSL, will be mandated through the Reference Design within the following 
components. 

• Schedules of accommodation 

• Room data sheets (including equipment lists) 

• Drawings at 1: 1000 and 1:500 scale, indicating access arrangements, 
relationships between buildings and adjacencies between clinical departments 

• Drawings at 1:200 scale, indicating clinical requirements with adjacencies between 
rooms within clinical departments.  For key clinical departments, the relationships 
and layouts specified in the reference design will be non-negotiable for bidders.  

• Drawings at 1:50 scale, indicating requirements for generic rooms and key clinical 
rooms in the reference design.  For example, the layouts of operating theatres, 
radiology suites and inpatient bedrooms will be fixed at this stage to ensure clinical 
functionality. 

  
2.97 The other elements developed as part of the Reference Design will be used to supplement 

NHSL’s construction requirements in the ITPD and information to be made available to 
Bidders in the Data Room. It will comprise: 

• Topographical information and site boundaries; 

• Planning Permission in Principle drawings / documentation; 

• Site Infrastructure; 

• Enabling works records; 

• Interconnections with the existing buildings; 

• Geotechnical information; 

• Traffic impact and assessment plan; and 

• Services interconnections. 

Funding Scope  

2.98 Public funded capital investment will be required for enabling works on the Little France 
site and within the existing RIE, and for equipping the new building.  The capital 
requirement is explained in detail in chapter five.   

2.99 The new building will be revenue-funded through the Scottish Government’s Non-Profit 
Distributing model.  

2.100 The Scottish Government Health Directorates’ letter of 22 March 201113 defines the level 
of revenue support to be made available for each aspect of an NPD project.  Figure 11 

                                                
13

 Scottish Government (22 March 2011): Funding conditions for delivering projects through the Non Profit 

Distributing Model 
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2.110 The clinical service models for the project are dependant on redesign of clinical services 
and accommodation within the RIE in advance of the 2016 commissioning date.  These all 
require agreement with Consort Healthcare:  

• Emergency department redesign 

• Pharmacy redesign 

• Critical care, including the renal and transplant high dependency beds 

• Laboratories services redesign 

2.111 There is considerable risk to be managed in relation to the transfer of medical equipment 
from existing sites to the new build, and in ensuring that NHSL has functional emergency 
services for RHSC and DCN throughout the commissioning period.   

2.112 An overall risk management plan has been developed with allocated risk owners and 
management actions identified. A copy of the risk register included as Appendix 12 

Dependencies and Constraints 

2.113 The success of the project is dependent on:  

• The availability and condition of the site. 

• The existing RIE clinical and support services having the capacity to support 
the new building on site, for example, pharmacy, decontamination and 
laboratories.  

• Provision of replacement and new car-parking for the expanded Little France 
site, and 

• Implementation of an integrated Transport Strategy for the expanded Little 
France site. 

2.114 The project is constrained by the following requirements:  

• Compliance with statutory requirements. 

• Delivery within the agreed timescales. 

• Delivery within the agreed financial envelope. 

• The RIE Project Agreement with Consort Healthcare Ltd. 

• Planning constraints. 

• Architecture and Design Scotland requirements. 

• Achievement of BREEAM 2011 rating, which is more onerous that the 
BREEAM 2008 requirements for the previous stand-alone RHSC scheme. 

• Management of any disruption to the RIE services and the Chancellors Building 
during the construction phase. 

• Delivery of the clinical enabling works within the Royal Infirmary Edinburgh, 
including changes in critical care, pharmacy and laboratory services. 
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Preferred Option  

3.39 In summary, the opportunity to locate the RHSC, CAMHS and DCN on the Little France 
site in a single build delivers:  

• The greatest capital efficiency of the options available. 

• Procurement savings. 

• The opportunity to develop shared theatres for adult and paediatric 
neurosurgery, including intra-operative MRI and angiography, promoting joint 
working and improving patient pathways. 

• Economies of scale in combining radiology for RHSC and DCN, with some 
capital benefits and opportunities for workforce development across the 
specialties. 

• Economies of scale in some shared public spaces and facilities, whilst 
preserving the distinct services and spaces of the children’s and adult hospitals.  

• The opportunity to develop shared non-clinical support facilities such as clinical 
management and staff accommodation.  

• The opportunity to build a helipad on the roof of the new build with direct access 
to adult and children’s emergency services in RHSC, DCN and the RIE. 

• Minimal disruption to the ‘live’ clinical services on the RIE site in the 
construction and commissioning phases.

3.40 In July 2011 the business case update, recommending a joint build RHSC, CAMHS and 
DCN, was approved by the Scottish Government.   
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4 THE COMMERCIAL CASE 

Scope and Services  

4.1 This section describes the scope and services for the NPD agreement, and confirms that 
these are in full compliance with the conditions set out in the SGHD letter of 22 March 
2011.   

4.2 The project will be procured via the Scottish Government’s revenue financed Non Profit 
Distributing (NPD) model. A preferred bidder for the contract will be selected via 
Competitive Dialogue (CD) as part of the procurement process, which is described in more 
detail in chapter six.  The appointed private sector partner will build, finance, operate and 
maintain the new clinical facility, which will accommodate the RHSC and the DCN. 

  
4.3 The new building will be located adjacent to the existing RIE on the Little France site. The 

intention is that the project will be a separate, standalone facility on the Little France site 
as far as is practically possible. It is anticipated, however, that there will be a number of 
common interfaces with the RIE / Consort Healthcare facility, associated mainly with 
infrastructure for ICT, security / fire alarm systems and the pneumatic tube delivery system 
employed by NHS Lothian within the RIE site. 

4.4 The concession will be for a 25 year contract period post completion of construction and 
commissioning.  This will specifically exclude the provision of all clinical services and soft 
facilities management which will remain with the NHSL.  It is currently anticipated that the 
NPD agreement will include the following enabling requirements:  

• Hospital square  

• Specified road works  

• Emergency Department link  

4.5 The funding and programme for other clinical and external enabling works on the Little 
France site form part of the discussions underway with Consort Healthcare, to be 
regulated by SA6 for the existing PFI contract for the Royal Infirmary of Edinburgh and 
subsequent RIE Project Agreement variation.  See Appendix 1 for the current position.   

4.6 Other areas not within the scope of the NPD agreement are set out in figure 11 in 
paragraph 2.91. 

4.7 The NPD agreement will reflect the SFT Standard Project Agreement issued in June 2011.  
The NPD model set out in this agreement is defined by three core principles: 

• Enhanced stakeholder involvement in the management of projects; 

• No dividend bearing equity; and 

• Capped private sector returns 

4.8 Projects funded using NPD principles will pay a fixed return to the holders of the 
subordinated debt of the single-purpose vehicle (SPV).  All other distributions to equity (i.e. 
the holders of the shares and subordinated debt of the SPV) will be prohibited.  Surpluses 
arising after satisfying all precedent lines in the cash cascade, subject to any agreed 
prudent reserve, will either be payable to the Authority (NHSL) either in lump sums as they 
arise or used to reduce the future service payments.  Other key features of the NPD model 
are: 
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• Corporate structure: NHSL will contract with an SPV (referred to in the Standard 
Project Agreements as “Project Co”) which will be majority owned and controlled by 
the private sector investors.  NHSL will own a “golden share” in the SPV which 
gives it certain controls over the corporate, governance and management 
structures within the SPV.  The SPV’s articles of association must incorporate the 
mandatory NPD articles, produced by the SFT, that enshrine the fundamental 
principles of the NPD model. 

• Public Interest Director: One of the SPV’s directors will be appointed by the SFT.  
The Public Interest Director will bring an independent voice to the SPV’s board and 
ensures a greater degree of transparency and accountability.   

• Refinancing: Under the NPD model the Public Interest Director has the right to 
instigate a refinancing of senior debt, but not of subordinated debt, on broadly the 
same basis as NHSL may instigate a refinancing under SoPC4 guidance. 

4.9 SFT have provided a suite of contractual documents, comprising a NPD Project 
Agreement and memorandum and articles, that will be adopted for use in this project, 
appropriately amended for project and NHS-specific issues.  

Risk Allocation 

4.10 As part of the risk workshops undertaken during the OBC stage, a risk allocation matrix 
was prepared.  This confirmed the proposed allocation of risks between NHS Lothian, SFT 
and the private sector.  The standard PPP Risk Allocation Matrix within the SCIM was 
used to determine which risks were acceptable to transfer and retain.  

4.11 Following advice from SFT, the risk of a change in interest rates will be retained by 
Scottish Government at programme level; all other risks will follow the standard allocation 
for an NPD project. 

4.12 NHS Lothian will via the NPD Project Agreement transfer the relevant risks to the private 
sector.  As part of the ITPD documentation, potential bidders will be required to confirm 
their agreement to the proposed risk allocation. 

4.13 A copy of the risk register, which includes the risk allocation matrix, is included as 
Appendix 12.  The risk management approach for the project is explained in detail in 
chapter six.  

Charging Mechanisms 

4.14 This section describes the charging mechanisms that are proposed that will govern the 
payments made by NHS Lothian to the NPD operator.    

4.15 Such arrangements are controlled under NPD and similar projects by a payment 
mechanism that forms part of the contractual documentation.  SFT have provided a 
standard form payment mechanism for use in NPD projects.  However, this has been 
designed on a generic basis for any type of accommodation project and would need to be 
amended for use in NHS schemes.    
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4.16 The mechanism has the following key features: 

• The mechanism calculates the amount per month that will be paid to the operator, 
based on the annual unitary charge, indexed as agreed in the contract, converted to a 
monthly sum from which various deductions may be made if applicable. 

• Deductions are made where the operator fails to perform services as specified in the 
contract documents, these being a fixed amount per failure based on the severity of the 
failure.  

• Deductions are made where an area of the facility is deemed to be unavailable, or 
unsuitable for use in terms of, for example, temperature, safety, lighting.  The size of 
the deduction is dependent on the importance placed on the area in question, with the 
facility being divided up into areas each of which is given its own weighting.  

• The whole facility can be made unavailable if a certain proportion of areas are 
unavailable.  If the NHS continues to use an area that is deemed unavailable, there is a 
lower level of deduction.  

• The operator is given a period of time to rectify the problem before a deduction is made  
• Deductions ramp up if there is a repeated occurrence.  
• Insurance premiums, energy, rates and water charges are treated as pass-through 

costs.

4.17 The NPD mechanism differs from payment mechanisms in use within the NHS in one key 
respect. The NPD standard assumes that the Facilities will not be required to be available 
24/7 and operates Deductions on the basis of whole days rather than several sessions 
within a day. This is unlikely to be workable in an operational hospital that is in use 
constantly and so the NPD standard will need to be revised in this respect. 

4.18 The Scottish Futures Trust standard form of NPD contract and the payment mechanism 
within it are consistent with the project assets being statistically classified as non-
government in the National Accounts as defined in the European System of Integrated 
Economic Accounts (ESA95). This classification is a requirement for revenue support 
funding from Scottish Government under the NPD programme. 

Site Disposals 

4.19 The project will release the land and buildings at the existing RHSC. Given the ongoing 
delivery of other clinical services on the WGH site, there is no assumption that there will be 
capital receipts associated with the DCN. 

4.20 CEL 32 (2010): Arrangements for the Management of NHSScotland Capital Resources 
after 2010-11 confirmed that for those capital receipts not already identified as supporting 
projects with approved Outline Business Cases the capital element of receipts will accrue 
to SGHD and be used to support the overall capital programme. Any element of an asset 
disposal that scores as revenue income (profit on disposal) will be left with NHS Board 
where the capital receipt arose.    

4.21 This business case, therefore, does not include any capital receipt as a funding source for 
the project, as the capital element of the disposal proceeds will be returned to SGHD.  This 
assumption has been made on the understanding that all of capital costs associated with 
the project i.e. the non NPD elements such as equipment and enabling will be funded by 
an SGHD project specific allocation.  Any revenue benefit arising from a profit on disposal 
will be used to support any non-recurring implementation costs for the project.  
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Figure 22: Key milestones from the Strategic Development Delivery Programme 

Accountancy Treatment 

4.27.1 Accounting treatment that is likely to apply to assets created by the project is explained 
in chapter 5, the Financial Case, from paragraph 5.50.  
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Impact on Balance Sheet 

5.44 The accounting treatment likely to apply to assets created by the project into three 
categories: 

• Assets within the scope of the NPD contract 

• Assets delivered by Consort Healthcare  

• Assets funded and subsequently owned and/or managed by NHS Lothian  

NPD Assets

NHS Lothian’s accounts 

5.45 In considering the appropriate accounting treatment for the NPD Project assets, it is first 
necessary to consider whether the arrangement is regarded as a service concession 
falling within the scope of HMT Guidance on IFRIC 12.  

5.46 The project will be delivered using the standard contract for NPD projects issued by SFT.  
As such, the following features of the contract are indicative that the NPD arrangement is 
within the scope of IFRIC 12 as it meets all the following requirements under the HMT 
Guidance: 

• NHS Lothian will control or regulate what services the NPD operator must provide with 
the infrastructure, to whom it must provide them and at what price 

• NHS Lothian controls significant residual interest in the infrastructure asset at the end 
of the term of the agreement 

• the infrastructure has been constructed by the NPD operator on land that will be under 
the control of NHS Lothian. 

5.47 Accordingly, per the guidance set out in IFRS, NHS Lothian will need to record the 
infrastructure assets constructed under the project on its balance sheet. 

5.48 The significant accounting entries required would be as follows: 

• Recognition of the infrastructure asset and equipment on the balance sheet with a 
corresponding long term finance lease creditor at the date of transition to IFRS; 

• Depreciation of the infrastructure asset over its economic useful life.  The depreciation 
charge for the period since completion of construction / provision of equipment to the 
transition date would be recorded through the income and expenditure reserve 
account; 

• Allocation of the finance charges to periods during the term of the NPD arrangement; 
and  

• Allocation of facilities management service charges to periods during the NPD term. 

Governmental accounts 

5.49 From 1st April 2009 the accounting and budgetary treatments in relation to PFI and similar 
transactions diverged. As noted above, accounts for bodies such as NHS boards follow 
IFRIC 12. Departmental budgets such as those of the Scottish Government must follow 
National Accounting standards, as set out in the Manual on Government Deficit and Debt 
(MGDD). This provides guidance on assessing balance sheet treatment for ‘services 
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purchased by government on the basis of dedicated assets’. As such, the proposed NPD 
arrangement would fall within the scope of MGDD. 

5.50 The key issue under MGDD is the classification of the assets involved in the arrangement 
– either as government assets or as the (NPD) operator’s assets. The assets can be 
considered as non government assets only if there is strong evidence that the operator is 
bearing most of the risk attached to the specific partnership. In this context the risk 
assessment focuses on the following three main categories of risk: 

• Construction risk: (covering events like late delivery, meeting defined specifications 
and additional costs), 

• Availability risk: (covering volume and quality of output), and 

• Demand risk: (covering variability of demand). 

5.51 The assets should be classified as off balance sheet for government if both of the following 
conditions are met: 

• the operator bears the construction risks, and 

• the operator bears at least one of either availability or demand risk. 

5.52 If these conditions are met the contract is treated as similar to the treatment of an 
operating lease in ESA 95 - it would be classified as the purchase of services by 
government. If the conditions are not met then the assets are to be classified as on 
balance sheet for government. 

5.53 Based on the proposed NPD contractual arrangements the operator and not NHS Lothian 
will be exposed to construction risk. Specifically, NHS Lothian will not be obliged to pay for 
the assets unless they are delivered in working order and in accordance with the agreed 
specifications.  A requirement for the NHS Lothian to pay without taking into account the 
effective state of the assets that are delivered would be evidence that the NHS bears the 
majority of the construction risk and is acting as de facto the owner of the assets. This 
would also be true were NHS Lothian required to make payments to cover additional 
costs, whatever their justification.  In order for NHS Lothian to be regarded as not having 
the construction risk the important point is that the NHS should not be obliged to pay for 
any event resulting in a default in the management of the construction phase by the 
operator, which is case based on the proposed NPD standard contract.  On this basis it 
would appear that the NPD operator and not NHS Lothian would bear the construction risk 
in respect of the assets built under the project. 

Availability risk 

5.54 The NHS is assumed not to bear such risk if it is entitled to reduce significantly its periodic 
payments if certain performance criteria are not met. Under these conditions, the NHS 
payments must depend upon the effective degree of availability ensured by the operator 
during any given period of time. The application of penalties where the operator is 
defaulting on its service obligations must be automatic and must also have a significant 
effect on the operator’s revenue. The proposed payment mechanism arrangements would 
suggest that this risk rests with the operator. 

Demand Risk 

5.55 The NHS is assumed to bear this risk where it is obliged to ensure a given level of 
payment to the operator independently of the effective level of demand. The proposed 
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payment structure suggests that the payments due from the NHS to the operator are, 
subject to availability of the assets, due regardless of the level of underlying demand for 
the assets. On this basis demand risk will clearly rest with the NHS. 

Conclusion 

5.56 On the basis that the operator and not NHS Lothian is exposed to the construction risk and 
the availability risk the analysis under the MGDD would suggest that for National Accounts 
purposes the assets would be off balance sheet.  

Consort Healthcare Assets

5.57 At present, the assumption made in this business case is that assets to be delivered by 
Consort Healthcare will be paid for directly by NHS Lothian.  Consort Healthcare will carry 
out the works and recover the cost from NHS Lothian without amendment of the unitary 
charge. 

5.58 The reason behind this decision is based on analysis of the Consort Healthcare contract 
using ESA95, which concludes that less than 50% of availability risk is transferred to 
Consort Healthcare under the current payment mechanism, and so places the assets on 
balance sheet in terms of National Accounts.  Therefore, any new assets created under 
the contract and paid for under the payment mechanism would also require to be classified 
as on balance sheet, with the requisite capital cover having to be provided in addition to 
payment of an increased unitary charge.   

Assets funded by Scottish Government / NHS Lothian

5.59 By applying the processes described above for IFRIC 12 and ESA 95, any such assets 
would be on balance sheet at both NHS Lothian and Scottish Government level. 

Impact on Income and Expenditure Account  

5.60 The SGHD budgetary framework with UK Treasury is operated under ESA95. This is 
broadly equivalent to the former method of resource accounting framework under UK 
Generally Accepted Accounting Principles (UK GAAP).  Since 2008 however, Health 
Boards' accounts and financial targets have been set under International Financial 
Reporting Standards (IFRS). 

  
5.61 When SGHD sets the Board's revenue allocation (RRL), the effect of PFI schemes under 

UK GAAP is removed from its core revenue allocation and replaced with a sum equivalent 
to the costs of such PFI schemes under IFRS accounting within its non-core allocation. 

5.62 Recognising the impact of IFRS accounting treatment, the Board’s financial advisers have 
undertaken an initial review of the likely impact of the NPD costs on both the Revenue 
Resource Limit (RRL) and Annually Managed Expenditure (AME).  However, further work 
is required to more fully understand the actual impact of the SGHD revenue funding 
assumptions and the budgetary implications for RRL / AME, compared with the accounting 
entries for the NPD operating costs, financing costs, unitary charge uplift, lease creditor; 
and depreciation.  This will be taken forward through discussion with the Board’s financial 
advisers and SGHD. 

Page 735



���������	��


��������������������������

������������������	����

- 65 -
Version 4.0  

Statement of Affordability  

5.63 NHS Lothian confirms that the financial consequences will ultimately be managed as part 
of their financial and capital plan process; with support from the Scottish Government, 
NHS Boards and charity partners. This will be fully explored as part of the Full Business 
Case stage. 
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• Partnership involvement in working groups and workshops  

• Regular briefing on the status of the project. 

6.6 The project is a substantive agenda item on the SEAT Directors of Finance and Directors 
of Planning meetings.   

6.7 As principle stakeholders in RHSC, CAMHS and DCN, NHS Borders, Dumfries and 
Galloway, Fife and Forth Valley have a role in the project governance and sign-off of the 
service model, preferred option and revenue costs outlined in the business case.  

Procurement Strategy 

6.8 The key stages associated with the competitive dialogue (CD) procurement process and 
described in this section are: 

• OJEU notice 

• Pre-qualification  

• Competitive Dialogue  

• Submission of final tenders 

• Selection of preferred bidder 

• Financial/Contract close 

6.9 The Procurement Strategy for the project is included as Appendix 18.  Below is a summary 
of that process.   

6.10 Key Stage Review 2 will review the project and proposed procurement strategy after the 
OBC has been approved and prior to procurement commencing.  

6.11 The OJEU notice is programmed to be published in March 2012. This will outline NHSL 
requirements for the project including details of the procurement strategy with regard to the 
pre-qualification process and associated selection and award procedures.  The draft OJEU 
notice is included at Appendix 19. 

