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EXECUTIVE SUMMARY
1 Introduction

This document is a full business case (FBC) to develop a new purpose built hospice facility
in Ryhope. The facility will provide sustainable accommodation for Sunderland Integrated
Specialist Palliative Care services, including the provision of 14 inpatient beds. The
proposal has the support of the Sunderland Teaching Primary Care Trust (TPCT) Board,
Sunderland Clinical Commissioning Group and the Local Authority.

The business case has been developed in full collaboration with partner organisations
across the city, including South Tyneside NHS Foundation Trust, host to community
services for Sunderland and Sunderland Local Authority. The Project Board which has
been established to oversee the development of this case has begun the consultation
process with existing service users and has a programme of engagement exercises in
place to ensure consultation is continued throughout the project.

2 Background

Palliative care within Sunderland is currently provided through an integrated model of
specialist services based within St Benedict's Hospice. The establishment of services
within this model includes;

12 inpatients beds, (Including 2 three bed, shared wards)
Day Care

Outpatient facilities

Lymphoedema

Community Specialist Palliative Care Nursing team

Out of hours palliative care team

The integrated model for service delivery helps support Primary Care to provide
sustainable care in the community and reduce the need for admission to Acute Care.
Whilst its allied services provide access to specialist support in the community the
inpatient unit provides care for patients with particularly complex needs outside of
secondary care.

St Benedict's has been praised for providing first class specialist care to one of the most
vulnerable patients groups (Marie Curie, Delivering Choice Programme Phase | report
2008). However, despite significant levels of investment by the Board of Trustees, the
physical building remains not fit for purpose. The hospital in which the hospice is located
is over 70 years old and does not provide the appropriate environment for palliative care
patients or the opportunity for redevelopment to the required standard. This full business
case proposes to fund a new purpose built facility which provides access to appropriate
facilities and a physical environment which the patients and the service provision
deserves.

The overriding aim of this project is to provide a sustainable, state of the art facility which
is able to provide a range of specialist palliative care services to the residents of
Sunderland. The development of this facility will give consideration to future proofing the



delivery model in order to ensure it is able to respond to and accommodate the anticipated
demand for palliative care services now and in the future.

The drivers for this project include:

Continued uncertainty with current estate facilities

Current estate facilities are dated and not fit for purpose

Secured budget to fund a new build (2010/13)

The need to promote privacy and dignity at the end of life

National (End of Life Strategy 2008) and regional emphasis on improving choice at
the end of life and establishing services which are able to maintain patient care in
the community if that is their preferred place of care.

e National and local direction towards care provision closer to home (Our health, our
care, our say: a new direction for community services)

3 Strategic Case

This section sets the investment proposal in its strategic context describing the national
policies and local initiatives that have influenced the TPCT's strategic direction in general
and the strategy to develop a purpose built facility in particular.

The hospice facility is fundamental in the realisation of national policy to deliver a range of
services in community settings to support patient choice. The hospice facility will house
the services which form Sunderland’s integrated service for specialist palliative care and
will ensure these services meet future priorities for service delivery and are able to meet
the increase in demand from the growing ageing population.

The new build will provide accommodation which is functional, fit for purpose, sustainable
and focused on meeting patient and clinical need.

This case will provide assurance that the proposal is in accordance with National, Regional
and Local strategies.

4 Economic Case

Economic considerations include:

e Capital funding for the project has been identified and provision made by
Sunderland TPCT

e Within the 2011/12 Strategic Plan for Sunderland TPCT, revenue investment
funding was identified to support the commissioning intention to re-provide St.
Benedict’s hospice

e The preferred site is already the property of Sunderland TPCT, releasing a cost
saving of circa £1 million

e The proposed site will be co-located with an existing 24 hour facility providing the
opportunity to share support services



5 Involving the public

The TPCT and the Project Board have carried out an extensive engagement programme
and are committed to consulting, engaging and involving the residents of Sunderland in
achieving its core aims throughout the project. This philosophy has been a significant part
of previous, successful capital projects.

e A focus group was held with existing service users (Patients and families) to identify
what their priorities would be when considering the selection of the new hospice
site. Information collated was used to determine questions for consideration in the
options appraisal and their weighting scores

e Staff, patients and carers from the hospice inpatient unit were asked to list their
‘vision’ for a new hospice build. They were specifically asked to include the non
tangible (softer issues); their thoughts and feelings of what the hospice would
represent

e 2 patient ‘design champions’ were included in the sub group who reviewed the
selection of architects as part of a design competition

e A paper has been submitted to the Sunderland Local Engagement Board with an
agreement to attend their next meeting to present a progress update

e A detailed programme of consultation exercises has been developed in
collaboration with the TPCTs PPI engagement officer

e Attendance at an open event of Houghton Primary Care Centre is providing an
opportunity to carry out significant public consultation and engagement

e Confirmation of preliminary support in principle from Sunderland Local Authorities
Overview and Scrutiny Committee