Pre-qualification 

6.12 Organisations or consortia expressing an interest in the project will be asked to complete a 
pre-qualification questionnaire (PQQ). This will verify organisations experience, financial 
standing and professional and technical capacity for delivering the project.  

6.13 During the pre-qualification phase a bidders’ day will be held to provide more information 
to prospective bidders on the project and the approach to the competitive dialogue 
process.  

6.14 PQQ submissions will be evaluated via formal scoring methodology.  It is proposed that a 
minimum of 3 bidders with the highest scores from this process will be shortlisted to go 
through to the CD phase. It is anticipated that all 3 short listed bidders will proceed through 
to the end of the CD process when a preferred bidder will be selected. 

6.15 Prior to confirmation of shortlisted bidders, a further key stage review (before the Invitation 
to Participate in Dialogue is issued) review will be carried out by SFT. 
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6.16 The reason for short-listing three bidders can be summarised as follows: 

• Taking additional bidders forward beyond PQQ will place additional burdens on Project 
Team resources, potentially adding to procurement costs. 

• The time period for the CD process will be extended, increasing the overall procurement 
timescales 

• Potential bidders will have concerns about resourcing and financing their bid through CD 
and tender stages when the chance of success is reduced 

• Three bidders is the usual shortlisted number on similar NPD projects 

6.17 It is acknowledged that due to the specific requirements of the RHSC & DCN project, 
current market conditions and the low number of private-public partnership projects 
associated with the acute health sector undertaken in recent years, that the PQQ will be a 
key stage to ensure that bidders with the appropriate blend of skill and experience are 
shortlisted. 

Invitation to Participate in Dialogue and Competitive Dialogue Process 

6.18 The CD process has been programmed to last 8 months between April 2012 and 
November 2012.  The process will commence with the issuing of an Invitation To 
Participate in Dialogue (ITPD). This document will establish the requirements for 
information that bidders will submit for evaluation/review throughout the process. 

6.19 The ITPD will include output specifications and other technical information to inform 
bidders of NHS Lothian’s requirements, including the project’s reference design that fixes 
clinical functionality, with mandatory elements that bidders will not be able to depart from 
this in their proposals. 

6.20 The ITPD will describe how the interim review stages at the end of dialogue stage 1 
(Invitation to Submit Outline Proposals) and at the end of dialogue stage 2 (Invitation to 
Submit Final Tenders) will be handled. This will include details of information required at 
each stage and the review criteria. 

6.21 It is proposed that there are three main stages to the CD process:  

• Stage 1 dialogue on the strategic direction of the project and development of bidder’s 
proposals, including 1:500 and 1:200 plans and associated technical / financial 
proposals. At the end of stage 1 the three bidders will be invited to submit their outline 
proposals. 

• Stage 2 will look at more detailed proposals, including 1:50 plans and associated 
technical / financial solutions. The second phase will conclude with an invitation to 
submit detailed proposals. 

• Stage 3 is a further round of dialogue and clarification before bidders submit a draft 
final tender, which will allow NHS Lothian and their advisors to ensure that bidders’ 
final proposals address all aspects required in the final tender and are fully compliant 
with all mandatory requirements. 

Invitation to Submit Final Tender (ISFT) 

6.22 A Key Stage Review will be conducted prior to the ISFT. 
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6.23 Bidders will formally be invited to submit their final tenders. The ISFT document will 
confirm what detail is expected and advise what criteria and weightings will be used by 
NHS Lothian during the evaluation of tender proposals.  

Selection of Preferred Bidder 

6.24 Following the detailed evaluation of the final tenders, a final evaluation report will be 
prepared to recommend the preferred bidder. This recommendation will be based on the 
tender that represents the most economically advantageous. A full debriefing for 
unsuccessful bidders is included in the procurement programme. 

Financial / Contract Close  

6.25 Negotiations will take place with the preferred bidder to complete the NPD Project 
Agreement and clarify outstanding issues to reach a position where the agreement can be 
signed. During this period the preferred bidder will apply for and obtain detailed planning 
approval for the project. 

6.26 In parallel with this, activity will take place to complete the Final Business Case (FBC) for 
the project and gain all necessary approvals to allow contract close to take place. This 
phase is programmed to take 3 months, achieving contract close in mid July 2013. 

6.27 A final key stage review (pre-financial close) will take place before the NPD Project 
Agreement is signed with the preferred bidder. 

Project Management  

6.28 This section will outline: 

• The project’s structure 

• Project reporting arrangements in relation to the overall programme 

• Key roles and responsibilities of the project board and project team 

NHS Lothian Board 

6.29 NHS Lothian Board retains overall responsibility and decision making for the project.  It is 
therefore responsible for: 

• Appointment of advisers 

• Approval of the Outline Business Case 

• Approval of the OJEU notice 

• Approval of the shortlist 

• Approval of the preferred bidder 

• Approval of the Full Business Case 

• Approval of the final contract / contract award 

Project Board 

6.30 The Project Board is held monthly and includes the key stakeholders of the project.  It is 
chaired by the Project Sponsor who reports directly to the Board Chief Executive for the 
delivery of the business benefits of the project.  
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6.31 The Project Board reports to NHS Lothian Board via the Executive Management Team 
and the Finance & Performance Review committee.    

6.32 The role and remit for the Project Board including a list of project board members is 
included within Execution Plan (PEP) at Appendix 20. 

Project Team 

6.33 The project team responsible for the day to day delivery of the project from OBC through 
procurement of the NPD partner to FBC stage, reports directly to the Project Board and is 
comprised of: 

• Project Director 

• Project Manager (Davis Langdon) 

• Project Clinical Director – DCN 

• Project Clinical Director – RHSC 

• Commissioning Manager (not yet appointed) 

• Project Accountant (not yet appointed) 

• Service Planning Project Managers 

• Capital Planning Project Mangers 

• Enabling Works Project Manager 

• Contracts Manager (not yet appointed) 

• Strategic Redesign Partnership Representative 

• Project Administrators 

Workstreams 

6.34 A total of 11 workstreams have been set up to progress the project through to financial 
close:   

• Project Management Executive 

• Procurement Coordination 

• Design & Construct 

• Facilities Management 

• Cost Consultancy 

• Commercial 

• Finance 

• Legal 

• Equipment 

• Business Case  

• Enabling works 

6.35 In addition to the above workstreams, a fixed-term Reference Design Team has been 
appointed to develop designs to the stage required for this OBC and in preparation for 
procurement of the NPD.  External advisers have been appointed on a fixed-term basis to 
deliver the Reference Design.   

6.36 The workstream leads meet on a fortnightly basis and report to the Project Manager 
(technical advisers Davis Langdon).  A project delivery structure is included within the PEP 
along with the role and remit for each of the workstreams at Appendix 20.  
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6.37 The project programme is managed on a day to day basis by the Project Manager (Davis 
Langdon) with progress against the programme reported formally on a monthly basis at 
the workstream progress meeting.  

Stakeholder involvement 

6.38 The stakeholders to the project can be summarised under six main headings:   

• NHS Lothian, comprising Lothian Partnership Forum, individual clinical design groups, 
Facilities Management, joint (support services) groups  

• RHSC + DCN combined project workstream groups 

• Statutory authorities and public utilities including the Health & Safety Executive, City of 
Edinburgh planning department as well as other bodies such a Architecture and 
Design Scotland (A&DS) who are a statutory consultee through the planning process 

• Funding comprising Lothian NHS Board, other NHS Boards, charities, the University of 
Edinburgh and the Scottish Government.  

• Patient Focus and Public Involvement (PFPI) groups  

• Other Stakeholders comprising National Education Services Scotland (NES), core 
NHS Lothian sections & others. 

Key stakeholders of the project are represented within the appropriate workstreams and, 
where required, at project board level.   

6.39 The clinical design structure ensures that staff can feed into the reference design, with 
representatives of departments participating in the design task groups.  They will engage 
with their colleagues and the project team to develop and agree operational briefs that 
reflect their requirements, and to review project designs and proposals and feed back to 
the design team.   

6.40 A full stakeholder map for the project is included within the PEP under Appendix 20.  

6.41 A communications plan is in place to ensure communication and consultation with the 
wider network of stakeholders to the project.  The strategy, with a record of activities to 
date, is included at Appendix 21.    

Project Roles and Responsibilities 

6.42 A review of NHSL capabilities was undertaken following the project being converted to an 
NPD project, and appropriate resources allocated to the project accordingly, both internally 
and via the use of external advisors.  The PricewaterhouseCoopers review in September 
2011 also considered and made recommendation with regard to these resources, detailed 
in Appendix 3.  

6.43 Detailed roles and responsibilities for each individual within the core project team are 
summarised in figure 42 and detailed in Appendix 20, the Project Execution Plan.  
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Change Management 

6.51 The project falls under NHS Lothian’s ‘Improving Care, Investing in Change’ strategy.  The 
redesign and re-building of services on a new site represents considerable change for 
patients, staff and other stakeholders.  Overall management of this change will be through 
the Project Sponsor, the Chief Operating Officer for NHSL.  

6.52 The project team has considerable experience of managing change arising from complex 
capital projects.  A change management plan action plan will developed as a part of 
commissioning planning for the new build, and detailed in the FBC due to be submitted in 
the summer of 2013.  

6.53 There are significant workforce changes required by the new service models proposed as 
a part of this project.  Workforce plans to support the proposed service models are being 
developed with the input of staff, Partnership, employee relations and organisational 
development.  These will be detailed for the FBC submission in 2013 and rolled out under 
appropriate organisational practices. 

6.54 A Workforce Planning group will be established and led by operational management with 
the remit to: 

• Look at key drivers for organisational changes. 

• Support the workforce planning for transfer of service from the RHSC, CAMHS and 
DCN to their new accommodation at Little France. 

• Deliver the operational policy for the service within the new building. 

• Identify skills requirements and training needs to deliver the model of care. 

• Implement and introduce new ways of working. 

6.55 The management teams and operational staff in RHSC, CAMHS and DCN will be fully 
engaged in planning the transition to the new build, and implementing any changes to the 
service model that can be introduced between now and 2016 in preparation for the move.  
For example, the clinical service model for paediatric surgery is already moving towards 
that proposed for the new hospital in response to current operational challenges, and bed 
modelling looking forwards, including benchmarking against peers.  

Benefits Realisation  

6.56 Benefits that NHSL plans to see delivered include improvements in quality and clinical 
effectiveness through a building designed around good clinical pathways and supporting 
facilities.  The RHSC, CAMHS and DCN are planned to deliver upper quartile performance 
when measure against peer services in the UK, contributing to NHSL’s goal to be one of 
the top 25 healthcare systems worldwide. The quality of the clinical environment in a 
purpose-designed new build will reduce the risk of healthcare associated infection, 
particularly through the increased provision of single rooms in inpatient areas.  100% 
single rooms in DCN will also contribute to an improved patient experience, with greater 
protection of privacy and dignity, and improved clinical outcomes.   

6.57 The project will also benefit NHSL and its users through provision of more sustainable 
services for children and young people and for adult neuroscience patients.  The new 
building will be a more environmentally sustainable facility that its predecessors, with 
reduced carbon emissions and better access by public transport for staff and patients.  
The co-location of RHSC, DCN and RIE will also contribute to the sustainability of medical 
staff rotas with the changing workforce over the next decade.     
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6.58 A Benefits Realisation Plan has been developed to identify against each benefit:  

• Lead responsibility for ensuring the delivery of the benefit. 

• Action to be taken to ensure the benefit is realised. 

• The projected timescale for realisation of the benefit. 

• How the realisation of the benefit will be monitored and measured. 

6.59 The Benefits Realisation Plan for the OBC is included as Appendix 22.  This will be 
developed for the full business case.   

6.60 Overall responsibility for ensuring that the benefits of the project are achieved rests with 
NHSL, through the Project Board or its successor. 

6.61 Where relevant, the performance measures identified within the Benefits Realisation Plan 
will be reviewed as part of the Project Evaluation Plan. 

Risk Management 

6.62 As part of the OBC addendum submitted in March 2011, a qualitative risk assessment on 
the short listed options was undertaken.   

6.63 Following advice from Scottish Government to prepare a shadow tariff model only for the 
preferred option for the purposes of the main OBC submission, a quantified risk 
assessment of all options was not prepared.  Instead, all risks inherent within the project 
were analysed for the preferred option only. 

6.64 The following risk approach was developed based on the SCIM guidance with expert 
support from the Technical Advisor and Financial Advisor teams. 

6.65 A copy of the full project risk register is attached at Appendix 12. This includes a risk 
allocation matrix as well as details of who is responsible for the management of risks and 
the required counter measures.  

6.66 Methodology

6.66.1 The risk management methodology for the project followed the model below, with key 
project stakeholders involved at all stages:  
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Post Project Evaluation 

6.72 The purpose of undertaking a Project Evaluation is to assess how well the scheme has 
met its objectives and whether they have been achieved to time, cost and quality.  

6.73 The evaluation will be led by the Project Team supplemented by representatives of key 
stakeholders.  The Project Board, or its successor, will receive evaluation reports on each 
element. 

6.74 In accordance with current guidance and good practice the project will be evaluated in 
stages: 

• Stage 1 – Procurement Process Evaluation (post financial close) 

• Stage 2 – Monitoring Progress (during construction) 

• Stage 3 – Initial Project Evaluation of the Service Outcomes (6-12 months after 
commissioning)  

• Stage 4 – Follow-up Project Evaluation (two years into the operational phase) 
  
6.75 In each stage, the following issues will be considered: 

• To what extent relevant project objectives have been achieved? 

• To what extent the project went as planned? 

• Where the plan was not followed, why this has happened? 

• How plans for the future projects should be adjusted, if appropriate? 
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BRIEFING: NHSL NEGOTIATIONS WITH CONSORT HEALTHCARE

[Commercial in confidence] 
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LETTERS OF SUPPORT FROM KEY STAKEHOLDERS: 

A) NHS BORDERS 
B) NHS DUMFRIES & GALLOWAY 
C) NHS FIFE 
D) NHS FORTH VALLEY  
E) UNIVERSITY OF EDINBURGH 

Page 752













���������	��


��������������������������

������������������	����

���������	�

- 90 -
Version 4.0     

INDEPENDENT DESIGN REVIEW BY SCOTTISH FUTURES TRUST  

[Commercial in confidence]
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PROJECT REVIEW BY PRICEWATERHOUSECOOPERS OF THE 
SIGNIFICANT CHALLENGES AND RISKS AROUND THE PROJECT

[Commercial in confidence]
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RECOMMENDATIONS TO NHS LOTHIAN BY THE SCOTTISH 
GOVERNMENT’S INFRASTRUCTURE INVESTMENT BOARD 

[Commercial in confidence]
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FUTURE SERVICE MODEL FOR CHILDREN AND YOUNG PEOPLE 

1. Principles of Redesign  

Throughout the consultation of the NHS Lothian Children and Young People’s 
Health Strategy in 2006, patients and families clearly stated what is important to 
them. Since then, the RHSC Family Council and the Children and Young People 
Advisory Board has developed ‘Principles that are important to Patients, 
Families and Public’.  

These include: 

• The children’s service should have children and young people at the centre 
of a nurturing, engaged community. 

• Systems and space should recognise the healing capacity of sustaining 
everyday lives. 

• There should be parallel pathways of care for parents, carers and families, to 
ensure that they are appropriately supported and empowered during periods 
of personal stress and distress. 

• Patients will travel for specialist care, but routine care should be delivered 
locally.  

• Patients are happy to see experts, including consultants, nurse specialists 
and other practitioners. 

• There is a need to improve communication throughout the NHS. 

• Patients want equitable quality of care wherever they go. 

In addition, principles for redesign were developed by NHS Lothian to inform the 
‘Improving Care, Investing in Change Programme’. These have been built on to 
include the issues relating specifically to children and young people’s health 
services. These are outlined as follows:

• Children’s services across South East Scotland and Tayside will be safe and 
effective and of the same quality irrespective of where it is delivered.  

• Care delivery will be age-appropriate and for patients up to 16 years of age, 
and in some cases up to 18 years. It will be delivered by the most 
appropriate practitioner, whether it is doctor, nurse or allied health 
practitioner or other. 

• Each specialty will decide where it will deliver each of the 4 levels of care – 
local, secondary care, regional and national. 

• Service delivery networks and Managed Clinical Networks will be 
established to support local service delivery where appropriate, by providing 
support for local clinical decision-making. 

• Ongoing redesign will take account of critical care needs (i.e. the necessary 
blend of HDU / PICU) and the impact on all other support services. 

• Each service model must: 
o Support achievement of 1A banding for junior medical staff, as well 

as the requirements for MMC in future; 
o Support achievement of national quality targets; and 
o Meet the contractual requirements for all staff

• The groups established to progress this work will fully engaged with patients, 
multidisciplinary groups of staff, staff side, primary and secondary care, SAS 
and other agencies as appropriate. 
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This process has been progressed by a number of patient pathways as follows: 

• Front door/unscheduled care services 

• Out-patient/medical day care services 

• Scheduled in-patient services 

• Theatre & day surgery services 

• Critical care 

• Child & Adolescent Mental Health Services (CAMHS) 

• Children and young peoples services in the community 

• Adolescents/age appropriate care 

• Clinical support services, including Pharmacy, Radiology & Laboratories 

The process of service redesign initiated for the project will continue with an 
implementation programme to support the delivery of the new models of care. 

2. Report of proposed Redesign of Patient Pathways 

Generic recommendations

The outcome of service redesign identifies the following key principles:  

• The hospital will continue to provide a local service for Lothian, a 
Regional service to the South East of Scotland and a National Service 
for a small number of specialities. 

• Healthcare will be provided locally unless there is a sound reason for it to 
be provided centrally. 

• Unscheduled / emergency medical care will be managed separately from 
scheduled care during the initial 48 hour period. This will enable the 
unplanned workload to be managed adjacent to the Emergency 
Department and will be supported by the delivery of the ‘Hospital at 
Night’ concept, and in turn protect the scheduled activity to ensure 
national access targets are met. 

• Age appropriate facilities will be embedded in the design of the hospital 
as a whole, there will be adolescent beds within each of the wards with 
dedicated adolescent shared/social space between the medical inpatient 
and long stay surgical ward.  There will be a dedicated Teenage Cancer 
Trust Unit ( 3 beds) within the Oncology Ward. 

• Patients over 12 years will be cared for in single sex areas. 

• At least 50% of beds will be in single rooms. 

• Parental and family accommodation will be provided at ward level as well 
as in specific ‘hotel’ facilities within the hospital site. 
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• Facilities will be provided to support children and young people and their 
families in maintaining as normal a routine as possible, including keeping 
up with their school work. 

Front Door / Unscheduled Care 

• The Emergency Department (ED) in RHSC will receive patients up to 16 
years of age, in age-appropriate facilities, and should be adjacent and 
linked to the RIE Emergency Department, both departments having easy 
access for emergency services and the public. 

• Patients will remain in the ED for as short a time as possible, and less 
than 4 hours, and will be discharged home wherever that is clinically 
appropriate.  Admission to hospital will be avoided where possible.  

• There will be a Paediatric Acute Receiving Unit (PARU) adjacent to the 
ED where medical emergency patients can be observed, assessed and 
treated for short periods of up to 48 hours, supported by easy access to 
diagnostics (e.g. radiology, laboratories) and therapies.  Patients would 
either be discharged within this period, or admitted to an inpatient ward 
for further treatment.  

• The PARU will be one flexible unit, with 3 main patient groups and will 
 include: 

o An area for short stay observation, which will support 100% 
compliance with the 4-hour target for the ED (at present sitting at 
an average of 99%), by caring for children who require a short 
period of observation following treatment in the ED, as well as the 
large number of patients currently admitted for less than one day. 

o An area for unscheduled medical patients (up to 48 hours).  
o An area for young people attending as emergencies, including 

those who self harm, or with drug and alcohol intoxication.  

• Senior paediatric medical, nursing and AHP staff will be integral to the 
staffing of the PARU. They will be experienced and will make early, 
informed decisions about discharge or the need for further treatment. 
Each patient will have a consultant / lead clinician identified. 

• The importance of the subspecialty teams is recognised, and models of 
workforce management (particularly nursing) will be predicated on staff 
with the required specialist skills being available to care for patients. 

• The PARU will have appropriate accommodation to support the multi-
disciplinary teams that will be using it.   

• For the direct support they require, the ED and PARU require adjacency 
or easy access to 

o Radiology – x-ray / ultrasound / CT 
o Laboratories – (near patient testing + on campus easily accessed 

labs via an pneumatic tube system) 
o Pharmacy – one-stop-dispensing in dept with a pharmacy 

dispensary 
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o A&C support 
o Social work support 

Advantages of this model include:  

• The patient will have early senior assessment and early senior decision-
making so that diagnosis and treatment can be established, without 
delay, resulting in quicker recovery.  