6 The Preferred Option

A full options appraisal was carried out on all feasible site options which identified Ryhope
as the preferred location. NHS South of Tyne and Wear (SoTW) already own the estate
which is located on the Southern perimeter of Cherry Knowle hospital. The wider hospital
site is owned and controlled by NTW who are in the process of redeveloping the whole
estate through an initiative called ‘Pride- Ryhope’.
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Whilst the services and facilities will not be co-located in the same buildings, the NTW
redevelopment will provide the opportunity for economies of scale throughout the
operational life of the building via ongoing shared service arrangements.

The hospice will be a detached building of circa 3100 m2. It will include 14 single inpatient
beds along with a number of additional clinical and administrative rooms to support the
delivery of the integrated model for palliative care services. The proposed hospice also
includes a large regional educational facility to support the delivery of training for specialist
and generalist staff to promote more choice and better care for patients.

The FBC focuses on creating a facility which is ‘fit for purpose’, improves accessibility and
capacity whilst supporting a future proofed service delivery model that enhances patient
choice at the end of life.

The services currently provided by the existing staff are recognised as exemplar within a
facility that is not ‘fit for purpose’ and poses significant privacy and dignity issues for end of
life patients.

The decision to increase the bed capacity within the inpatient unit from 12 to 14 was
informed by a comparison of population predictions over the next 10 years against the
recommended average number of hospice beds from the National Council of Palliative
Care. (5 per 100,000 head of population, National Council of Palliative Care).

Currently the 12 bed unit runs at 80% utilisation with its two 3 bedded wards. Moving to
single bedrooms will allow an increase to 85% utilisation providing a growth in patient
access by 27%.

Consideration has been given to the demand from neighbouring areas of Sunderland, in
particular Gateshead and South Tyneside, however service provision appears to be
adequate and sustainable within these localities and the recommendation is for the
hospice to predominantly serve the residents of Sunderland.

A review of public and private access to the site demonstrated current ease of access that
will be further increased through the instillation of a new major road linking Ryhope to
Doxford Park. The availability of land will also provide the opportunity to include sufficient
dedicated car parking.

7 Financial Case

The financial appraisal is predicated on the recommended option 4 to move to a new
purpose built facility. The conclusion of the economic and financial appraisal confirms that
a purpose built facility in Ryhope represents the most effective use of NHS resources as it
delivers the greatest range of non-financial benefits for the capital investment.

8 Management Case

The TPCT has put the same project management structure in place to oversee this project
as was implemented in the recent development of 4 Primary Care Centres. A number of
roles will be carried out by the same TPCT staff, allowing for continuity which will be
advantageous to project planning and implementation.



The project sponsor leads a multi-disciplinary, multi-agency project team reporting to the
project lead who is accountable to the Sunderland TPCT Board. The project manager for
construction acts as the interface between the project team and the Principal Supply
Chain Partner (PSCP) and controls and oversees the performance of the contractor on the
construction of the project.

9 Conclusion

The new hospice will provide one of the most vulnerable patient groups with access to
specialist services in a first rate, fit for purpose facility which is in keeping with NHS
Sunderland TPCTs ISOP and estates strategy. The range of services included within the
integrated model will help ensure care is available in community settings outside of
hospital and supports the delivery of choice at the end of life.



CONTENTS

Page
1. Introduction
1.1 Purpose of the Full Business Case 9
1.2 The service proposal in summary 9
1.3 Sunderland TPCTs achievement 17
1.4 Overview of the process 17
2. Local context
2.1 Profile of Sunderland TPCT 18
2.2 Sunderland’s population and health 19
2.3 Geographic profile of the locality 23
2.4 Working in partnership 23
2.5 Consultation 24
3. Strategic Case
3.1 National context 31
3.2 Regional and Local context 34
4. Economic Case
4.1 Project objectives 36
4.2 Project deliverables 37
4.3 Options appraisals 37
4.4 Short list of options 44
4.5 Criteria for selecting the preferred site options 44
4.6 Non-financial benefit criteria 44
4.7 Benefit weighting criteria 45
4.8 Financial benefit criteria 49
4.9 Revenue costs 50
4.10 Economic appraisal 51
4.11 Cost benefit analysis 51
4.12 Summary of options 52
5. Preferred options
5.1 Proposed service content 52
5.2 Location 57
5.3 Building design consideration 57
5.4 Building design solution 60
5.5 Accessibility 64
5.6 Site plan 64
5.7 Statutory approval 73
5.8 Commissioner support 73
6. Financial case
6.1 Financial strategy 73
6.2 Capital costs 74