• This proposal will focus unplanned medical workload in one ward area, 
which will assist in delivering the ‘Hospital at Night’ concept, and support 
its sustainability. 

• Following benchmarking with other specialist children’s hospitals, and in 
particular Alderhey Children’s Hospital in Liverpool, it is anticipated that 
the present length of stay for emergency paediatric patients could be 
reduced if this model was established.  

Outpatient / Medical day care 

• The provision of outpatient and day care services in the right place, with 
the right staff and equipment available, is central to these plans. 

• Paediatric outpatients are currently delivered on 12 main sites in Lothian 
and in over 35 smaller sites. However, these sites do not always offer 
suitable accommodation for the clinics held there, or the necessary age-
appropriate facilities. The strategy is for Community Treatment 
Centres/Hospitals to be established within Lothian that provide outpatient 
facilities for children & young people and thus shifts the balance of care 
from hospital to community settings where access to specialist services 
are not required.  There are already clinics established in Leith 
Community Treatment Centre and Midlothian Community Hospital with 
plans for clinics to be established in the new build Musselburgh Primary 
Care Centre. This is part of a separate business case process being 
progressed by the ‘Developing Children & Young Peoples Services in the 
Community’ Strategy Group 

• The clinics and medical day care facilities in the new hospital will be 
planned to provide the facilities required by children, young people, their 
families and the staff looking after them. 

• Specialist medical clinics should be co-located with essential 
physiological investigation services enabling smoother access to 
specialist care, for example the Cardiology and ECG Dept and 
Respiratory Specialists and the Respiratory Laboratory.  

• The outpatient department should be divided into several suites of 
rooms, creating different areas that provide age-appropriate facilities. 
Specialty clinics will be held in the best areas for their patients’ age 
range, condition and space requirements with supporting specialist 
equipment.  
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• There are a number of specialist hospital paediatric clinics still held in 
inappropriate locations outside RHSC because there is not enough 
space in the present hospital (e.g. spinal deformity surgery OP held in 
RIE). It is proposed to bring these services into the new hospital where 
they can then benefit from the age-appropriate environment. These 
include: 

o Spinal deformity surgical clinics are at present held at RIE due to 
lack of clinic space in RHSC. This provides inappropriate facilities 
and space for families attending with the patient. There is poor 
privacy for adolescent girls (approx 80% of patients). It is planned 
to transfer these clinics to RHSC so that there is access to other 
multi-professional teams involved in this complex care. The 
service is expanding with additional consultant surgeons joining 
the team delivering this national service and the RIE facilities do 
not have the capacity for this expansion. It is anticipated that 
there will be 7 clinics per week, held over 3.5 days. 

o Paediatric Audiology services are provided in many community 
facilities, though none of these at present have sound-proofed 
rooms, leading to a significant number of repeat investigations, 
where the child requires to attend the main Audiology department 
in the Lauriston building for a second appointment. Audiology 
works closely with a number of other key specialities, including 
ENT, cleft surgery, oncology and neurology. Children at present 
attend OP at RHSC, and then attend Lauriston for their Audiology 
tests, either on the same day or for a second appointment. It is 
proposed in future that Audiology booths will be provided in the 
OP dept of the new hospital, as well as in the proposed new 
community facilities as they are established. 

o Vision screening and Orthoptic clinics are held across Lothian. 
Specialist ophthalmology clinics and orthoptist clinics at present 
are held in the Princess Alexandra Eye Pavilion (PAEP) with 3 
paediatric clinics per week where patients see both 
ophthalmologists and orthoptists. The outcome of the BACiL 
(Better Acute Care in Lothian) review of the service (adults and 
paediatrics) proposes that the paediatric ophthalmology service 
at present in PAEP and RHSC will be delivered in the new 
C&YP’s hospital in future, providing an improved service, in age 
appropriate facilities. 

o At present paediatric dermatology clinics are held in RHSC and 
Lauriston Building. The current facility in Lauriston is not age-
appropriate where children are sharing facilities with adult 
patients. A published review of Specialist Children's Dermatology 
Services stated that 'in Edinburgh an expansion of the service at 
the Children's Hospital would be desirable'. Moving the paediatric 
activity to the new children’s hospital will support integration of 
care with other specialities including rheumatology, allergy, child 
protection and plastic surgery where patients at present have to 
attend 2 sites on same day. It will enable minor surgery to be 
performed with appropriate paediatric emergency backup, 
providing access to paediatric specialist nursing, and improved 
access to paediatric phlebotomy, x-ray and photography. Patients 
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will be able to attend the medical day case unit for required IV 
therapy. This plan will support improved transition (e.g. for 
genetic skin diseases, intractable inflammatory disorders). Some 
paediatric patient services will remain in Lauriston – where the 
paediatric patient activity is very small and ad hoc – for example 
phototherapy and patch testing.  

• For children and young people with the most specialist complex needs, 
(for example, neuro rehabilitation), it is proposed to establish a Paediatric 
Assessment and Treatment Centre. This Centre could be a focal point 
for therapy outpatient services, with skilled personnel and excellent 
facilities, providing patients with expert care from experienced multi-
professional staff, as well as other staff involved in supporting and 
assessing patients – for example school teachers. This facility should be 
located adjacent to the children’s therapy facilities 

• The new medical day care unit will provide expanded pre-planned 
investigation and daytime treatments currently available in the present 
Programmed Investigation Unit. Nurse-led organisation of assessment, 
investigation and therapy will streamline the process of care for medical 
patients who don’t need to stay overnight in hospital.  

• While the number of return outpatient appointments will be kept to a 
minimum, often long-term and highly specialist paediatric illnesses will 
require specialist follow-up until and beyond adolescence. 

In patient facilities:  

• Will be admitted directly to the day units (medical or surgical) or the in-
patient facilities. 

• Inpatient facilities should be provided in 5 main areas, all with age 
appropriate facilities –  

(1) Medical  (including all the medical subspecialties, a ‘home in 
hospital’ + sleep studies) 

(2) Surgical Short stay ( Up to 72 hrs) for both elective and 
emergency surgical  activity ( this will be for all surgical 
specialities) 

(3) Surgical Long stay ( more than 3 days) for all surgical specialities 
(4) The strength of the current amalgamation of neuroscience 

services (neurology / neurosurgery / neurophysiology / academic 
dept) should also be preserved.   

(5) Cancer unit that will manage day patients, inpatients, day patients 
and teenage cancer patients.  

• There are a small number of children with highly complex health needs, 
some who require long-term ventilatory support for either all or part of 
every day, and others who require significant technical support and care. 
These ventilated children often have a prolonged hospital stay during the 
extended period that is required for setting up home-care packages. 
Other long term patients are managed within busy, acute wards, where 
staff are balancing their day-to-day priorities, which is not the most 
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suitable environment for supporting the normal development of this 
group of children / young people. 

o It is proposed to provide a more appropriate area for children with 
complex technology needs, within the medical inpatient ward 
area.   

o The area would provide a facility where staff and families can be 
supported in developing the required new skills for managing 
their child, and be assessed in a supportive environment.  

o This would provide consistent long-term step down care with the 
social and development interaction that other children nearby 
would provide, whilst ensuring adequate levels of clinical 
supervision.  

• At least 50% of the bed spaces will be in single rooms, which will 
facilitate infection control, age-appropriate facilities and support sex 
segregation.   

• Parental and family accommodation will be provided at ward level as well 
as in specific ‘family hotel’ facilities adjacent to the hospital site. 

• Therapy facilities should be easily accessed from the inpatient facilities, 
to support delivery of timeous and effective therapy services to 
inpatients.  

• For patients with chronic or life-long conditions, a key worker/lead 
professional will be identified who will be responsible for ensuring that 
ongoing care plans are robust, appropriate, agreed with the parents and 
all professionals involved in the patients care. They will also be 
responsible for ensuring that the care plan is implemented and updated. 

• Where surgical patients require to arrive in hospital prior to the day of 
surgery either because of distance from home, or for pre-operative 
investigations, it is proposed that most children would, in future, stay with 
a parent in a family facility within the hospital unless there is a clinical 
reason for earlier admission.  

• The importance of the subspecialty teams is recognised, and models of 
workforce management (particularly nursing) will be predicated on staff 
with the required specialist skills being available to care for patients. 

• In Edinburgh, where the surgeons in subspecialties (e.g. orthopaedics) 
already operate on 13 – 16 usually within adult services, the patients 
would be managed in future by the same surgeons but within age 
appropriate environment in the children’s hospital. Patients’ aged 16-18, 
with specific specialist conditions, would have the choice of management 
in adult or the children & young people’s services.

• For patients with complex health needs admitted for elective treatment, 
especially surgery, the discharge plan must be established prior to 
admission to ensure the required equipment and support is available at 
the appropriate time.  
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• The elective surgical process will be more streamlined by the 
establishment of nurse-led pre – assessment clinics, prior to planned 
admission, which will avoid cancellations on the theatre list due to 
changes in patients clinical presentation. 

• Where other Health Boards no longer retain general surgeons who will 
undertake paediatric surgery, surgical inpatients are transferred to 
Edinburgh for the operation, as agreed with the parent Health Board, 
while day cases will be repatriated to their host Health Board.  

Theatres / day surgery

• It is proposed to have 6 theatres, incorporating emergency theatre 
capacity, and one that will have the potential for extended-day operating. 
The opportunity of increasing the number of theatres working extended 
days is being explored.  

• 70- 75% of elective general surgery is presently delivered within a day 
case admission – benchmarking with the other tertiary paediatric units in 
the UK demonstrates that this exceeds all the other units and so it is not 
anticipated that there will be a significant additional shift from inpatient 
surgery to day surgery. 

• A “Patient / family hotel” will provide accommodation to facilitate ‘same 
day’ admission for patients travelling longer distances. 

• There should be a single reception /admissions area, where all surgical 
patients (inpatients and day cases) should be admitted on the day of 
surgery. Nurse-led clerking / pre-operative assessment is currently being 
established, which will ensure the pre-op service is no longer dependent 
on doctors-in-training. Patients will have staggered arrival times, to 
enable more efficient admission. 

• Day case patients admitted for endoscopy procedures under 
anaesthetic, will require pre-operative preparation, and will require 
privacy and easy access to toilet facilities 

• Within RHSC the theatre complex should be one complete clinical area 
with the Day Case Unit (DCU) part of the theatre complex, which will 
enable the facility to work as effectively as possible. A single 
reception/admission area will service both components.  

• All day case surgical patients and all other day case  patients who 
require an anaesthetic will be managed in the DCU, to ensure the safest 
possible patient pathway for this large group of patients. 

• There will be separation of the pre and postoperative ‘patient flows’ in 
theatre and DCU so that the patients (accompanied by their parents) 
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going to theatre do not pass the patients returning from theatre to the 
ward, as currently happens. 

• A number of trolleys will be required in this area, for patients who have 
had sedation or pre-medication. 

• DCU should retain beds in the post op area, so that a wider group of 
patients with a longer recovery period can benefit from the opportunities 
of day surgery. There will then be a discharge lounge / play area for 
patients following surgical recovery, prior to discharge. 

Critical Care:

• Critical Care (CC) includes  
(1) Paediatric Intensive Care Unit (PICU),  
(2) The Intensive Care Retrieval Service,  
(3) Medical and Surgical / Burns High Dependency (HDU), and  
(4) Neonatal Surgery  

• CC facilities should all be located together, as well as close to, on the 
same floor as, the theatre suite. This will ensure easier transfer of 
postoperative sick patients following major surgery to critical care, as 
well as facilitating effective working for senior medical staff who work 
between theatres and PICU.  

• Paediatric Intensive Care is nationally commissioned by the National 
Services Division at the Scottish Government, as a single service  
delivered on 2 sites (Edinburgh and Glasgow).  

• In 2008  the number of PICU beds increased from 6 to 8 due to the high 
level of occupancy. This does not take account of the possible increase 
in activity when the formal age range is increased to 16/18, (currently 
approximately 9% of the PICU activity involves patients aged 16 and 
over) however it is planned to provide higher specification critical care 
bed spaces within HDU, which can be used flexibly to cope with peaks in 
patient activity of this specialist facility.  

• PICU Retrieval – also nationally commissioned where, together with 
Yorkhill, Edinburgh PICU provides a specialist team that retrieves 
critically ill children from anywhere in Scotland. This requires a highly 
skilled and competent group of medical and nursing staff. There will be a 
review of the present compliment of retrieval staff, due to the impact of 
MMC and EWTR. At present clinical fellows and senior / experienced 
PICU nurses provide an available team (one of each) at all times. 
Currently advanced nurse practitioners are being trained, and with 
increased support from consultant staff, will in future make up the team. 
This will ensure that there are staff in place as part of the solution to 
address the impact of MMC and EWTD.  

• A national High Dependency Audit took place in 2006-7, which collated 
detailed information of all patients under 16 years of age requiring high 
dependency care in all hospitals in Scotland. The audit showed that 
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there were a significant number of high dependency level patients in 
Edinburgh who were being cared for in the inpatient wards, 
predominately within respiratory and specialist surgical specialities. This 
supports the need for the planned increase of High Dependency beds. 
Most of this activity is already being provided, however significant 
amounts is within inpatient wards. For clinical governance and patient 
safety reasons, it is planned to cohort these patients in future within an 
HDU.  

• The adolescent activity in the current HDU at RHSC in 2010/11 is 128 
occupied bed days.  

• It is planned to separate medical and surgical High Dependency 
Services, as the patient groups needs are significantly different. Both 
should be co-located with PICU, the medical HDU having additional 
isolation facilities as this area will have a greater proportion of infective 
patients and with the surgical HDU being adjacent to the theatre 
recovery area as well as the surgical neonatal unit. 

• The importance of the subspecialty skills is recognised, and models of 
workforce management (particularly nursing) will be predicated on staff 
with the required specialist skills being available to care for patients. 

• Patients who have sustained thermal injuries will be admitted to and 
cared for in a Burns facility that will be provided within the surgical HDU. 
Large numbers of children at present are discharged home as soon as 
clinically appropriate and attend the plastic surgery ward for the Plastics 
Dressings Clinic, by specialist nursing staff with appropriate skills, and 
with the necessary equipment and medical support.  

• The care of surgical neonates who require postoperative surgical care 
will receive it at RHSC. The more premature patients will be transferred 
back to the SCRH. There will be closer working between the PICU and 
NICU, with greater presence of neonatologists in RHSC, and surgeons in 
SCRH, improved communication between the surgeons and the 
neonatologists, and improved support to postnatal mothers who choose 
to stay close to their baby in RHSC.  

Child and Adolescent Mental Health Services (CAMHS)

• CAMHS in Lothian provides a tiered model of care involving outpatient, 
day patient and inpatient facilities for children and adolescents up to their 
18th birthday.   

• Outpatient services will continue to be delivered in the community in a 
variety of sites across Lothian. The existing model of service is being 
reviewed in order to reduce the present waiting time for appointment.  

• Outpatient facilities will be provided in the new RHSC, as a local facility 
in the southeast of Edinburgh. There will be close co-ordination with the 
Children & Young Peoples Services in the Community group to ensure 
services are provided as close to home as possible.
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• The Young People’s Unit Tier 4 services at the Royal Edinburgh Hospital 
will move to Little France with RHSC.   This includes the Inpatient Unit 
(12 Beds), 2 Day Programmes (Age 5 – 18), the Early Psychosis Support 
Service and the Intensive Treatment Service. 

• Day patient services will continue to be delivered in West Lothian and in 
RHSC for Edinburgh, East and Midlothian.

• Inpatient and Day patient services should be located in the new RHSC in 
order to provide an integrated care pathway for this group of severely 
mentally ill patients.  

o This is particularly crucial for patients with anorexia nervosa 
whose physical health is usually severely compromised by their 
illness.  They currently account for over 50% of the acute and 
long-term admissions to the unit.

• Currently the Paediatric Psychology and (Psychiatric) Liaison Service 
offer a specialist service to patients in RHSC where mental health issues 
complicate their physical health problems. This service will require to 
expand with the expanded age-range of patients in future, and the 
additional specialties, who presently are managed out- with the hospital 
due to lack of space.  

• The Liaison Mental Health Services, including the complex 
neuropsychiatry and psychology are presently located within the 
Sciennes site, and work closely with the children’s service with active 
links with the children’s inpatient and outpatient services, in particular the 
Paediatric neurology service around assessment, advice and 
consultation. This service would be most appropriately delivered from the 
Assessment and Treatment Centre.

• Further work is required to develop and improve the model of service for 
patients with learning disability and psychiatric disorder who require 
inpatient and day patient care, as the current service does not 
adequately meet the needs of this group of children and young people.  

Children and young peoples Services in the Community 

• Collaborative working with different health disciplines and partner 
agencies is essential in providing children's services “closer to home” 

• The model of care will focus on ‘Getting it Right for Every Child’ 
(GIRFEC) - taking a holistic approach that listens to the child and family 
and develops multi-disciplinary and multi-agency services around the 
child. 

• Facilities for Children and Young People within  Community Treatment 
Centres/Hospitals are being established Lothian-wide to assist in shifting 
the balance of care to closer to patients’ homes. These are also 
providing a good and appropriate base for community staff 
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• The Centres will provide a range of services including Outreach 
Outpatient sessions for a range of specialties and professions, CAMHS, 
Community Child Health and also universal services, and including 
soundproofed audiology facilities. No one centre is likely to provide all 
services. 

Adolescent / age-appropriate care: 

• Young people up to 16 years with acute or emergency problems who 
attend the ED at Little France will be seen in the new Children’s & Young 
Peoples Hospital and those over 16 years will be seen in the Royal 
Infirmary. 

• Patients with long-term health needs may stay in the children and young 
people’s service if they choose to, and it is agreed with their clinician until 
they are 18 years old. 

• Transition from paediatric to adult services will continue to be developed 
which will include formal planning with young people and their parents. 
Work is being taken forward nationally to develop agreed standards for 
transition.  

• The change in age range offers an opportunity for new ways of working 
between adult and paediatric services. 

• Young people will be managed within their specialty area, in age 
appropriate accommodation and will have additional support facilities 
which will include ‘chill out and den areas’, with access to both IT 
equipment and beverage making facilities. 

• Facilities will be provided to help young people keep up with their 
schoolwork and keep in touch with their friends. 

Regional Assumptions 

• It is assumed that IT & telecommunications links will support the moving 
of images & information, and not the patient- unless there is a clinical 
need. 

• It has been agreed with each individual Health Board that patients will be 
repatriated to their local DGH / children’s hospital if they no longer 
require clinical management in a specialist / highly specialist 
environment. This will require close working with the Scottish Ambulance 
Service, to ensure inter-hospital transport services are further developed.  

• Managed Clinical Networks will ensure that specialist advice is available 
to DGH services.  

Page 772



���������	��


��������������������������

������������������	����

�����������

- 125 -
Version 4.0     

• General paediatric surgeons are providing ‘out reach’ to Fife, Borders 
and St Johns Hospital in West Lothian to support day case surgery and 
clinics in these areas. 

• It has also been agreed that patients should be managed at their local 
hospital as long as care can be delivered within that local hospital by 
local clinicians or by Edinburgh clinicians providing outreach (e.g. 
general surgical day cases) 

3. Impact of redesign on future clinical activity 

Modelling of activity from redesign

The process of developing the database of activity to inform the project is 
outlined in Appendix 7. 

Paediatric Acute Receiving Unit  (PARU) 

The proposal to establish a Paediatric Acute Receiving Unit (PARU) will be a 
new clinical area. At present there is a medical admissions unit, which is as 
close to the ED as possible in the current building. This new area would propose 
to include all emergency medical and adolescent admissions, with patients 
discharged as soon as appropriate as well as a short stay ‘observational bay’ of 
4 beds. 

Any emergency admissions with hospital length of stay of 48 hours or less will 
spend the duration of their stay in PARU. Those emergency admissions that 
require to stay in hospital for over 48 hours will be transferred to the inpatient 
wards, at the most appropriate time after this clinical decision is made. 

As the paediatric emergency activity fluctuates markedly, with peaks at varying 
times of the year, and with recent activity trends demonstrating an increase in 
this activity, it is proposed to manage the PARU with an average occupancy of 
around 70-3%.  

Inpatient Beds  

The inpatient wards will admit all elective inpatients, and emergency patients 
who are to stay in hospital for more than 48 hours, and it is proposed that this 
will operate at a higher occupancy rate of 78% which mirrors the benchmarking 
in the UK benchmarking group.  It is planned that no day cases or ward 
attendee’s will be managed within this area. 

Haematology/Oncology – Future Cancer Unit 

In the activity modelling it was planned that the IP cancer unit will operate at 
60% occupancy.  
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The anticipated clinical activity for patients over 12 years old has been identified, 
as there is an assumption that we will continue to provide a teenage cancer 
facility, within the cancer unit for patients up to age 16 - 18.  