6.3 Revenue costs 74



Management case

7.1 Procurement strategy 74
7.2 Project organisation and management 75
7.3 Contract management 76
7.4 Risk management 76
7.5 Implementation plan 77
7.6 Post project evaluation plan 77
Schedule of appendices 78

8.1 Optimism bias- Contributory factors and mitigation

8.2 Discounted cash flow

8.3 FBC cost form

8.4 Options appraisal- Re-Development at Monkwearmouth

8.5 Site aerial view

8.6 Schedule of accommodation

8.7 Accessibility assessment

8.8 AEDET Analysis

8.9 Traffic impact assessment and travel plan

8.10 Extended phase 1 habitat survey

8.11 Noise survey and assessment

8.12 Construction programme

8.13 Project management structure

8.14 Project Board - roles and responsibility

8.15 Post project evaluation plan

8.16 Risk evaluation

8.17 Contribution to the NHS North east Vision and Aims

8.18 Letter of support- Sunderland TPCT

8.19 Letter of support- Sunderland Clinical Commissioning Group
8.20 Letter of support- GP Lead End of Life

8.21 Letter of support- Board of Trustees, St Benedict's Hospice
8.22 Letter of support- South Tyneside NHS Foundation trust
8.23 4 Tests

8.24 Equality impact assessment

8.25 Review of SCAPE

8.26 PSCP Management Structure and Monitoring Control Processes



1 INTRODUCTION

This section outlines the purpose of the document, summarises the project proposal explaining the process that has
been undertaken to produce the document and demonstrates the TPCTs past achievements in related areas illustrating
its readiness and capabilities to utilise investment.

1.1  Purpose of the Full Business Case

This document is a full business case (FBC) for the provision of a sustainable, state of the
art specialist facility which is able to provide a range of palliative and end of life care
services to the residents of Sunderland.

The case includes an outline of the strategic drivers behind the proposal and describes
how the proposal supports the delivery of national, regional and local strategies and
initiatives. Several options for both the delivery model and site locations are included
along with the outline of an options appraisal which identifies the preferred option.

The FBC will demonstrate that the project to develop a new hospice facility aligns with
organisational strategic aims and objectives, is economically sound and financially viable.
It will provide assurances that the project team have the necessary skills, experience and
stakeholder engagement to ensure that the process will be well managed and executed in
full accordance with the proposed plan.

1.2 The Service Proposal in Summary

Often the perception of a hospice is one of a place of death. However, the aim of a
hospice is to provide supportive high quality physical, psychological, social and spiritual
care for both patients and their families. This includes supporting complex physical and
social needs with multidisciplinary holistic care, both within the hospice itself and within the
local community. Whilst the inpatient unit provides access for patients with particularly
complex needs, the wider establishment of services in the integrated model provides
access to specialist services in a community setting, helping to sustain care at home and
avoid unnecessary admission to Acute Care.

St Benedicts Hospice has provided specialist palliative care to the people of Sunderland
and the surrounding area since 1984. The existing hospice facility is set within the
grounds of Monkwearmouth Hospital a site owned and controlled by Northumberland Tyne
and Wear NHS Trust (NTW). The arrangement for this agreement is through an annual
leasing arrangement.

In 2008, SoTW were informed by NTW Trust that the organisation was engaged in
discussions around proposals to redevelop all or part of the Monkwearmouth site,
including implications for the building housing St Benedict’'s Hospice. The plans include a
reduction of clinical activity and site development to provide administrative
accommodation. The reduction of this clinical activity has the potential to impact on the
availability of shared services and increased running costs in the future for St Benedict's.

There is wide spread recognition that services provided through the hospice are
exemplary. Within a recent region wide review of Palliative Care Services (2009 Marie
Curie Delivering Choice Programme Phase | review) the hospice was highly commended
for its service provision and delivery. The Board of Trustees play a very active role and



have donated significant funds to refurbish the interior of the facility, however, the physical
building in which the hospice is located is over 70 years old and provides limited
opportunity for re-development, modernisation or expansion. There is a recognition that
access to facilities and the physical environment of the hospice are in need of
improvement and in parts are not fit for purpose.