The bed modelling assumes that all day case patients occupy day bed facilities 
only, where at present they have overflowed into inpatient beds. The Cancer day 
bed unit will be incorporated within the ‘cancer unit’, in order to make the most 
effective use of the specialist staff with the required skills and competencies to 
manage paediatric cancer care and in particular, chemotherapy.  

Day Beds 

Medical 

It is assumed that medical day beds open 5/7 days, with 1.5 patients per bed per 
day. This assumption has been tested against other paediatric units in the UK 
and is consistent with their assumptions.  

Surgical

Surgical day beds will be open 5/7 days, 1.5 patients per day (assumption based 
on review of current DCU throughput, and anticipated efficiencies that will be 
possible with the proposed purpose-built facility, separating pre and post 
operative patients).  

The redesign has proposed that all day patients that require an anaesthetic will 
be managed within the day case surgical unit. As a result, some medical 
specialty patients with OPCS4 codes that require to attend theatre have been 
reassigned to surgical day case unit. For example, children requiring endoscopy 
/ bronchoscopy at present attend medical day case will in future attend the day 
surgery unit. 

Child & Adolescent Mental Health Service (CAMHS) 

The CAMHS activity was not included in this initial activity database. However 
there has been a nationally review of the required inpatient capacity, and there 
has been SEAT agreement that the future capacity of CAMHS / YPU inpatient 
beds should be 12. 

4. NHSL Single Room Accommodation Report for Children’s and 
Young People’s Services - 2007 

This report was prepared in September 2007, following consultation with 
children, young people and their families and was submitted to the SGHD as 
part of their Single Room Accommodation review 2008, who accepted the needs 
of children and young people  were different to that of adults.   

This paper has been reviewed by the clinical teams in 2011 and the 
recommendations remain unchanged.    

Introduction
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This paper will provide information on the issue of single rooms and bed bays 
within the proposed new Children & Young People’s Hospital in Edinburgh.  A 
recent draft Report ‘Single Room Provision in Scotland’, produced by NHS 
Scotland on behalf of the Scottish Executive Nurse Directors Group (March 
2007) proposes that all new hospital builds should provide a 100% single room 
accommodation.  This recommendation was made following consultation with 
patients and nursing staff, however this does not appear to have specifically 
involved consultation with children, young people and their families and the 
nursing staff caring for this patient group. 

Consultation with Children, Young People & their Families

As part of the Re-provision Project to replace the Royal Hospital for Sick 
Children in Edinburgh, a number of consultation initiatives have taken place. 
One of the questions asked was:  

‘Should the patient areas have single rooms or rooms of 4/6 beds or a mixture of 
both?’ 

Responses 
A wide range of groups as detailed below completed questionnaires: - 

Contact a Family, a UK wide Charity providing advice, information and support 
to the parent of all disabled children no matter what their disability and health 
condition, sent questionnaires in June 2007 to their Local Co-ordinators and 
parent members from across Scotland.  Through Contact a Family links some 
questionnaires were also sent to parent members of ‘One Parent Families’ a UK 
charity dedicated to providing information and advocacy to lone parents.  Of the 
47 completed questionnaires, 39 respondents (83%) stated that the wards 
should have a mixture of both and only 5 (11%) supported all single rooms.    

At the annual Sick Kids Friends Foundation Street Fair in May 2007, ‘Roving 
Reporters’ randomly selected adults and children who were attending.  Of the 33 
questionnaires completed, 20 (61%) respondents were in favour of a mixture of 
both and only 2 (6%) respondents felt it should be all single rooms. 

The Hospital and Outreach Teaching Service in June 2007 asked children and 
young people to complete one of the questionnaires.  

All of the patients who responded were taken from the following groups: - 

• Young people sick at home 

• Young mums’/pregnant schoolgirls 

• Gypsy/travellers 

• Looked after and accommodated children/young people 

• Children and Young people with mental health difficulties in Forteviot and 
Young Person’s Unit. 

• Children/young people excluded from school. 

• Children experiencing difficulty at school

• Young people going through the criminal justice system 
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Of the 74 questionnaires completed, 41 (55%) felt that the patient areas should 
be single rooms and 22 (30%) supported a mixture of both.  50 (68%) of the 
respondents were 12 years and over. 

In June 2007 the Looked After Children Nurses asked children and young 
people who are accommodated (foster care, residential and secure units) for 
their views.  12 responded of which 9 (75%) were in favour of a mixture of both 
and 2 (17%) felt it should be all single rooms.   

Also at a consultation event in March 2007 for Young People who currently 
attend the hospital they said that they wanted to have the choice of a single 
room or bed bay. 

Overall from the feedback we have received to date it is being proposed that 
there will be a minimum of 50% single room accommodation for patients.  
However it is important to note that the single room accommodation requires to 
have en-suite facilities. There should also of sufficient space for one parent to 
sleep overnight with the child/young person.   

Clinical Staff Feedback

Currently children and young people are allocated single rooms prioritised on 
the following criteria: - 

• Infection requiring isolation 

• Mothers who are breastfeeding 

• Terminally ill 

• Adolescents  

It is acknowledged that currently there are not sufficient single rooms within the 
existing hospital. 

Not all parents will stay with their child overnight or are here all the time during 
the day.  Children and many young people often feel very isolated and alone 
when they are in cubicles and enjoy the social interaction of being in a ward 
area beside other children.   

In addition younger children and babies, unlike adults, are not able to use nurse 
call systems and therefore observation of them is more difficult if all were to be 
nursed in single rooms. 

Children as part of their development require social interaction and for those 
who are unable to mobilise and are confined to their bed and therefore not able 
to use the playroom, benefit from being nursed beside other children.  This is a 
particular issue for children who are in hospital for a very long time. 

100% single rooms would compromise the management of groups of babies and 
young children with the same infection e.g. bronchiolitis. 

The Association of Chief Children’s Nurses, representing senior nurses from 
across the UK,  have discussed whether there should be 100% cubicles and this 
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was not supported, as it is recognised that children find great comfort from 
sharing with others, especially when their parents are not with them.   

It was recognised that many adolescents would wish to be in a single room for 
privacy, however equally many of them also wanted to share and that 
consideration needs to be given in relation to segregation of male and female 
patients.   

In addition it was felt that having a 100% single rooms would require higher 
patient: nurse staffing ratios because of the dependence of babies and young 
children on nursing staff, which is different to the dependence and support 
required by adult patients. 
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FUTURE SERVICE MODEL FOR CLINICAL NEUROSCIENCES 

1 Overview  

1.1 In reviewing the current service provided in DCN, the project has 
principally looked at the role of the tertiary specialist centre (level N3 in 
the national model of care1), and its role as ‘district general hospital’ 
(level N2) for NHS Lothian patients.   

1.2 The proposed future service model does include recommendations for 
the whole patient pathway from primary and community services, who 
have been fully engaged in the redesign, as it is necessary to capture the 
impact on, and support required by, these level N1 providers.  

2 Assumptions for Future Service Requirements  

2.1 The DCN Re-provision project is planned on the assumptions outlined 
below:   

� Neurosurgery will continue to be delivered in Edinburgh for the 
South-East and South of Scotland, in addition to three other NHS 
Scotland boards; these services will continue to be managed through 
the emerging national Managed Service Network. 

� Neurology beds for Lothian, and the specialist tertiary referral service 
for South-East and the South of Scotland, will continue to be 
provided in DCN.  

� Interventional Neurovascular Radiology for the South and East of 
Scotland will continue to be provided in DCN and   out of hours 
services for the whole of Scotland in conjunction with NHS Greater 
Glasgow and Clyde.  

� Paediatric neurosurgery will continue to be provided in the Royal 
Hospital for Sick Children, Edinburgh.   

2.2 All services currently provided in DCN which support and complement 
the above specialties are included in the redesign.

3 Service Redesign Principles   

3.1 The service redesign by the Clinical Advisory Board for the project 
identified the key principles for the future model of care as listed below. 

3.2 As far as possible healthcare will be provided locally unless there is a 
sound clinical reason for it to be delivered in the regional specialist 
centre. Information technology and telecommunications links will be used 

                                                
1
 Scottish Executive (2005): Delivering for Health, p49 
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where possible to reduce the requirement for patients to travel unless 
there is a clinical need. 

3.3 Neuroscience services will be safe and effective and of the same quality 
irrespective of where they are delivered.  

3.4 Unscheduled care will be managed separately from scheduled care for 
the initial management and stabilisation of emergency patients to 
minimise disruption to existing inpatients. This will support equitable and 
timely access to planned care. 

3.5 Patients admitted to hospital will be cared for in single sex areas; all 
inpatient beds will be in single en-suite rooms.  

3.6 Patients waiting for appointments, investigations or treatment in DCN will 
do so in private, quiet and comfortable accommodation.  

3.7 Relatives waiting for patients undergoing investigations or treatment in 
DCN will be able to do so in comfortable accommodation, with provision 
for private discussions with staff.  

3.8 The close integration of research academic staff and clinical services will 
be maintained and developed in the new model to ensure the highest 
quality of, and opportunity for, translational research to supports the 
provision of up to date evidence based treatment.  

4 New Models of Care  

4.1 This section gives an overview of the proposed changes to the current 
model of care.  

4.2 Unscheduled Care 

4.2.1 All emergency referrals to neurology, neurosurgery and acute stroke for 
assessment and/or admission will come to a single neurosciences acute 
receiving and assessment unit, the DCN Acute Care area.   

4.2.2 DCN Acute Care will not act as an Emergency Department. All 
unscheduled patients self-presenting for hospital services or brought in 
by the Scottish Ambulance Service (SAS) as a 999 emergency will go to 
the RIE Emergency Department (ED) in the first instance.  

4.2.3 Emergency referrals from GPs and all other hospital services, including 
the ED, will need to be made directly to senior on-call medical staff, who 
will provide clinical advice to referring practitioners and arrange 
admission if required.  This will apply to all NHS Boards referring to DCN, 
including hospitals within Lothian.  

4.2.4 DCN Acute Care will be the focus of the on-call medical staff and an 
experienced multi-disciplinary team around the sickest and least stable 
patients.  The team will have rapid access to the resources required to 
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receive, assess, resuscitate if necessary, investigate, diagnose and treat 
emergency patients.  

4.2.5 By focussing the resource required for emergency patients, the DCN 
Acute Care model will in turn protect scheduled activity to ensure 
compliance with national access targets.   

4.3 Stroke Services 

4.3.1 Working in partnership with the NHS Lothian Stroke Review, the DCN 
Re-provision project supports formalising closer working between DCN 
and stroke specialties to streamline emergency patient pathways.   

4.3.2 The early co-ordination and availability of stroke physicians, neurologists, 
neuroradiologists and neurosurgeons is key for successful intervention in 
acute stroke.  Their service model proposes the directing of all acute 
stroke patients to the Acute Care area for investigation and assessment 
to enable rapid decision-making where time-critical thrombolysis, 
interventional neuroradiology or neurosurgery is indicated.   

4.3.3 Following assessment, and intervention where appropriate, patients 
would be transferred to beds under the care of the stroke specialty, 
either in critical care or the acute stroke ward.  The service model 
recommends that acute stroke beds are located close to DCN for ease of 
transfer of these patients and to support the availability of stroke 
physicians in DCN Acute Care.    

4.3.4 This is a change to the first eight hours the management of an acute 
stroke presentation only. Patients not requiring intervention or 
neurosurgery will be transferred to an acute stroke ward in the RIE, 
WGH or St John’s for ongoing treatment and rehabilitation.  

4.4 Neuroradiology

4.4.1 Where staff expertise and equipment allows, NHS Boards will perform 
scans locally to minimise patient travel.  Images will be transferred using 
Picture Archiving and Communications Systems (PACS) to the DCN for 
review, and ease of early, decisions for clinical management. 

4.4.2 Interventional radiology and intra-operative MRI will be sited within the 
DCN theatre complex, supporting rapid transfer of patients between 
theatre and neuroradiology in an emergency.   

4.4.3 Dedicated capacity for scheduled investigations and procedures will 
support efficient pathways and the delivery of the 18-week referral-to-
treatment waiting time guarantee.  

4.4.4 The research staff and scanner of the University of Edinburgh’s Brain 
Imaging Research Centre make a substantial contribution to clinical care 
in DCN.  These facilities will be integrated into the future re-build of the 
DCN working in partnership with the University of Edinburgh. 
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be admitted to hospital via the RHSC, and will return to the RHSC for 
age-appropriate care post-operatively.  

4.7.2 DCN theatres will be a single clinical area for day case and inpatient 
elective surgical and interventional radiology procedures, with dedicated 
capacity for emergency surgery.    

4.7.3 Intra-operative MRI in DCN theatres will allow more effective surgical 
treatment of brain tumours.   

4.7.4 The project also recommends that in order to maximise service 
efficiencies and cross-speciality learning, the orthopaedic and 
neurosurgical services for spinal surgery are combined.  The project is 
linked into the NHS Lothian Spinal Service Review with orthopaedics 
services. 

4.8 Inpatient wards

4.8.1 All inpatient ward accommodation will be provided in single en-suite 
rooms, in compliance with guidance intended to protect patient privacy 
and dignity, reduce infection and improve clinical outcomes.2  The ward 
configuration and allocation of staff will be designed to maximise patient 
observation in single rooms.  Patients’ individual rooms will be 
complemented by communal sitting rooms and rehabilitation space.   

4.8.2 Inpatients will only be in DCN for as long as they require the expert care 
available within the specialist centre; it is proposed that all NHS Boards 
will support appropriate care closer to home, either in hospital or 
community facilities, or in the patients’ home.  

4.9 Critical Care   

4.9.1 Level 3 and level 2 critical care for neurosciences will be provided 
alongside general adult critical care. 

4.9.2 In a clinical emergency it must be possible to transfer patients quickly by 
trolley from DCN Acute Care, neurosurgical theatres and neuroradiology 
to high dependency or intensive care.   

4.9.3 DCN clinical staff have agreed that a five-minute transfer, by trolley, is an 
acceptable journey time between these facilities.  

4.9.4 Beds for patients requiring ‘level 1’ care (relating to clinical acuity or 
increased dependency on nursing staff) will be provided within the DCN. 

4.10 Cross-specialty working 

4.10.1 The Edinburgh Centre for Neuro-Oncology (ECNO) is a clinical service 
based in the DCN and run jointly with the Edinburgh Cancer Centre.   

                                                
2
 Chief Nursing Officer for NHSScotland: CEL 48 (2008) 
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Strong links with oncology will be maintained and developed to 
streamline the patient pathway once ECNO has moved to the new DCN.   

4.10.2 DCN has a close working relationship with the Regional Infectious 
Diseases Unit based at WGH, with shared responsibility for neuro-
virology patients where specialist input from DCN clinicians is required.  
Referral and support mechanisms will be reviewed as part of planning 
the future service model.  

4.10.3 The National CJD Surveillance Unit for the UK is on the WGH site and is 
not part the planned re-provision; DCN provides the clinical cover and 
facilities for inpatient admissions and surgical procedures referred by this 
service, and will continue to do so in the future. 

4.10.4 Neurosurgeons and endocrinologists work closely in the management of 
patients requiring pituitary surgery Current referral and management 
pathways will continue wherever DCN is located in future.  

4.11 Regional Working Assumptions 

4.11.1 The redesign and provision of services beyond NHS Lothian falls outside 
the scope for this project, however the five regional NHS Boards served 
by the DCN are working in partnership on the re-provision project to look 
at the entire patient journey.  

4.11.2 Technology and information sharing are key to supporting care close to 
home.  This service model assumes that images and records will be 
moved between GPs, hospitals and DCN before a patient is moved, until 
a clinical need for that journey is confirmed.  In particular, access 
arrangements for MRI scanning across the region are being looked at 
locally.  

4.11.3 Patients will be repatriated to their local hospital or rehabilitation facilities 
if the required care can be provided locally and they no longer require 
clinical management in a specialist or highly specialist environment.    

4.11.4 Neurologists in NHS Borders, Dumfries and Galloway, Fife and Forth 
Valley will work closely with DCN specialists to support their local 
service, and link into the centre for education and professional 
development.  
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Investigations Unit 

Total New Hospital  69 64 67 82% 

      

Level 2 critical care 6 5 5 5 75% 

Level 3 critical care 6 6 6 6 75% 

      

Total Neurosciences 79 80 75 78 81% 

2.3 Theatre Modelling (RHSC and DCN Services) 

2.3.1 The Theatre Model has been developed to reflect the proposed service model in 
partnership with the RHSC and DCN clinicians and the Clinical Management Teams. It 
builds on previous work carried out by Tribal Consulting, 2008/9.   Section 5 gives details 
of the methodology used to calculate the number of Theatres required for the new RHSC 
and DCN. 

2.3.2 The current new hospital theatre design has planned for 9 Theatres to be built.  It had 
been agreed previously that 8 Theatres should be commissioned when the new building 
originally intended to open (2012/13), (5 RHSC and 3 DCN).  The recent modelling 
recommends (Capita July 2011) a combined requirement of 8.2 Theatres working a 13 
session week. There is therefore a need to commission all 9 Theatres when this building 
opens in October 2016 to meet the elective and emergency patient activity.   

2.3.3 Within the 9 Theatres capacity there is still the scope for additional patient activity as 
demonstrated below.  The design of the co-joined Theatres will allow for a degree of 
flexible use.   

2.3.4 The DCN activity will include adult spinal and adult congenital spinal cases  allowing 
the interface between paediatric and adult spinal surgery with the  expertise congregated 
in a single theatre complex. 

2.3.5 Both services need access to a CEPOD Theatre and this model supports this requirement. 

2.4 Radiology Modelling (Co-joined RHSC and DCN Services)  

2.4.1 An NHS Lothian wide exercise is currently being carried out by Capita in conjunction with 
the Radiology service and therefore consideration needs to be given to that report prior to 
finalising radiology assumptions for the RHSC + Clinical Neuroscience Service in the new 
building.  

2.4.2 Two feasibility studies are currently on-going to: 

• ascertain if the   RIE can accommodate the UoE Research MRI Scanner. 

• ascertain if SJH can accommodate an MRI Scanner. 

2.4.3 The RHSC and DCN Radiology Model has been developed to reflect the proposed service 
model in partnership with the RHSC and DCN clinicians and the Clinical Management 
Teams.  It builds on previous work carried out by Tribal Consulting, 2008/9.   Section x 
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• July 2007 - The initial provisional bed model was completed by NHS Lothian Health 
Informatics staff. This used 05-06 / 06-07 activity data and the previously completed 
service redesign proposals to inform the modelling.

• April 2008 - a revised bed model was completed within NHS Lothian.  This modelling had 
involved Public Health Consultants, the NHS Lothian Children’s service CMT and the 
RHSC Project Team and formed the basis of the Outline Business Case August 2008. 
This included a more detailed review of anticipated demographic change in SEAT, as the 
observed birth-rate was considerably different to the predicted birth-rate by the General 
Register Office for Scotland (GROS). 

• November 2009 - Tribal Healthcare were asked to repeat their modelling using 2008-09 
activity data to ensure that any recent changes in activity were captured 

• June 2011 – Capita Consulting were appointed as the Project Health Care Planner and 
commissioned to review the bed modelling based on latest data (2010/11) and service 
redesign assumptions. 

3.1.2 This section gives details of the methodology used to calculate the number of beds 
required for the new RHSC.   

3.2 Agreed assumptions from the clinical redesign that impact on bed modelling 

3.2.1 The following assumptions have been agreed following the clinical redesign process: 

3.2.2 The age range of patients will increase from the current upper age for emergency 
admissions of 13th birthday, to the 16th birthday for all admissions,  with patients who have 
long term or lifelong illness having a choice to remain with the RHSC services until their 
19th birthday (ref. Delivering for Health) 

3.2.3 To separate the unscheduled and elective medical patients at admission, with children and 
young people (C&YP) admitted as emergencies being admitted to the paediatric acute 
receiving unit (PARU), during which time they will be assessed, treated, and discharged, 
or admitted into the inpatient speciality wards.  

3.2.4 Latest analysis on the length of stay of unscheduled emergency paediatric patients shows 
that 42% were admitted for less than 24 hours, a further 23% were discharged within 48 
hours, and of the remaining group, on average these patients were admitted for 5-7 days. 
This supports the proposed patient pathway for the unscheduled areas to discharge home, 
or admit into the inpatient wards within 48 hours. 

3.2.5 The Surgical patient flow for both elective and unscheduled patients will be managed 
dependant upon predicted length of stay and admitted either to the short-stay surgical 
ward (SSSW) for up to 72 hours or the long stay surgical ward.    

3.2.6 The new hospital will have a mix of single rooms and multi–bed areas for  patients. While 
this is different to the requirement in place for any new build in adult services in Scotland, 
this principle has been supported by NHS Lothian, and the work of the RHSC Project 
Team was supported and referenced by the NHS Scotland Nurse  Directors Group in their 
report on Single Room Provision in Scotland (2007).   
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3.2.7 Maximising the opportunities of the ward adjacencies to enable maximum flexibility of bed 
use, while maintaining robust infection control capability. 

3.2.8 An increase in High Dependency beds is proposed, following the recommendations of the 
national audit of paediatric high dependency.  

3.2.9 That C&YP domiciled in other SEAT Boards will normally be able to have day case 
surgery within their local hospital, performed by paediatric surgeons from  NHS Lothian. It 
is assumed that approximately 75% of this activity will be in local hospitals.  25% 
undertaken in RHSC will be due to the patient age  (under 2 years), complexity of the day 
surgery or the patient’s co-morbidities. 

3.2.10 Paediatric health care will be delivered locally unless there is a sound reason for provision 
at the specialist centre. 

3.2.11 The Royal College of Surgeons guidance for day case modeling will be used - that there 
will be 1.55 patient episodes per bed per day, and would be  delivered 5 days per 
week, 50 weeks per year. 

3.2.12 Inpatient beds will be available for use 365 days per year. 

3.3 Assumptions made on Demographic Change 

3.3.1 Population projections have been made by age, gender and Health Board area. Note that 
earlier GROS predictions did not reflect the birth-rate trends in the SEAT region and 
therefore an additional factor of 0.7% per year was included. The most recent GROS 
figures are considered to be fully in line with the observed birth rate in Lothian, which has 
now stabilized after a few years of rapid growth.  Therefore, the 0.7% addition is no longer 
required and, in general, the population uplift used is at a lower level than previously 
applied. 

Figure 1 – age and sex breakdown of occupied bed days at RHSC (2010/11) 
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3.4 Speciality area groupings 

3.4.1 The modeling of occupancy rates is based on the analysis of the peaks in demand. On the 
inpatient floor, where the long-stay medical, long-stay and short-stay surgical wards are 
designed to be immediately adjacent, it is assumed that for 95% of the time, a patient will 
be able to be admitted into the correct specialty area, with the final 5% able to be 
accommodated in an adjacent area. 

3.4.2 The unscheduled medical (PARU), neuroscience and Cancer wards have been designed 
as separate bed holding areas, without any immediate appropriate adjacency. It has 
therefore been planned that for 99% of the time, these areas will be able to admit all 
required patients. The balance of unscheduled admissions will be managed by either 
earlier discharge or by earlier transfer into appropriate inpatient wards. Cancer will 
manage the balance by flexing between their inpatient and day care beds.  

3.4.3 Neurosciences day case patients will be managed within the neuroscience ward, with key 
neurophysiology provision horizontally adjacent to the ward. The neurophysiology dept will 
be dependent on the ward for some patient facilities e.g. sharing the ward reception area.  

3.4.4 Hematology / Oncology day cases will be treated within the Cancer  Ward, where the staff 
specialist skills for the management of patients having chemotherapy will be centred. 
Three of the oncology day case beds will be in single rooms, which will provide flexibility 
for use as inpatient beds as required. 

3.4.5 Child and Adolescent Mental Health will be a self contained facility which will include 
regional inpatient beds as well as Tier 4 day patient facilities. The  average length of stay 
of inpatients over the last year has reduced to between 40 and 50 days. It is planned to 
keep one bed available for emergency admissions, the rest (of 12) will be occupied, with a 
planned occupancy level of 80%. 

3.5 Benchmarking with Peer Services

3.5.1 The peer group for the children’s hospital has been specified as specific Children’s sites 
and NHS Trusts with a dedicated children’s hospital (identified using ages <16). The 
services used for the benchmarking are: 

� Royal Liverpool Children’s NHS Trust 
� Sheffield Children’s NHS Foundation Trust 
� Birmingham Children’s Hospital NHS Trust 
� Central Manchester & Manchester Children’s University Hospitals NHS Trust 
� United Bristol Healthcare NHS Trust 
� Nottingham University Hospitals NHS Trust 
� The Newcastle Upon Tyne Hospitals NHS Foundation Trust  

 Length of stay and day case rate activity was benchmarked with these peer services.  

Length of Stay 

3.5.2 In order to ensure appropriate comparisons with the other hospitals, the overall total length 
of spell (combining all episodes of an admission – where a patient is transferred between 
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different inpatient services) was benchmarked against aggregate length of spell at peer 
sites.  

3.5.3 The benchmarking showed a potential reduction of 4 inpatient beds for elective activity 
and around 10 inpatient beds for emergency and transfer activity. However this is offset by 
the associated requirement for an additional 2 day case beds and 10 day only assessment 
beds. While there is no overall change in projected required beds, there is potential in 
closing more beds overnight or at weekends.  This also gives the service flexibility in 
managing of beds at peak times (seasonal variation).  

3.5.4 Following discussion with the Senior Management Team (14 July 2011), the modelling has 
used results at 75th performance percentile of the peers.  

3.5.5 Reviewing current performance indicates that non-Lothian activity accounts for one-third of 
occupied bed days and these patients have an average length of stay of 1 day longer than 
Lothian residents. 

Day Case Rate

3.5.6 The modelling has reviewed current day case against the peer sites above, using a 
selection of day case procedures.  

3.5.7 The total overall day case rate of all specialities in RHSC is 77%, as compared to 74% in 
2007-08.  This is the 3rd highest amongst the peer sites. 

Table 4 - Elective Day Case Rate Comparison with Peer Sites (2010) 

Site Day Case Rate %  
2010 

RHSC 77%

Nottingham University Hospitals NHS Trust  84% 

Birmingham Children’s Hospital NHS Trust 72% 

Royal Liverpool Children’s NHS Trust  73% 

Newcastle Upon Tyne Hospitals NHS Foundation Trust 75% 

Central Manchester & Manchester Children’s University Hospitals  63% 

United Bristol Healthcare NHS Trust 80% 

Sheffield Children’s NHS Foundation Trust  73% 
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Non Elective 328 331 338 

Day Case 75 76 77 

Current RIE 

Elective 780 787 803 

Non Elective 79 80 81 

Day Case 58 59 60 

Current WGH 

Elective 198 200 204 

Total in NB  19,019 19,190 19,590 

                  
3.8.2 The Capita modelling proposes that the new hospital will need to have 163 beds (135 In-

Patients, 23 Day Case, and 5 Seasonal Beds) in total in 2020/21, (75.4% average 
occupancy rate).  It is proposed to commission a total of 161 Beds when the building 
opens in October 2016. 

3.8.3 If a desired bed occupancy level of 80% is used throughout, then the number of beds 
required would reduce to a total of 154 beds (126 In-Patients, 23 Day Case, and 5 
Seasonal Beds). 

3.8.4 It is proposed to commission a total of 155 Beds when the building opens in October 2016, 
with a further 6 beds available to open to meet seasonal variation. 
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3.10.3 The 2 major bed-holding areas are Medical and Surgical inpatients.  To assist the 
future-proofing of the bed capacity, the hospital design has planned that these 2 
areas are immediately adjacent, providing flexibility to shift the ward boundary in 
the future if / when the balance of activity between medical and surgical inpatients 
changes. 

3.10.4 The new hospital will provide age-appropriate facilities, including specific 
requirements for teenagers.   The most effective clinical model is to provide the 
adolescent beds within the speciality groupings of medicine, surgery and 
haematology / oncology, with supporting adolescent non- clinical facilities 
accessible to patients aged 12 and over. 

3.10.5 All inpatient beds (excluding initial emergency medical admissions and critical care 
admissions) are on one floor, with adjacency to other bed groupings, again 
supporting the future changes in clinical activity which cannot be predicted.  

3.10.6 The Medical Day Case Unit area has been planned to be on the inpatient floor to 
provide the opportunity for flexing the use of this area as required for exceptional 
increases in activity particularly during the winter.  

3.10.7 Cancer inpatients, the Teenage Cancer Unit and the haematology / oncology day 
care patients will be managed within the same unit to make the most effective use 
of staff skills and competencies, and reduce clinical risk. 

4 DCN FINAL BED MODELLING PROPOSAL 

4.1 Background 

The bed model has been developed to reflect the proposed service model in partnership 
with DCN clinicians and the Clinical Management Team. This appendix gives details of the 
methodology used to calculate the number of beds  required for the new DCN.  It builds on 
previous work carried out by  NHS Lothian analysts and Tribal Consulting, notably in 
relation to the Outline Business Case produced in 2009. 

4.2 Methodology 

The methodology used to calculate the number of beds required for the new DCN has 
several stages. These are: 

� Establishing the baseline quantity of inpatient and day case activity that is currently 
delivered by DCN. 

� Establishing that this baseline activity is accurate and representative in relation to 
historical data. 

� Remodelling the baseline activity data to reflect the redesigned models of care that 
will be going through the proposed new DCN. 
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Highland 5 28 31 64 113 

Lanarkshire 9 17 13 39 111 

Greater Glasgow and 
Clyde 4 8 12 24 84 

Ayrshire and Arran  1 3 4 8 

Shetland  9  9 10 

Orkney  4  4 6 

      

Out with Scotland 2 11 45 58 218 

      

Total Neuroscience 1,143 2,121 2,229 5,493 18,615 

4.3.4 The source data was then split into elective and emergency inpatient and day case activity 
for both Neurology and Neurosurgery at WGH. Day cases were treated separately since, 
as they do not stay overnight, standard OBD calculations do not take them into account. 

4.3.5 Emergency activity was then subdivided into ‘front-door’ and ‘ward’ areas, modelling on 
the basis of a front-door receiving unit (DCN Acute Care) with a maximum length of stay of 
48 hours. 

4.3.6 In early 2011, it was agreed with the Clinical Management Team for LUHD the provision 
for Critical Care for Neuroscience is: 

• 6 Level 3 beds – this activity is currently counted under the Intensive Care specialty. 

• 4 Level 2 beds – this activity is currently counted under the Neuroscience specialties. 

This activity will, in future, be incorporated within the main RIE Critical Care area.  6 Level 
3 beds and 5 Level 2 beds will be cohorted together and this will enable the delivery of a 
75% bed occupancy level for Neuroscience critical care. 

4.3.7 The potential bed complement for each of the proposed areas of the new DCN was 
identified by taking an extract of activity for each and analysing it to see how many beds 
were occupied at midnight on each night of the year.  

4.3.8 This analysis demonstrates the fluctuating levels of occupancy in the different areas of 
DCN. The relatively small critical mass of beds within DCN makes this particularly relevant 
when planning the proposed bed numbers and levels of occupancy. The planned facilities 
will require to be configured to support flexible management of beds.  

4.3.9 This will be key to ensuring beds are available for patients at the right place at the    right 
time and will minimise the need for boarding of patients. It is therefore intended that the 
bed envelope will be designed with limited demarcation of ward areas to support this 
required flexibility. 

4.3.10 The bed model needs to take account of projected changes in the population of South and 
East Scotland. Projections are supplied by the General Register Office for Scotland 
(GROS) and are available by Health Board area and age group. 
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utilisation from  the Audit Commission Review of Operating Theatre Times (2003) (see 
table below) 

5.1. 4 Growth assumptions are in line with bed modeling assumptions.  

Assumptions Scenario 1 Scenario 2

Total Availability  - Theatre Per Annum Elective Emergency Elective Emergency 

Planned hours per session 3.5 

Planned Sessions per week 10 13 

Planned weeks per year 50 

% Cancelled Sessions   7.5 % 7.5% 

% Anaesthetic time  7.5% 7.5% 

% Utilisation of available time 90 % 90 % 

% Utilisation of available planned time 77 % 60% 77 % 60% 

Availability minutes theatre  / per year 80,857 63,000 105,114 81,900 

5.2 Total theatre requirements  

5.2.1 Requirements are calculated from:  

• Total demand for theatre time = total activity x time per procedure 

• Total theatres = total demand for theatre time / total availability of theatre time p.a. 

Scenario Specialty Current Baseline 2017 2020

RHSC 5 7 (6.6) 7 (6.7) 7 (6.8)

DCN + Spinal

2  

( + 6 sessions 
per wk spinal)

4 (3.7) 4 (3.9) 4 (4.0)

10 Theatre 
Sessions Per 
Theatre Per 
Week

Combined

7  

( + 6 sessions 
per wk spinal)

11 (10.3) 11 (10.6) 11 (10.8)

RHSC 5 6 (5.1) 6 (5.2) 6 (5.2)

DCN

2  

( + 6 sessions 
per wk spinal)

3 (2.8) 3 (3.0) 4 (3.1)

13 Theatre 
Sessions Per  
Theatre Per 
Week 

Combined

7  

( + 6 sessions 
per wk spinal)

8 (7.9) 9 (8.2) 9 (8.3)
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5.2.2 Therefore, the 2017 modeling requirement is for:  

• 7 RHSC theatres and 4 DCN theatres over a ten session week, or  

• 6 RHSC theatres and 3 DCN theatres over a thirteen session week, or  

• 10-11 theatres between RHSC and DCN flexibly based on 10 sessions per week, or 

• 8-9 theatres between RHSC and DCN flexibly based on 13 sessions per week. 

5.2.3 The recommendation that the combined requirement of 9 theatres was approved by the 
Clinical Management Teams and the Senior Management Team. This is based on 
modelling results and analysis of daily use of theatre by week day / weekend  during the 
baseline year and extended out of hours sessions for emergency work. 

6 RHSC AND DCN FINAL RADIOLOGY MODELLING PROPOSAL 

6.1 Methodology and assumptions  

6.1.1 This modeling carried out by Capita using the following methodology and assumptions as 
 agreed with NHSL. 

6.1.2  The requirements are based on:  

• All activity at RHSC.  

• Activity at RIE and WGH  for  all patients less than 16 years of age, with exception of 
radiography activity for Emergency Department referrals at WGH (assume will 
remain  part of Minor Injuries Clinic) 

• All patients activity referred by DCN specialty across all sites 

6.1.3  The outputs are based on current time taken by procedure and normal working hours. 
Care should be taken in interpreting combined requirements because of different 
procedure times and opening times 

6.1.3 It was agreed to revise growth projections of 5% per annum for MRI, CT and US.  All other 
activity has GROS population projections applied.  

6.2 Total radiology requirements  

6.2.1 Modelling outcome is summarised in the table below.  

Modalit

y 

Baseline 

Paediatric

s 

Baseline  

DCN 

*Baseline 

Combined 

2017 

Paediatric

s 

2017 

DCN 

2017 

Combined 

2017 

Previously 

Modelled 

Current 
Rooms 

Plan 

General 

Radiogr

aphy  

2.23 0.17 2.40 2.26 0.19 2.45 2.80 

2 (plus 

DCN 

uses 

WGH) 

2 

General 

Ultraso

und  

1.45 0.28 1.73 2.05 0.40 2.45 1.40 2 

2  (+ 1 

Doppler

) 

MRI  1.29 1.72 3.01 1.82 2.42 4.24 2.80 2 2  (+ 1 

research
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) 

Fluoros

copy  
0.49 0.18 0.67 0.50 0.20 0.70 0.40 

1 (plus 

DCN 

used 

WGH) 

1 

CT 
0.15 0.61 0.75 0.21 0.86 1.07 0.90 2  2 

Radion

uclide 

Imaging 

0.73 0.73 0.75 0.75 0.50 1 

Angiogr

aphy 
0.80 0.80 0.85 0.85   

1 

(Theatre

) 

Paediat

ric 

Radiolo

gy 

0.02 0.02 0.02 0.02    

6.2.2 The MRI scanners modelled above do not include the intra-operative MRI in theatres.    

6.2.3 The recommendation that the combined requirement of 3 MRI scanners (one research 
owned by the university), 2 CT scanners, 2 general radiography, 2 general ultrasound, one 
Doppler ultrasound, one fluoroscopy and 1 angiography suite be provided in the new 
RHSC and DCN was approved by the Radiology Clinical Management Team and the 
Senior Management Team.  

6.2.4 DCN also provides services for other patients at WGH, which are not included in 
projections. Modelled required capacity to 2017 to remain at WGH is 0.88 MRI, 0.33 
Ultrasound and 1.07 CT scanners. This is being planned with the Radiology Clinical 
Management Team and will be detailed in the Full Business Case.  
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LITTLE FRANCE HELIPAD FACILITIES 

1. Introduction 

This briefing provides background to the decision taken by NHS Lothian 
(NHSL) Senior Management Team on 5 May 2011 to approve the inclusion 
of a roof-top helipad for the Little France site in the Royal Hospital for 
Sick Children (RHSC) and the Department of Clinical Neurosciences 
(DCN) new build.   

The recommendations outlined in this paper are supported by NHS Lothian 
Adult and Paediatric Consultants in Emergency Medicine, Critical Care, 
Anaesthesia and Retrieval Medicine.  They are also supported by the Scottish 
Ambulance Service (SAS), who provide Scotland’s Air Ambulance Service.   

2. Background  

Little France is a large comprehensive medical site focussed around the Royal 
Infirmary of Edinburgh (RIE), the principal trauma centre, acute receiving and 
major incident hospital for Lothian.   

From late 2016 the RHSC and DCN will also be at Little France.   Emergency, 
acute and critical care services for neonates, children, young people and 
adults will share the site, and will all be in linked buildings.    

A range of options for improved helipad facilities for the site have been 
considered, assessing the location and the related operational issues 
regarding the safe and time-sensitive transfer of patients by air to and from 
the RIE and RHSC.  

3. Strategic Context 

Regional / national services for which patients are transferred to Little France 
from beyond Lothian include:  
- National liver transplant centre  
- Regional hepatopancreatobiliary centre 
- Regional primary PCI cardiology 
- Regional neonatal surgery (from 2016) 
- National paediatric intensive care unit (PICU) service and national paediatric 
intensive care retrieval contract jointly with Yorkhill (from 2016) 
- Regional neurosurgery centre – adult and paediatrics (from 2016) 

Further potential changes:  
- National paediatric intensive care retrieval contract is being re-negotiated   
- Potential regional tertiary stroke centre (from 2016) 
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The continuation of paediatric intensive care retrieval to Edinburgh, and of 
PICU in the RHSC, is integral to the sustainability of specialist children’s 
services for the South East and Tayside (SEAT) region and a number of 
national specialist services, as well as acute and emergency services for 
children and young people in Edinburgh.  

The assumptions made in the RHSC Re-provision OBC, approved in August 
2008, were: 

Planning for future service delivery will be based on the assumption that 
NHSL Children’s Service will continue to provide: 

• The local and regional services currently provided, although the 
models of care will be different; 

• Paediatric Intensive Care (now a designated National Service) 
and Paediatric High Dependency Care; and 

• Current National Services Division services of: Paediatric 
Intensive Care Retrieval, Spinal Deformity surgery, Cleft Lip and 
Palate MCN. 

In addition, due to the clinical excellence within current services, the RHSC 
will be well placed to continue to provide: 

• Paediatric Neuroscience services, (co-located with adult 
neurosciences); and 

• Tertiary services for Paediatric Oncology / Haematology. 

Retention of these services would ensure the sustainability of PICU services in the 

future, by providing regular elective activity and will provide the required critical 

mass of patients. Failure to sustain PICU would compromise the future viability of the 

other highly specialised children’s services presently delivered there.  

It is anticipated that helicopter transfers will increase across the NHS with 
specialty centralisation, increased patient expectation and increased 
helicopter retrieval services in Scotland and the North of England.    

For adult, paediatric and neonatal services, an integral helipad, avoiding the 
need for secondary transfer on-site, by a road ambulance (usually a 999 
vehicle and crew), is an essential specification for, and defining feature of, 
those centres that deliver national, as opposed to regional, services. The 
geography of Scotland, combined with an increasing demand for time-
sensitive transfer and pressures on the service, will make the capacity to 
sustain 24/7 helicopter transfer a key determinant of patient flow. 

NHS Lothian aims to be in the top 25 healthcare providers in the world, and as 
such must provide Scotland’s capital city, its environs and the wider region 
with the best facilities and care.  
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4. Investment Objectives & Benefit Criteria 

NHSL aims to have helicopter transfer facilities that will deliver benefits in line 
with the stated criteria for NHSL’s programme of Improving Care and 
Investing in Change.  These are outlined in figure 1 below.   

Fig 1: Investment objectives and benefit criteria for Little France helipad facility 

1. Clinical effectiveness 
and quality of care

Where clinical service arrangements can be delivered to 
a standard and timeframe that represents the best 
possible outcome for patients.  

E.g. primary retrieval of trauma patients direct from the 
scene of an incident to Emergency Department facilities 
in RIE or RHSC. The Health Building Note (HBN 15-03) 
on hospital helipads states that the transfer from 
transport to the emergency department should be less 
than two minutes.  

2. A high quality 
physical environment

Services that will be safely accessible for operators, 
patients and staff. 

E.g. minimal obstructions, with maximum range of flight 
path options, again, specified in HBN 15-03.  

3. Accessibility 

Equal access to services for patients for whom transport 
by road would take too long to reach acute specialist 
services.  

E.g. 24/7 access to RIE and RHSC services for 
emergencies and for acute patients more than 2hrs 
away by road 

4. Sustainability 

Supporting the ongoing provision and further 
development of safe, clinically effective hospital services 
at Little France. 

E.g. Sustaining PICU, tertiary services and related acute 
paediatric specialties.  

5. Deliverability 

Feasibility of facility, e.g. flight paths as specified in HBN 
15-03.  

Causing the minimum possible disruption to patients and 
allowing the continued delivery of clinical service over 
the duration of any construction.  

5. Existing Arrangements 

5.1 Current location and facility

Page 810



���������	��


��������������������������

������������������	����

�����������

- 163 -
Version 4.0   

The helipad is currently on a hillside to the north of the RIE.  See figure 2, 
which shows its location in relation to current buildings and planned 
developments at Little France.   

The helipad was located to maximise take off and landing zones whilst being 
clear of any cars, visitors or patients.  This strategy and design for the site 
was implemented prior to any HBN guidance and Civil Aviation Authority 
(CAA) regulations being in place for hospital sites.  

The helipad is adjacent to an upslope of ground; this incurs more risk for the 
pilot, crew, aircraft and patient than if the area around the landing site were 
flat and without obstructions.  

  

There is only one flight path available, from the east, due to the terrain.  
Guidance now states that a hospital helipad must have a minimum of two 
approach and departure tracks separated by not less than 150 degrees.  

The helicopter pilot has the responsibility of deciding whether conditions at a 
helipad are safe for landing or if an alternative site should be used.  
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The Little France site is deemed safe for daytime flights, but does not strictly 
comply with the relevant health building guidance which was published in 
2008, several years after the site became operational. There is no guarantee 
that the CAA would pass it as compliant on inspection now.  

The existence of current adjacent banking and trees prevents night time flying 
under the requirements of HBN 15-03 and CAA regulations; the helipad is 
therefore unusable for significant parts of the 24hr period, especially during 
the winter.  Due to the existing location improvements are not feasible. 

Military operations do not require improved facilities to existing site and can 
land at night; military helicopters are used for search and rescue (SAR) 
missions.  
Military helicopters are also currently used for emergency medical transfers, 
where for weather, lighting or other logistical reasons the air ambulance is not 
suitable. 

5.2 Current patient pathways

The RIE Emergency Department is the entrance for nearly all adult patients 
transferred to the RIE by helicopter; it is the furthest away of all clinical 
departments on site.  In future, paediatric and DCN patients would make the 
same journey from this site, as marked by the dotted line on figure 2.  

Patients arrive at the RIE by SAS air ambulance or military Search and 
Recovery helicopter, and are transferred to the hospital for handover to NHSL 
clinical teams by an SAS emergency vehicle and crew.  This is a front-line 999 
ambulance tied-up on the RIE site when a landing is anticipated.  This transfer 
adds 15-20 minutes to the patient journey before they reach the RIE.  The 
alternative landing site at Edinburgh Airport adds a minimum of 60 minutes to 
the journey.  

Secondary transfer brings additional risks to the patient in terms of delays, 
further patient movement (e.g. lines getting pulled out), direct worsening of the 
patient’s condition, multiple handovers, and potential vehicle failure.  

5.3 Current activity

2008-9 patient transfers by air ambulance into NHS Lothian: 
Health Board of origin:  

Ayrshire & Arran 1 

Borders 1 

Dumfries & Galloway 13 

Fife 2 

Grampian 19 

Greater Glasgow & Clyde 4 

Highland 70 

Lanarkshire 1 
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Orkney 4 

Shetland 8 

Tayside 1 

Western Isles 8 

Outside Scotland 3 

Total 135 

5.3.1 Adult patients – current activity

In 2008-09 there were 31 helicopter landings at the RIE; in addition to this 
there were a further 52 landings at other sites where the patient destination 
was the RIE.  The RIE was the intended destination for 61% of patient air 
transfers into NHS Lothian.  
The majority of those landing elsewhere landed at Edinburgh Airport, which is 
eleven miles by road through the city, or sixteen travelling round the bypass.   

Using the RIE helipad adds 15-20 minutes to the patient journey, and flying in 
to Edinburgh airport a minimum of 60 minutes; it is reported that crews opt to 
land at sites where patient transfer times are shorter, and/or there is no need 
to rely on additional resources for transfer, for example in Glasgow or 
Newcastle.  No figures are currently available on these decisions, or their 
impact, but from 2015 a roof-top helipad is planned for the Southern General 
(SGH) development in Glasgow, due to open in 2015. 

5.3.2 Paediatric patients – current activity

In 2008-09, all air transfers to Edinburgh by the paediatric critical care retrieval 
were by fixed-wing aircraft to the airport.  15% of all patients flown into Lothian 
were in transfer to the RHSC.  The lack of helipad facilities for the RHSC, 
combined with the size of the SAS helicopter, meant that this was not the 
transport of choice for the retrieval team.  However, 52 of the 156 patients 
retrieved in 2008-09 were over two hours by road from RHSC; two-hours is 
the recommended cut-off time beyond which travel by helicopter should be 
considered for a patient.      

A very small number of paediatric trauma patients, less than three a year, 
might land by SAS or MOD helicopter on the Meadows for onward secondary 
transfer by road to the RHSC Emergency Department.    

5.3.3 Neonates – current activity

The majority of neonatal retrieval transfers from across the SEAT region to the 
unit at RIE are currently done by road transport and not helicopter.   

5.4 Conclusions – current facility

An average of 1-2 patients per week requires air transfer to services at the 
RIE. The current helipad is unable to support 24/7 flights, resulting in only 
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37% of patients to be transferred to the RIE by air actually landing at Little 
France.  Its location on the hillside incurs extra risk for the pilot, crew, patient 
and aircraft.  The secondary transfer incurs further additional risk to the 
patient.   

The move of RHSC and DCN will increase the number of air ambulance 
landings at Little France.    

Future plans for major trauma centres in neighbouring regions include roof-top 
helipads with direct access to emergency departments and other acute 
services.  

6 Business Needs  

As a major acute hospital complex, the Little France site must be able to 
receive the following patients by air ambulance:  

• Primary retrieval of trauma patients  

• Primary / secondary retrieval of patients for primary PCI 

• Secondary retrieval of critically ill and injured adults, children and 
neonates 

To ensure equity of access to services, air ambulances must be able to land 
with patients throughout the 24-hour period, 365 days a year.  

6.1 Location and Facility

The helipad should meet the criteria of HBN 15-03, which notes that ‘from 
both the aviation and the long-term planning perspectives, the best position 
for a hospital helipad is on the roof of the tallest building on the site.’  It notes 
that helipads built on rooftops: 

• largely remove any constraints on future building plans, 

• provide the greatest choice of obstacle free helicopter flight paths, 

• reduce the downwash effects and risk to people, vehicles and property 
associated with this, and 

• reduce the noise impact on the hospital and its neighbours. 

It also notes that ‘a helipad on the roof of the building housing A&E, with a 
ramp to provide trolley access [to a lift] usually offers the shortest transit with 
the patient exposed to the elements.’ 

The guidance notes that elevated rooftop helipads are more expensive to 
build and operate than those on ground level. They require integral fire-
fighting facilities and trained rescue & fire fighting services manpower, and 
lighting approved by the CAA. However, the additional expense is reduced if 
the helipad can be included in the initial design of the building. 
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If a helipad is at ground level, in common with elevated rooftop sites it 
requires two clear flight paths for take off and landing, that are free of all 
obstructions including trees and shrubs.  As stated in paragraph 5.1, the 
current helipad does not comply with HBN 15-03.  

The RIE helipad is used predominantly by SAS air ambulances, but casualties 
of leisure and major industrial accidents and natural disasters may be 
retrieved by SAR helicopters.  It is important that as the major acute receiving 
and major trauma centre, the Little France site can receive the largest of the 
helicopters used by Scottish Ambulance Service, Great North Air Ambulance 
Service, and SAR helicopters.  These are likely to be:  

• Eurocopter EC135 

• Eurocopter / Aerospatiale Dauphin   

• Westland WS-61 Sea King Mk 5 & Westland WS-61 Sea King Mk 3 

• Sikorsky S92 

6.2 Patient Pathways 

For time-critical patients, the journey to the acute hospital must avoid 
unnecessary delays; this is true for PCI (where "minutes mean muscle"), 
aortic aneurysm, stroke ("minutes mean brain"), trauma (for exsanguination), 
and other time-critical injuries e.g. tension pneumothorax. 

It is important that the time taken to transfer them between the helicopter and 
the hospital is without delay and that the patient is protected as far as possible 
from adverse weather conditions; this will decrease the risk of worsening their 
condition. 

To minimise risk, patient journeys should incur minimal handovers between 
clinical teams and/or modes of transportation.  There is extensive anecdotal 
evidence of the adverse clinical impact of secondary transfers.   

6.3 Future activity

Air transport covering rural and outlying areas of Scotland is improving the 
access of these populations to acute specialist facilities in regional centres 
such as the RIE and RHSC.  As pilots currently opt to transfer patients to 
alternative hospitals with safer helicopter landing sites and shorter transfers to 
the hospital, an improvement to the Little France facility will make the RIE and 
RHSC services a destination of choice. It is difficult to predict the number of 
air transfers in the future, but there is nothing to suggest a decline and so the 
Little France site should expect 2-3 air transfers a week from 2016. 

In its review of national retrieval contracts, NHSScotland is considering 
increasing transfers by air as a way of reducing travel time to cut staff costs.  
If the quality measure of a maximum of two-hours for travel by road for 
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paediatric transfers were implemented, 33% of the paediatric retrievals 
brought to Edinburgh could be by helicopter.  

An increase in regional and national services on the Little France site will 
increase the demand for air transfers to specialist facilities, and also to 
repatriate these patients back to their local health board, as has been seen in 
the West of Scotland.  

In addition to the move of RHSC and DCN to Little France bringing more 
acute and emergency patients into the site, a number of other strategic and 
clinical developments will potentially impact on the demand for helicopter 
access.   While it is difficult to quantify this activity, these services are included 
in the anticipated 2-3 patient transfers per week. 

Trauma
The reduction of medical training grade posts may impact on the ability of 
district general hospitals to manage major trauma.  This will result in an 
increase in primary retrieval to the regional trauma centre.  There are 
significant numbers of major trauma patients in the Borders and Dumfries and 
Galloway who do not currently benefit from RIE expertise with many patients 
being transfers by road to Borders General Hospital or by helicopter to SGH.  
Understanding the full impact of changes in medical staffing is being 
developed across the region. 

Cardiology
Reflecting on the use of helicopter transport by the West of Scotland STEMI 
reperfusion service, it is envisaged that as the timelines for this intervention 
evolve that there may be a small but additional requirement for such transport 
in the SEAT region.   

Stroke services 
Whilst still subject to ongoing discussion and consideration by the South East 
of Scotland Boards, there is potential for DCN to develop as a Tertiary Stroke 
Centre for the SEAT region.  Consequently, patients with time-critical 
conditions that can not be managed in local centres, even with telemedicine 
support, could be transferred to Lothian.  This would be perhaps for five 
patients per year unless intra-arterial thrombolysis is shown to be substantially 
better than intravenous treatment, when the numbers may rise to 20 or more.   

7 Options 

The possible options to address the business needs above are:  
Option Description  

1.  Do nothing – this is required as a comparator

2.  Upgrade existing ground level facility  

3.  Elevated helipad on the roof of RHSC + DCN* 
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4.  Elevated helipad on the roof elsewhere on RIE 

5.  Elevated helipad above existing car park (C or D) 

6.  Elevated helipad above future car park (F) 

7.  Elsewhere at ground level at Little France 
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7 Elsewhere at ground 
level at Little France 

No feasible ground space. No 
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9 Constraints & dependencies 

9.1 Feasibility 

A full feasibility study and aviation risk assessment of the preferred option, minimising risk 
to patients, crew, vehicle and the public, and minimising disturbance to the public, needs 
to be completed for the design and planning application.  Technical Advisers, including an 
aviation consultant, will be engaged to develop the Reference Design for the facility.  

Any scheme must be developed in agreement with Consort / Balfour Beatty and other 
partners on site in the University and the BioQuarter and comply with the City of 
Edinburgh Council planning process.   

9.2 Environmental impact 
NHS Lothian anticipates potential challenge from the planning authorities, in relation to 
the environmental impact of the helipad, namely from noise.   

    
Project Manager, RHSC & DCN 
3 November 2011
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FACILITIES MANAGEMENT SERVICE MATRX 

[Commercial in confidence]
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DEPARTMENTAL SCHEDULE SUMMARY 

[Commercial in confidence]
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DELIVERABLES FOR REFERENCE DESIGN 

[Commercial in confidence]
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PROJECT RISK REGISTER 

[Commercial in confidence]
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2.5 On the basis of the Davis Langdon technical assessment of these 
options, three possible locations for DCN on the Little France site 
were then included in the appraisals for the 2009 business case.  
These are shown on the site photograph in figure 4 below 

Figure 4: Little France project options for DCN in December 2009

2.6 Option A – Joint build with RHSC (LF1)

2.6.1 This assumes that DCN is a joint build with the new RHSC in Car 
Park B, with links to the existing RIE.   

2.7 Option B – Stand-alone build (LF2)

2.7.1 This assumes that DCN is a separate building, with links to the 
existing RIE, on Car Park B alongside the development site for the 
new RHSC.  NPD delivery would require to be procured after full 
open tender. 

2.8 Option C – Embedded within RIE (CH3) 

2.8.1 This assumes that DCN will be use existing space within the RIE 
plus an extension in the development zone at the south end of the 
ward arc.  It is proposed that this be procured from Consort 
Healthcare as a variation and additional works package. 

3 DCN Options Appraisal, 2009  
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The stakeholder group agreed that the site options to be scored would deliver no 
significant difference in the remaining criteria used in the initial appraisal, so 
Research and education was therefore not weighted.  
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Scores 

Unweighted scores Weighted scores 

OPTION 
1 

OPTION 
2 

OPTION 
1 

OPTION 
2 

BENEFIT CRITERIA 

Joint 
build with 

new 
RHSC 

New 
build 

extension 
and 

some 
existing 

RIE 

AGREED 
WEIGHT 

Joint 
build with 

new 
RHSC 

New 
build 

extension 
and 

some 
existing 

RIE 

Notes on discussion 

1 Quality of care 47.3 39.3 35 138.1 114.7

Option 1 provided the best pathways for essential links 
between RHSC and the DCN theatres.  Option 1 is more 
flexible in the internal adjacencies for DCN than the site at 
the end of the ward arc. Both options have excellent 
proximity from DCN to ITU.   

2 Deliverability 48.0 32.7 25 100.0 68.1

Considerable disruption anticipated for RIE to build DCN 
on the end of the ward arc. Concerns about live 
construction either side of the Emergency Department for 
option 2.  Overall timescale for completion of two separate 
projects thought likely to be longer.  

3 Sustainability 49.7 34.3 15 62.1 42.9

Greater energy efficiency demanded of option 1.  Less 
impact on sustainability of RIE services during 
construction of option 1. Option 2 would utilise last 
remaining RIE expansion zone.  

4 
Quality of the physical 
environment  53.0 39.0 15 66.3 48.8

New builds would be 100% single rooms.  Proportion of 
DCN would be in existing RIE wards and therefore not 
single rooms in option 2. Higher quality of build expected 
in purpose-designed and -built accommodation complying 
with latest regulations. 

5 Accessibility - Helipad only 45.0 48.0 10 37.5 40.0

Noted that this was for a small but critical group of 
patients.  
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6 Research and education 0.0 0.0 0 0.0 0.0

  TOTAL 243.0 193.3 403.9 314.4  
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STRATEGIC DEVELOPMENT DELIVERY PROGRAMME 
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OB FORMS 

[Commercial in confidence] 
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PROCUREMENT STRATEGY 

[Commercial in confidence]
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DRAFT OJEU NOTICE 

[Commercial in confidence] 
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PROJECT EXECUTION PLAN 

[Commercial in confidence]
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STAKEHOLDER COMMUNICATIONS & ENGAGEMENT PLAN 

1.1 Background information 

The RHSC project commenced in 2006.  The involvement of children, young 
people, parents, and voluntary organisations was extensive during the first 
phase of the project. The views obtained were set out in the Outline Business 
Case to the Scottish Government in 2008 and incorporated into the design 
brief in 2009, which set out to the companies tendering for the design and 
building of the new hospital what was expected.  More focused engagement 
took place during 2009/10 as part of the detailed design stage of the project 
with children, young people and parents. 

The DCN project commenced in 2008.  A range of engagement events that 
year invited patients, carers and voluntary organisations to review their 
experience of the clinical service, and the options for improving it.  The views 
obtained have been used to set out the brief for the project.  

1.2 The aims of engagement and communications 

Due to a change in funding stream in November 2010, both projects have had 
to re-focus.  NHS Lothian is now building a combined RHSC and DCN at Little 
France, which will be privately financed.  The process and the timelines for the 
project are now different.  The requirements for communication and 
engagement need to be: 

• Clarity for all about what can be influenced and what cannot 

• Clarity about what has been taken forward from the previous 
engagement and has influenced the new design 

• The timelines for the project for the design stages and the deadlines to 
ensure engagement can take place and be meaningful 

• Regular information on the project to all participants during the detailed 
design stage including how and what they can be engaged with 

• Information to the wider communities interested in the project 

• Reporting the outcomes of engagement to participants and the wider 
community 

• Monitoring of the engagement and communication plan 

• Reviewing the plan to reflect on what has worked well and where 
engagement and communication needs to change to reflect the 
different development stages of the project. 

1.3 Who will be involved 

In view of the timelines being tight the RHSC engagement will continue to be 
with the Family Council and the Young People’s Advisory Group. At key 
stages the RHSC PFPI Task Group will review and reflect on what is 
appropriate and proportionate in accordance with CEL 4 (2010) Informing, 
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Timescale Stakeholder group Information activity Engagement activity Notes on outcomes 

End of July Public stakeholders Media release on planning 
application. 

11 August 2011 Reference Design Task 
Group – including one rep 
each of the RHSC Family 
Council and the DCN Patient 
Reference Group and 
Maureen Harrison for ‘Family 
Support’ 

Sharing the developed 1:500 
concept designs.  

12 August 2001 Patients, carers and public 
representatives not already 
involved in informing the 
design. 

AEDET Review of the 1:500 
design, by people not
involved in the design 
process. 

Average scores over the 
group ranged from 3.5 
(between 'little' and 'fair' 
agreement) for the Form and 
Materials and the Use 
criteria, to 5.7 (between 
'strong' and 'virtually total' 
agreement) for Urban and 
Social Integration. 

20 August 2011 Young People’s Advisory 
Group  

Catching up on project 
developments in the last 
year; sharing proposed 1:500 
concept designs.  

Plans for future engagement. 
Members to discuss 
membership and recruitment. 

August / September 2011 RHSC, CAMHS, DCN & RIE 
Staff 

Sharing the signed off 1:500 
concept designs. Open 
meetings from 12-23 
September 2011.  

Frequently Asked Questions 
developed for the web and 
other media. 

August / September 2011 RHSC, CAMHS & DCN 
Patients & Carers 

Sharing the signed off 1:500 
concept designs. 

Specific involvement 
requested in developing 
relevant rooms. E.g. DCN 
PRG and single rooms. 

August / September 2011 Neighbourhood 
Partnerships  

NHSL offered to attend a 
meeting and update on the 

No invitations received. 
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Timescale Stakeholder group Information activity Engagement activity Notes on outcomes  

1:500 concept designs 
submitted for ‘planning in 
principle’. 

Mid September Public stakeholders Article in Healthlink   

Early October 2011 Staff  Article in Connections    

Oct / Nov 2011 RHSC, CAMHS, DCN & RIE 
Staff, Patients & Carers 

 1:200 designs 

22 October 2011 Young People’s Advisory 
Group  

Sharing the signed off 1:500 
concept designs. 

Review of role of YPAB and 
recruitment of members.  

Review and feedback on 
1:200 proposals for public 
spaces, family support, 
adolescent accommodation 
and spiritual care.  
Agreement on plans for 
promotion of the group and 
recruitment of new members  

Dec 2011 / Jan 2012 RHSC, CAMHS & DCN 
Staff, Patients & Carers 

Sharing 1:50 designs for 
‘generic’ rooms with relevant 
stakeholder groups. 

1:50 designs  
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Benefits  

Improved access to care and treatment for all at the right time and in the right location.  A hospital that facilitates and maximises 
interfaces between specialities through co-location on site of: 

• Adult and paediatric emergency departments. 

• Paediatric and neonatal surgery. 

• Adult and paediatric neurosurgery. 

• Acute neuroscience care and the emergency department. 

• Adult spinal surgery in DCN and orthopaedics. 

A hospital that facilitates good clinical pathways and patient journeys between specialities, diagnostics and support services, e.g.  

• Reduced patient transfer time from the emergency department to diagnostics, theatres and critical care as required. 

• Reduced patient transfer time for the retrieval of critically ill patients from other hospitals, by road or air. 

• Provision of critical care in specialist HDU and ICU units rather than general wards. 

• Reduction in time between the admission of emergency patients to initiation of specialist care. 

• Reduction in patients boarded into another speciality ward. 

A reduction in healthcare associated infection.  

Improved patient safety. 

Upper quartile performance against peer national services.  

Disadvantages 

Distance created for neuro-oncology service between DCN at Little France and oncology at WGH requires to be addressed to ensure 
no negative impact on service quality.   
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Evidence required 

� New service co-located with major acute adult hospital – completion of RHSC and DCN at Little France project. 
� Evidence of improved pathways & processes, physical adjacencies and best practice. 
� Evidence of distance and timescales for patient journeys. 
� Evidence of meeting waiting time targets. 
� Reduction in the cancellation of operations and over-run of theatre sessions. 
� Reduction in infection rates. 
� Reduction in clinical incidents. 
� Benchmarking against peer services through Civil Eyes Valuing Medical Resources programme. 

Examples of how benefits will be monitored 

� Monitor LOS prior to introducing new models of care and after transfer to new building - health intelligence data. 
� Measure pre and post move transfer of patient journey times between key departments e.g. DCN theatres to adult ICU, 

emergency departments to theatre, SMMP to RHSC theatre.  
� Waiting times performance before and after the move. 
� Monitor comparative levels of HAI – Infection Control Reports and Audits. 
� Scottish Patient Safety Programme measures, e.g. for HAI, surgical incidents and critical care outcomes. 
� The Productive Operating Theatre measures. 
� Releasing Time to Care measures. 
� Parent and family satisfaction audits before and after the move. 
� Monitor volume of and issues raised in complaints before and after the move. 
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Actions necessary to realise benefits 

� Engagement of staff in developing, signing-off and delivery of the project.  
� Develop and sign-off a design that delivers the necessary adjacencies and relationships.  
� Redesign of patient pathways, and associated operational policies, workforce plans and service development plans. 
� Development of a robust communications plan with staff and public to give understanding of the benefits of the project 

implementation. 
� Commissioning Plan. 

R
e

le
v
a

n
t 
 Associated Investment Objective  

To provide an environment that supports Clinical Effectiveness, meeting of national standards and targets and facilitates the 
implementation of best evidence based practice leading to improved treatment outcomes for patients. 

T
im

e
-b

o
u

n
d

 Timeframe for monitoring this benefit 

Baseline monitoring for FBC:  2012 
Re-visit the baseline pre-move:  2015/16  
Post-project evaluation:   2017/18 
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Benefits 

• Patient privacy and dignity in care will be improved with single rooms and fit for purpose design.

• Patients will have increased control over own environment – noise , temperature, light, socialisation and uninterrupted sleep.

• Increased patient and public satisfaction in the facilities.

• Building users will have access to external amenity space.

• Age appropriate care.

• A reduction in healthcare associated infection.

• Improved patient safety.

• Reduced staff absence – unplanned absence will achieve the target of below 3.5%.

• Improvement in the recruitment and retention of staff with a reduction in staff turnover.

Disadvantages 

None identified 

M
e

a
s
u
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b

le
 

Examples of how benefits will be monitored 

� Patient Environment Audit Tool measures. 
� Patient satisfaction / parent and family satisfaction audits before and after the move. 
� Monitor environmental / facilities complaints before and after the move. 
� Monitor environmental / facilities issues in staff feedback before and after the move. 
� Monitor comparative levels of HAI – Infection Control reports and Audits. 
� Monitor staff absence and turnover – personnel systems.
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Actions necessary to realise benefits 

� The design and finished environment will be scrutinised through the AEDET process. 
� The building will be DDA compliant. 
� The building will conform to the Design Quality for NHSScotland Standards 2010. 
� Engagement of staff and patient representatives in developing, signing-off and delivering the project. 
� Develop and sign-off a design that delivers the necessary adjacencies and relationships. 
� Develop and sign-off a design that delivers the internal department design required to promote user satisfaction and well-

being. 

R
e

le
v
a

n
t Associated Investment Objective  

To provide a physical environment, the quality of which, promotes the health and well being of the buildings users. 

T
im

e
-b

o
u

n
d

 Timeframe for monitoring this benefit 

Baseline monitoring for FBC: 2012 
Re-visit the baseline pre-move:  2015/16 
Post-project evaluation: 2017/18 
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Benefits 

� The site location enables easy access on foot or by car, cycle or public transport. 
� The main entrance to the building is pedestrianised. 
� The site supports rapid and ease of emergency access by land and air. 
� The joining of adult and paediatric emergency departments, allowing families to be treated on the one site. 
� Separation of emergency and routine traffic: 

Patients arriving by emergency ambulance will enter by the A & E entrance.  
Patients arriving for day case or outpatient appointments will enter via the main entrance into hospital. 

� Adequate car parking provision is provided to support the specific needs of patients, frontline staff, essential car users and 
visitors to the site. 

� A drop off facility for carers adjacent to the main entrance and the Emergency Department (ED). 
� Car parking spaces adjacent to the main entrance and the ED for disabled patients / drivers. 
� Car parking for RHSC & DCN patients and visitors will be in the closest public car park on the Little France site. 
� Access to park and ride facilities close to new hospital. 
� Provision is made for cyclists to secure their bikes to bike racks. 
� The signage access and way-finding will be compliant with DDA. 

Disadvantages 

� Limited parking capacity; some staff eligible for a pass at their current place of work will no longer have one – perceived 
disadvantage.  

M
e

a
s
u

ra
b

le
 

Examples of how benefits will be monitored 

� Monitor transport / access complaints before and after the move. 
� Monitor transport / access issues in staff feedback before and after the move. 
� Usage of flexible parking permits and other parking management information.
� Access audit.
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Actions necessary to realise benefits 

� Good public information including signage and route management to direct public and staff by the planned safe route into the 
building. 

� Include access management in the commissioning programme. 
� Provide dedicated set down and pick up points clearly identifiable within the site layout plans. 
� Provide car parking arrangements that meet the requirements recommended by the  Scottish Government. 
� Provide safe access route into the RHSC and DCN Building and Little France site. 
� Provide good real time travel information at the exits to the hospital. 
� Provide bike racks to allow cyclists to secure their bikes. 
� Shuttle bus and park and ride facilities close to hospital building. 

R
e

le
v
a

n

t 

Associated Investment Objective  

To provide services that will be safely accessible to patients, visitors and staff, by public and private transport. 

T
im

e
-b

o
u

n
d

 Timeframe for monitoring this benefit 

Baseline monitoring for FBC: 2012 
Re-visit the baseline pre-move:  2015/16 
Post-project evaluation: 2017/18 
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Benefits 

ENVIRONMENTAL SUSTAINABILITY

• 20% renewable energy (BREEAM ‘Excellent’ rating).
� Reduced utilities consumption and lifecycle costs.
� Reduced carbon emissions. 

CLINICAL / SERVICE SUSTAINABILITY 
� Secure paediatric neurosurgery and intensive care unit in RHSC. 
� Sustainable delivery of adult ICU on three acute sites in Lothian. 

Disadvantages 

• Costs of achieving BREEAM excellence standard to be determined. 
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Examples of how benefits will be monitored 

ENVIRONMENTAL SUSTAINABILITY from BREEAM 2011 guidance:
� Management  
� Health & Wellbeing  
� Energy  
� Transport  
� Water  
� Materials  
� Waste  
� Land Use & Ecology  
� Pollution  

CLINICAL / SERVICE SUSTAINABILITY 
� Sustainable medical staff rotas; use of agency / locum cover 
� Sustainable nursing staff rotas; use of agency / locum cover 
� % theatre cancellations by NHSL 
� % outpatient cancellations by NHSL 

A
c
h

ie
v
a

b
le

Actions necessary to realise benefits 

• The building design will to be compliant with Edinburgh Standards for Sustainable Buildings. 

• A strategy for waste reduction during construction will be implemented. 

• Once operational, recycling will be promoted through the provision of appropriate and accessible storage areas for waste.  

• What material will be used on the building. 

• Off site recycling of waste.  

• For transport see Accessibility benefit, above.  
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Associated Investment Objective 

• Efficient use of resources and revenue to deliver services.

T
im

e
-b

o
u

n
d

 Timeframe for monitoring this benefit 

Baseline monitoring for FBC: 2012 
Re-visit the baseline pre-move:  2015/16 
Post-project evaluation: 2017/18 
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Actions necessary to realise benefits 

• Construction programme planning to minimise disruption. 

• Commissioning programme planning to maximise service delivery, including double-running where necessary. 

• Engagement of RIE site PFI providers in traffic management planning for construction and commissioning period. 

R
e

le
v
a

n
t 
 Associated Investment Objective  

• To provide a scheme option that results in the minimum possible disruption to patients and allows the continued delivery of 
clinical services over the duration of the project (activity levels maintained).     

T
im

e
-b

o
u

n
d

 Timeframe for monitoring this benefit 

Baseline monitoring for FBC:  2012 
Re-visit the baseline pre-move:  2015/16  
Post-project evaluation:   2017/18 
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Benefits 

• Co-location with the Chancellor’s Building, Queen’s Medical Research Institute and Edinburgh BioQuarter. 

• Access to quality training and teaching facilities for staff in RHSC and DCN specialties. 

• Access to quality training, teaching and personal study facilities for undergraduate and postgraduate study in paediatric and 
neuroscience disciplines. 

• High quality research facilities. 

• Formal partnership arrangements with education and research institutes. 

• Enhanced research and education portfolio in paediatric and neuroscience disciplines.  

Disadvantages 

• None identified 

M
e

a
s
u

ra
b

l

e

Examples of how benefits will be monitored 

� Research Assessment Exercise rating for hospital-based clinical subjects, psychiatry and neuroscience.  
� Research portfolio in paediatric and neuroscience disciplines.  

A
c
h

ie
v
a

b
le

Actions necessary to realise benefits 

• Formal partnership arrangements with education.  

• Enhanced research portfolio. 

• Multidisciplinary involvement in the research and education programme.  
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Associated Investment Objective  

• To provide a service environment that will easily allow engagement and involvement with research and service development 
opportunities with our partner higher education institutes.  To provide a service that will advance treatments and interventions 
and attract highly capable staff with progressive research interests and who can be more readily retained.    

T
im

e
-b

o
u

n
d

 Timeframe for monitoring this benefit 

Baseline monitoring for FBC:  2012 
Re-visit the baseline pre-move:  2015/16  
Post-project evaluation:   2017/18 
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HFS Comments on the RHSC/DCN Independent Design Review carried out by Atkins for SFT 

(The following comments relate to the Atkins Independent Design Review Dated 12th December 2011. The drawings and detailed 
information on which the Atkins report was based were not available to HFS other than a set of Proposed Reference Design 
drawings dated June/July 2011previously submitted to A+DS for their Design Review.) 

Heading from the 
Summary and 
Recommendations
section of Atkins report. 

HFS Comment 

Links to existing RI 
Recommendation 1

.
 Supported 

Planning for Future Change 
Recommendation 2

Supported. Current guidance suggests that there should be a greater emphasis for the design of 
all elements to be capable of future adaptation to meet changing needs. 
In particular, although the current proposal is only a reference design, if the design developed 
by the NPD Co develops the plan shapes currently indicated on the drawings, it will inevitably 
result in accommodation that is less standardised and therefore less capable of future 
adaptation. See HBN 00-03   

Clinical Planning 
Recommendations  3 and 4 Supported

S/HFS/P&CP/NDAP/NHSLothian//RHSC/Design comments  1 27/01/2012 
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Space Planning 
Single rooms The statement that “Adult critical care units are looking towards 100% segregation of patients 

into single-bays or rooms” does not illustrate the extent of the reference design’s variation from 
current guidance. Since November 2008 it has been mandatory for all new build in-patient 
accommodation (for all patent groups) to provide 100% single bedrooms unless there are 
clinical reasons for multi-bedded rooms to be available. Although the original design work on the 
re-provision of the RHSC commenced prior to the issue of CEL 48 (2008) there is now an 
opportunity to realise the considerable benefits of designing to the current standards.

Recommendation 5 Supported. The recommendation should be reinforced to require that bidding teams should 
maximise the single bedroom provision with a minimum requirement of compliance with the 
design brief.  

Bedroom and en-suite floor 
areas

HBN 23 Hospital accommodation for children and young people which was published in 2004 
indicates an area of 15m2 for a single bedroom. HBN 23 also states that all single bedrooms 
should provide sufficient space for a bed for a parent and that bed bays in 4 person rooms 
should each accommodate a reclining chair. 
When these requirements are taken together with the current need to provide a clinical support 
zone within the bedroom, ergonomic studies have shown that a minimum of 19m2 is required for 
the bedroom. (SHPN 04-01 Adult in-patient accommodation [2010] and HBN 04-01 [2008]) 
HBN 23 indicates that a minimum of 80 m2 is required for a four person bedroom.

Recommendation 6 Supported. A requirement that the feasibility study of room sizes should use the ergonomic data 
available in guidance documents HBN 00-02 Sanitary spaces, HBN 00-03 Clinical and clinical 
support spaces and SHPN 04-01Adult in-patient accommodation should be added to the 
recommendation.

S/HFS/P&CP/NDAP/NHSLothian//RHSC/Design comments  2 27/01/2012 
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Ward Planning 
Recommendation 7 Supported

Emergency Department 
Recommendation 8 Supported
Operating Theatres 

Radiology

Outpatients
Recommendation 9 Supported. Item 2 should be a requirement as this would be necessary to comply with the 

guidance in HBN 00-03 Clinical and clinical support spaces.  

Therapies
Recommendation 10 Supported
Clinical space planning 
generally
Recommendation 11 Supported. The dimensions of the indicative layouts of rooms should be based on the 

ergonomic data available in guidance documents HBN 00-02 Sanitary spaces and HBN 00-03 
Clinical and clinical support spaces. 

Support Services 
Planning
Recommendations 12&13 Supported

S/HFS/P&CP/NDAP/NHSLothian//RHSC/Design comments  3 27/01/2012 
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S/HFS/P&CP/NDAP/NHSLothian//RHSC/Design comments                                                              4       27/01/2012  

Efficiency of planning 
Recommendations 14&15 Supported
Reference design 
Recommendations
16,17&18

Supported. In regard to recommendation18 it would not be unreasonable to recommend that the 
reference design should avoid using irregular shapes that make planning for flexibility and 
efficiency less achievable.   

Design Quality 
Recommendation 19 Supported.

A+DS have confirmed their availability to assist in preparing a Design Statement 
Costs
Recommendations 20 Supported
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From: Donna Stevenson
To: Andrew Bruce
Subject: FW: RHSC/DCN Reference Design
Date: 26 April 2012 12:00:58
Attachments: image001.jpg

Andrew

For information this was the list of issues which we used as a basis for today’s discussion. I will
copy you in on my summary of agreed items with Brian and also send an email re the design
development point.

Regards

Donna

Donna Stevenson
Associate Director
Scottish Futures Trust

Mobile  
Direct  
Email  
Videoconference facilities available
Address11-15 Thistle Street, Edinburgh, EH2 1DF.  Main   Fax 
www.scottishfuturestrust.org.uk

SFT Logo

From: Donna Stevenson 
Sent: 26 April 2012 09:56
To: Colin Proctor
Subject: RHSC/DCN Refernce Design

Colin

As arranged I note below the key issues which we discussed at our meeting with Peter and
Andrew yesterday. I have left a copy of the plans on your seat for the meeting at 10am.

1. Is NHSL confident that the cost of the Reference Design will be bid within the construction
cap? Has Thomson Gray signed off on its cost estimate? TS4 is reflected in the OBC and
hence the constriction cap, subject to subsequent  inflation adjustments: is it consistent with
subsequent development of the Reference Design (taking account of the proposed
mandatory elements)?

2. Is NHSL confident as to the buildability of the Reference Design (taking account of the
proposed mandatory elements)?

3. Given the stage of development of the design and the range of rooms covered, why is there
only 52% which have been developed to 1:50 stage (MM paper at 4.1);

4. As the bidders develop the detail of the remaining rooms (and the remainder of the
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development) :

4.1.    What impact might that have on the existing layouts which are stated to be
mandatory?

4.2.    What implications might that have for the need for clinical sign off : is that to be
covered by the clinical input within the project team rather than additional wider clinical
engagement?

4.3.    Given the constraints of the site and the degree of mandatory elements proposed by 
NHSL, what in practice is the scope for Bidders to develop their preferred option for
M&E and communication space?

5. Given the proposed mandatory elements, would a design which replaces curved walls and
corridors with straight / perpendicular lines be acceptable?

6. Given the departure of the reference design team, is NHSL satisfied that it has sufficient
technical support to evaluate the bids and the sufficient information is available to enable
that process to be carried through effectively?

7. How would any change proposed by NHSL from a clinical or operational perspective or
required by planners , other statuary bodies or third parties be accommodated given the
proposed scope of the mandatory elements?

8. Has NHSL now addressed all of the recommendations of the Project Review as brought out
in the Atkins Report. Bearing in mind that the Reference Design team will be disbanded at
the issue of OJEU?  SFT will look to NHSL to confirm that that these have been implemented
at the Pre ITPD KSR. NHSL should note that SFT is not signing off on the design.

9. The office element seems high.

I hope this is helpful.

Regards

Donna

Donna Stevenson
Associate Director
Scottish Futures Trust

Mobile  
Direct  
Email  
Videoconference facilities available
Address11-15 Thistle Street, Edinburgh, EH2 1DF.  Main   Fax 
www.scottishfuturestrust.org.uk

SFT Logo
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NHS LOTHIAN 

Project Steering Board Meeting 
11th May 2012 

Susan Goldsmith, Director of Finance 

RHSC + DCN – LITTLE FRANCE 
REFERENCE DESIGN 

1 Purpose of the Report 

1.1 The purpose of this report is to recommend that the Project Steering Board 
confirms that the report “RHSC + DCN – Approach to Reference Design dated 
March 2012” (copy attached) is used as a basis for accurately conveying NHSL’s 
(the procuring body) intentions to bidders in relation to mandatory and non 
mandatory elements. This will allow conclusion of all associated ITPD documents. 

Any member wishing additional information should contact the Executive Lead in 
advance of the meeting. 

2 Recommendations 

The Board is recommended to: 

2.1 Approve the implementation of the following as described in Section 7 Conclusions 
of the report “RHSC + DCN – Approach to Reference Design dated March 2012”: 

2.2 Mandatory Elements - comprising the information that defines Operational 
Functionality and as indicated in Interdepartmental Layouts (1:500), Departmental 
Layouts (1:200) and Room Layouts (1:50) for Key and Generic Rooms.  As a 
consequence of the particular project and site issues, departmental corridor 
layouts are also mandated as a result. 

2.3 Non Mandatory Elements - Information that has been developed to verify the 
feasibility of the Reference Design in terms of architecture and engineering and 
information developed for issue to Bidders in regard to site and servicing 
information.   

2.4 Bidders will be prohibited from revisiting the Schedule of Accommodation and 
Operational Functionality during the procurement process given the significant 
investment in time and money made by NHSL in the production of the Reference 
Design. 
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2.5 Confirm that Variant Bids (of any nature) will be prohibited by bidders ensuring an 
optimum and competitive response from the market through recognition of a “level 
playing field” where no one potential bidder will be significantly advantaged over 

another.* see comment on 4.2

3 Discussion of Key Issues 

3.1 The Reference Design has been concluded following the Project Steering Board’s 
approval in July 2011 of the strategy for it’s development given the benefits arising. 
These remain as previously reported: 

• Enhanced cost certainty at OBC
• Clinical Design complete – very limited future engagement of scarce clinical

resource
• Shortens Competitive Dialogue Phase
• Utilises available programme time – parallel with Consort Negotiations ie no overall

delay to strategic programme
• Minimises abortive design cost for unsuccessful bidders

3.2 The report “RHSC + DCN – Approach to Reference Design dated March 2012” 
was discussed in detail with SFT on 26th April, 2012. SFT subsequently confirmed 
that the meeting was “useful”. NHSL have received no correspondence 
recommending adjustment to this report or its recommendations from SFT. 

3.3 The Project Steering Board are reminded that because of the particular and unique 
issues surrounding the development of this facility on this site, greater input and a 
more mature Reference Design has been necessary than may be the case in other 
Healthcare NPD projects. 
These issues include: 

• The connections required to the existing RIE building – predetermined by the
location of the existing A&E department and Critical Care.

• The restricted nature of the site bounded on all sides as it is by existing road and
services infrastructure and key access/egress points.

• Height and massing restrictions imposed by the local planning authority.
• Flood protection measures and Public Transport Infrastructure requirements.
• The site being part of an existing PFI / PPP site.
• Interface and Access requirements with the existing RIE PFI service provider.

3.4 Following the close of Competitive Dialogue, and the appointment of the Preferred 
Bidder, the Reference Design will be replaced with the Preferred Bidder’s full 
design solution. 

4 Key Risks 

4.1 Room Layouts have been developed for Key and Generic Rooms covering 54% of 
the rooms.  This substantially reduces the exposure of the risk carried by NHSL in 
regard to areas specified being adequate to accommodate equipment required 
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albeit there is a minor residual risk for the rooms that remain to be drawn. 
However, these rooms are significantly less complex operationally. 

4.2 Given the previous healthcare planning input to the project from an external 
Healthcare Planner and NHSL’s extensive internal resource, the lack of an 
appointed adviser as Healthcare Planner during procurement is deemed to be a 
minor and manageable risk. 

* Potential variant options which may be proposed by bidders and must be resisted
post short listing to ensure maintenance of a “level playing field” and strict
compliance with procurement rules could be:

• Elimination of Basement
• Off site Energy Centre
• Off site FM / Goods / Waste Handling Yard
• Shared Facilities and Support Services
• Removal of Helipad
• Removal or shrinkage of Communication Spaces (The Hub)

5 Risk Register 

5.1 No significant new risks have been identified to those previously identified in the 
project risk register. 

6 Impact on Health Inequalities 

6.1 The findings of the Equality Diversity Impact Assessment for the separate projects 
to move RHSC and DCN to Little France are to be revisited as a joint project in 
advance of the submission of the Full Business Case.  The Project Steering Board 
will be appraised of findings and recommendations to address inequalities.  

7 Impact on Inequalities 

7.1 The findings of the Impact Assessment for the separate projects to move RHSC 
and DCN to Little France are to be revisited as a joint project in advance of the 
submission of the Full Business Case.  The Committee will be appraised of 
findings and recommendations to address inequalities.  

8 Involving People 

8.1 NHSL Partnership have been engaged in developing these proposals for project 
personnel and facilities. 

8.2 The communications and engagement plan for the project, developed in 
conjunction with the Scottish Health Council and NHSL Partnership details the 
plans for involving and informing staff, patients, the public and other stakeholders. 
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9 Resource Implications 

9.1 The resource implications for adviser support and NHSL staff during the 
procurement phase of the project have been advised previously. 

Brian Currie 
Project Director – RHSC + DCN – Little France 
8th May 2012 

 

List of Appendices 

Appendix 1: “RHSC + DCN – Approach to Reference Design” dated March 2012 by Mott 
MacDonald. 
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Royal Hospital for Sick Children and Department of 
Clinical Neurosciences at Little France 

 

S:\Reprovision Projects\2. Joint RHSC & DCN\Meetings\Project Steering Board\12. 11th May 2012\11th May 2012 Project Board Action 
Notes RHSC + DCN.doc 

ACTION NOTES 
Commercial in Confidence – not disclosable under the Freedom of Information (Scotland) Act 2002

Meeting Title: RHSC + DCN – Little France – PROJECT STEERING BOARD #13 

Date/Time: 11th May, 2012 / 1.00pm       

Locat ion: Craigmillar Room, PEC, RIE, Edinburgh 

Attendees: Jackie Sansbury 
George Walker 
Peter Reekie 
Iain Graham 
Carol Potter 
Brian Currie 
Susan Lloyd 

Chief Operating Officer – NHSL (Chair) 
Non Exec Director - NHSL 
Director Finance + Structures – SFT 
Director of Capital Planning and Projects – NHSL 
Associate Director Finance - NHSL 
Project Director – NHSL 
Partnership Lead – NHSL 

Apologies: Susan Goldsmith 
Mike Baxter 
David Farquharson 
Fiona Mitchell 
Stuart Wilson 
Norman Kinnear 
Chris Bowring 

Director of Finance – NHSL  
Deputy Director (Capital + Facilities) - SGHD 
Medical Director – NHSL 
Dir. Ops – NHSL - Women’s, Children’s + Neurosciences 
Director of Communications - NHSL 
Major Capital Projects Advisor – SGHD 
Director of Finance – NHS Fife 

NOTES 
Item 

Previous Notes + Matters Arising Lead 1. 
Revisions were agreed to previous notes (see copy attached). 

Susan Goldsmith and Alan Payne to be consulted as to minimum attendance to form 
quorum. 

BC 

Dashboard 2. 

Off Site Flood Works  have been identified as necessary following flood modelling 
exercise recently undertaken by Arup. Scope and cost yet to be determined. Land 
registry search underway to determine ownership. 

SA6 sign off by all Consort’s funders has made no progress since last meeting. 
A proposal has been given to Consort by the last remaining bank to enable them to 
approve. However, this would require all funders to agree and first indications are 
that this will not be possible. 

The issue, as far as NHSL understand, is not in relation to SA6 as such rather a 
financial issue between the bank in question and Consort. 

JKS asked what timescale is anticipated to resolve this problem and what and when 
needs to be escalated? 

It was noted that the issue will be taken to the Main Board on 23 May and thereafter 
to a Consort / NHSL Board to Board meeting on the 28th May. 

GW commented that it is essential that the Main Board have clarity on the possible 
outcomes and steps necessary to resolve.  

Fundraising Strategy  update to be provided by SG at next meeting. 

BC 

SG 

SG / IG 

SG 
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Royal Hospital for Sick Children and Department of 
Clinical Neurosciences at Little France 

 

S:\Reprovision Projects\2. Joint RHSC & DCN\Meetings\Project Steering Board\12. 11th May 2012\11th May 2012 Project Board Action 
Notes RHSC + DCN.doc 

ACTION NOTES 
Commercial in Confidence – not disclosable under the Freedom of Information (Scotland) Act 2002

Item 

Equipment Update 3. 
Paper as tabled was noted. 

Approach to Reference Design 4. 
Paper as tabled was approved. 

Year End Financial Report 5. 
Paper as tabled was noted 

ANY OTHER BUSINESS 6. 
JKS asked for an updated cost per month for delay to the delivery of the project. BC 

DATE & TIME OF NEXT MEETING 7. 

Board  Room 1 , RIE , 1.00pm – 3.00pm, 8 th June 2012 All 
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PROCUREMENT STRATEGY 
 

 
 
 
Executive Summary 
 
This paper details the proposed process for the procurement of the RHSC & DCN 
Little France project in Edinburgh (the Project).  
 
The Project will be procured via the Scottish Governments revenue financed Non 
Profit Distributing (NPD) model. A preferred bidder for the contract will be selected 
via Competitive Dialogue (CD) as part of the procurement process.  
 
The new building associated with the Project will be located adjacent to the existing 
Royal Infirmary of Edinburgh (RIE) on the Little France site. 
 
The existing RIE building/land is associated with an earlier PFI project operated by 
Consort Healthcare. The intention is that the RHSC & DCN will be standalone and a 
separate facility on the Little France site as far as is practically possible. It is 
anticipated, however that there will be a number of common interfaces between the 
eventual RHSC & DCN and the RIE/Consort facility, associated mainly with 
physical, clinical and operational connections (patient pathways and staff 
communications), infrastructure associated with ICT, Security/fire alarm systems and 
the pneumatic tube delivery system employed by NHS Lothian on the RIE site. 
 
The key stages associated with the procurement process and described in this paper 
are: 
 

• PIN notice  
• OJEU notice 
• Pre-qualification  
• Competitive Dialogue (CD) 
• Submission of final tenders 
• Selection of preferred bidder 
• Financial/Contract close 

 
 
1. Introduction 
 
This paper provides details of the procurement proposed for the Project via the CD 
route and the interfaces with other workstreams associated with the Project. 
 
The approach to procurement via competitive dialogue has been aligned with HM 
Treasury guidance on CD (2008). 
 
A Procurement and Commercial workstream including NHSL personnel and project 
Technical, Legal and Financial advisors has developed the following proposal and is 

   
   

 
  

Page 946



in the process of completing key documentation associated with the procurement 
process, including pre-qualification  and invitation to tender documentation.  
 
 
2. PIN Notice 
 
Application of a Prior Information Notice (PIN) has been considered by the 
Procurement and Commercial workstream. It is considered not appropriate to issue a 
PIN notice until Outline Business Case (OBC) is confirmed and all outstanding 
interface issues with the RIE concession are settled. 
 
Additionally, the OJEU notice is programmed to be published during January 2012 
leaving little time for the above issues to be closed out and a PIN issued. 
 
It is therefore proposed not to publish a PIN notice for this Project. Given current 
market conditions and awareness and enthusiasm that already exists for the Project it 
is considered that lack of a PIN will have little impact on the markets response. It is 
intended that the OJEU notice and associated Pre-Qualification Questionnaire (PQQ) 
and Memorandum of Information documents will include additional input to 
compensate. 
 
 
3. OJEU Notice 
 
The OJEU notice is programmed to be published in January 2012. This will outline 
NHSL requirements for the Project including details of the procurement strategy with 
regard to the pre-qualification process and associated selection and award procedures.  
 
The OJEU process will not commence until the final OBC has been completed and 
signed off. Following approval of OBC and prior to the OJEU notice being published, 
it is anticipated that a key stage review (pre-OJEU) will be carried out by the Scottish 
Futures Trust (SFT). 
 
The proposed OJEU notice is included as part of the OBC submission. 
 
 
4. Pre-qualification (PQQ) 
 
Organisations/Consortia expressing an interest will be asked to complete a PQQ). 
This will verify organisations experience, financial standing and professional and 
technical capacity for delivering the Project. 
 
During the pre-qualification phase, a bidder’s day will be held to provide more 
information to prospective bidders on the Project and the approach to the CD process. 
 
Pre-qualification submissions will be evaluated via a formal scoring methodology. It 
is proposed that a minimum of 3 bidders with the highest scores from this process will 
be shortlisted to go through to the CD phase. It is anticipated that all 3 short listed 
bidders will proceed through to the end of the CD process when a preferred bidder 
will be selected. 
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Prior to confirmation of shortlisted bidders, a further Key Stage Review (Pre-ITPD) 
review will be carried out by SFT. 
 
Reasons for shortlisting three bidders can be summarised as follows: 
 

• Taking additional bidders forward beyond PQQ will place additional burdens 
on Project Team resources, potentially adding to procurement costs. 

• The time period for the CD process will be extended, increasing the overall 
procurement timescales 

• Potential bidders will have concerns about Resourcing and financing their bid 
through CD and tender stages when the chance of success is reduced 

• Three bidders is the usual shortlisted number on similar NPD projects 
 
 
A draft PQQ, associated scoring template and Memorandum of Information have been 
prepared and reviewed by the Procurement & Commercial workstream. These are 
based on SFT standard form documents but developed to focus on project specific 
issues associated with the Project.  
 
It is acknowledged that due to the specific requirements of the Project, current market 
conditions and the low number of PPP related projects associated with the acute 
health sector undertaken in recent years, that the PQQ will be a key stage in ensuring 
that bidders with the appropriate blend of skill and experience are shortlisted. 
 
It is anticipated that the PQQ, associated scoring template and Memorandum of 
Information will be approved by NHS Lothian’s project board during November 
2011. 
 
 
5. ITPD and Competitive Dialogue (CD) process 
 
5.1 ITPD 
 
The CD process will commence with the issuing of an Invitation To Participate in 
Dialogue (ITPD). The ITPD will:  
 

1. Establish the requirements for information that bidders will submit for 
evaluation/review throughout the process;  

 
2. Set out NHS Lothian's requirements (including output requirements and other 

technical information); 
 

3. Set out how dialogue will be conducted (including a description of how the 
interim review stages at the end of dialogue stages 1 and 2 will be handled); 

 
4. Set out the breadth of matters and subjects which NHS Lothian expects to be 

the subject of the detailed dialogue; 
 

5. Flag up any constraints that bidders should be aware of;  
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6. Set out a protocol for communications between NHS Lothian and bidders; and 

 
7. Include details of the information required at each stage and the associated 

review and award criteria. 
 

On the Project a reference design will be developed by NHS Lothian and their 
advisors. This will detail a design that fixes clinical functionality. Elements of the 
reference design will be mandated in the ITPD and bidders will not be able to depart 
from this in their proposals.  
 
There will be four main volumes for the ITPD: 
 
Volume 1 – Instructions and guidance to bidders 
Volume 2 – Project Agreement 
Volume 3 – Specific requirements 
Volume 4 – Room Data Sheets 
 
 
5.2 Dialogue stage 1 
 
It is proposed that there are three main stages to the CD process. The initial stage will 
involve dialogue on the strategic direction of the Project and development of bidder’s 
proposals, including 1:500 and 1:200 plans and associated Technical, Financial and 
Legal proposals. At the end of stage 1 the three bidders will be invited to submit their 
outline solutions. Requirements for this will be described in the ITPD. It is proposed 
that review at this stage is an informal process rather than a full submission. Bidders 
will be asked to give a presentation on their outline proposals and work to date. This 
will be an opportunity for bidders and the procurement team to present proposals to 
NHSL representatives who have not been fully involved in the procurement process, 
but are still significant stakeholders in the Project. 
 
Bidders will be given guidance on the presentation structure and requirements and 
will be asked to let stakeholders see the presentation in advance to familiarise 
themselves and frame questions. 
 
The presentations will not be formally scored, but comments from stakeholders will 
be captured and fed back to bidders with salient points informing stage 2 of the 
dialogue process. 
 
5.3 Dialogue stage 2 
 
The second phase of CD will look at more detailed proposals, including 1:50 plans 
and associated Technical, Financial and Legal proposals. The second phase will 
conclude with an invitation to submit detailed solutions. This will require a more 
formal submission, focussing on key issues relating to affordability. A matrix will be 
prepared to allow key information from each bidder to be captured and analysed but 
not formally scored. Requirements for submissions at this phase will be described in 
the ITPD. 
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Feedback will be given to each bidder and will inform the basis for the remaining 
dialogue prior to submission of the draft final bid. 
 
In both the stage 1 and stage 2 reviews, bidders will be expected to demonstrate 
innovation and explain how they intend to address issues around construction and 
provision of services.  
 
5.4 Dialogue stage 3 and draft final tender 
 
After the stage 2 review a further round of dialogue and clarification will take place 
before bidders are asked to submit a draft final tender.  
 
At this stage, bidders will be asked to submit their final proposals in draft form based 
on an agreed contractual position. Draft bids will be reviewed for compliance and to 
ensure they are presented correctly to allow full evaluation to take place at the final 
tender stage.  
 
Only limited dialogue is anticipated after submission of draft final tenders. This will 
allow NHS Lothian to engage with each bidder to clarify, specify or fine tune their 
tender. 
 
Dialogue will formally close when NHS Lothian is comfortable that one or more 
solution is available. An Invitation To Submit Final Tender (ISFT) in draft form will 
be issued at this stage. Full details of ISFT requirements will be included in the ITPD. 
 
5.5 CD meeting format 
 
The CD process has been programmed to last 8 months. During the process dialogue 
with bidders will be split into three dialogue streams, Technical, Legal and Financial. 
Engagement with the three bidders for each of these dialogue streams will take place 
on a monthly basis.  
 
A draft programme for the procurement workstream, including proposed dates for 
dialogue meetings and associated submissions is included in this paper. This shows 
proposed dates for dialogue meetings with shortlisted bidders and anticipates that at 
each dialogue cycle there will be three consecutive meeting days. One day for each 
bidder. The format for the days includes separate workshops for Technical, Legal and 
Financial discussions together with collective sessions. 
 
 
6. Final Tenders 

 
When the Competitive Dialogue period concludes, bidders will formally be invited to 
submit final tenders via an ISFT.   
 
Details of scoring criteria and weightings that will be used by NHS Lothian during the 
evaluation of bid proposals will be described in the ITPD.  As discussed above, the 
draft final bid will allow NHS Lothian and their advisors to ensure that bidder’s final 
proposals address all aspects required in the final bid and are fully compliant with all 
mandatory requirements.  A Key Stage Review will be held pre ISFT. 
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7. Selection of Preferred Bidder 
 
Following receipt of final bids, some further discussions will take place with bidders 
to clarify, specify or fine-tune final bids.  NHS Lothian shall then undertake a detailed 
evaluation of final bids based on the evaluation criteria specified in the ITPD. 
Following the detailed evaluation of the final bids, a final evaluation report will be 
prepared to recommend the preferred bidder. This recommendation will be based on 
the bid that represents the most economically advantageous. It is proposed that a 
standstill period will apply at the point at which the preferred bidder is selected and 
announced. 
 
A full debriefing for unsuccessful bidders is included in procurement programme. 
 
 
8. Financial/Contract close 
 
Dialogue will continue to take place with the preferred bidder only to complete the 
project agreement and clarify aspects of the preferred bidder's final bid to reach a 
position where the project agreement can be entered into and signed. At this time the 
preferred bidder shall not be entitled to modify substantially any aspect of its final 
bid. During this period the preferred bidder will apply for and obtain detailed planning 
approval for the Project.   
 
In parallel, activity will take place to complete the final business case for the Project 
and gain all necessary approvals to allow contract close to take place. This phase is 
programmed to take 3 months, achieving contract close in mid July 2013. 
 
It is proposed that a further standstill period shall take place between the date NHS 
Lothian notifies those parties who submitted a tender and the date on which NHSL 
proposes to enter into and conclude the final contract with the preferred bidder, if  
NHS Lothian considers a further standstill period to be appropriate.  A number of 
legal remedies may be available to interested parties relating, for example, to the 
award decision during or following the standstill period. 
 
A final key stage review (pre-financial close) will take place before the project 
agreement is signed with the preferred bidder. 
 
 
 9. Procurement Programme 
 
An outline of the draft procurement programme is included over, including key dates 
associated with the evaluation process. 
 
Draft Procurement Programme – key dates 
 
 
Evaluation Stage 
 

 
Meeting dates 

 
Comments 
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PQQ Evaluation training 

 
31st January 2012 

 
Coincides with publication 
of OJEU notice 

 
Bidders day  

 
17th February  2012 

 

 
PQQ Evaluation 
 

 
5th March 2012 – 27th 
April 2012 

 
Dates shown are for the 
proposed evaluation 
period. Evaluation work 
will take place throughout 
this period with meetings 
scheduled at a later date. 
This will depend on the 
number of PQQ 
submissions received. 

 
CD Training 
 

 
27th April 2012 

 
Coincides with release of 
ITPD to short listed 
bidders 

 
CD Phase 1 
 
 
 
 
 

 
Bidder A- 14th May 2012 
Bidder B- 15th May 2012 
Bidder C- 16th May 2012 
 
Bidder A- 11th June 2012 
Bidder B- 12th June 2012 
Bidder C- 13th June 2012 
 
Bidder A- 9th July 2012 
Bidder B- 10th July 2012 
Bidder C- 11th July 2012 

 

 
Phase 1 review 
 
 
 

 
11th July – 1st August 2012 

 
Dates shown are for the 
proposed evaluation 
period. Review work will 
take place throughout this 
period with meetings 
scheduled at a later date. 

 
CD Phase 2 
 
 
 

 
Bidder A- 13th Aug 2012 
Bidder B- 14th Aug2012 
Bidder C- 15th Aug 2012 
 
Bidder A- 10th Sept 2012 
Bidder B- 11th Sept 2012 
Bidder C- 12th Sept 2012 

 

 
Phase 2 review 
 
 

 
12th September – 3rd 
October 2012 

 
Dates shown are for the 
proposed review period. 
Work will take place 
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throughout this period 
with meetings scheduled at 
a later date. 

CD Phase 3 Bidder A- 8th Oct 2012 
Bidder B- 9th Oct 2012 
Bidder C- 10th Oct 2012 

Bidder A- 5th Nov 2012 
Bidder B- 6th Nov 2012 
Bidder C- 7th Nov 2012 

Review of Draft Final 
Tender 

14th November – 12th 
December 2012 

Dates shown are for the 
proposed evaluation 
period. Review work will 
take place throughout this 
period with meetings 
scheduled at a later date. 

Final Dialogue and 
clarifications leading to 
dialogue close 

Bidder A- 14th Jan 2013 
Bidder B- 15th Jan 2013 
Bidder C- 16th Jan  2013 

Evaluation of Final 
Tender 

22nd February – 23rd May 
2013 

Dates shown are for the 
proposed evaluation 
period. Evaluation work 
will take place throughout 
this period with meetings 
scheduled at a later date. 
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