Whilst staff have made best use of the space available significant problems still remain:

Patients and carers;

The inpatient unit has two 3
bedded bays which are
inappropriate for this client group
with specific reference to privacy
and dignity

e The use of single sex wards creates issues in relation to bed blocking
e The available space makes it impossible to comply with the latest bed spacing
requirements in a multi bed ward and has implications for infection control

Due to lack of space on the
ward a sofa bed in the interview
room/toilet shower is currently
used by relatives wishing to stay
overnight.

10



e Patient flow is fragmented due to an inability to co-locate services. For example,
the lymphoedema clinic is on a corridor external to the hospice facility

The hospices front entrance can
only be accessed by patients who
are able to walk or are in a
wheelchair. Patients on stretchers
enter via a side entrance. The lift
can only accommodate a limited
range of wheelchairs

e Access to the day care facility is at the rear of the building through a car park which
is entered from a narrow side road with restricted access for ambulances

e The treatment rooms are restrictive both in terms of wheelchair access and ability to
carry out some procedures, in particular those patients with significant lower limb
problems

The lymphoedema clinic is
provided in a small footprint
with  the waiting area,
including reception directly
outside of 2 small treatment
rooms. Privacy and dignity
issues exist due to this close
proximity.

11



Staff;

The limited size of the
education department
severely restricts the ability
to provide a full educational
programme training e.g.
issues around transfer of
sound

The limited clinical room size means
that clinical records and stores need
alternative storage. These are co-
located behind the reception desk in the
small waiting area which is counter
intuitive to a smooth work flow and
could undermine the patient experience

The entrance to day care is shared with the hospice mortuary with patients being
exposed to the collection of deceased inpatients.

The outdoor patient garden is immediately overlooked by neighbouring residential
properties

The education facility is immediately adjacent to the outpatient ward creating
specific issues around patient experience and delivery of training

12



There is severely limited
space for the provision of
both complementary
therapies and day care

The 3 specialist palliative care consultants are currently sharing one small office

The disparate layout of the hospice footprint is counter productive to patient flow
and dis-joints service provision

13
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With an ageing population and the inherent burden of health care, development is required
to ensure the hospice facility is fit for purpose and provides one of the most vulnerable
patient groups access to first rate facilities in Sunderland.

Given the ongoing risk in relation to the sustainability of accommodation and restricted
ability to develop the current site, Sunderland TPCT committed to completing a review of
options. This was to ensure that a sustainable, future proofed, fit for purpose hospice
facility was secured (Sunderland Integrated Strategic Operational Plan (ISOP) 2011/15,
Sunderland TPCT Estates Strategy 2010/2015). The work included anticipated
demography and epidemiological information and gives consideration to the implications of
the wider catchment areas of Gateshead and South Tyneside.

The TPCT and Project Board has remained mindful of the imminent opening of the 24
rehabilitation beds within Houghton Primary Care Centre. Consideration of the impact of
these beds and there utilisation by palliative care patients has been discussed throughout
the development of this business case. Additionally the Project Board for the PCC gave
consideration to palliative care patients within the development of their business case.
Both boards discussed the appropriateness of co-locating rehabilitation with end of life
care patients and agreed that due to a number of issues such as different care
approaches, staff skills needed, environment and adjacencies, that the PCC was not the
appropriate location for end of life care. The additional facilities available within the PCC,
for example x-ray, will be potentially utilised by the hospice. The availability of clinical
rooms within Primary Care Centre across Sunderland will also be considered within future
developments of the Sunderland integrated service, for example lymphoedema clinics.

This document identifies Ryhope as the preferred site option and highlights the decision
making process which was undertaken to identify the site on the southern perimeter of the
Cherry Knowle hospital site. Although the wider site is again owned by NTW, SoTW have
a plot of land on the south of the site, which provides the required space for a build and
provides a south sloping aspect facing the North Sea. NTW are in the process of
undergoing a significant redevelopment process to the main site. As such it is anticipated
that there will be potential cost saving opportunities including during the operational
development and economies of scale through access to some shared services going
forward.

The preferred development option provides a purpose designed and purpose built building
of circa 3,100 m?. It will include the provision of 14 inpatient beds, outpatient facilities and
capacity to accommodate 16 patients per day within the day care facility. There will also
be provision of an education unit, a multi faith room, consulting room and mortuary (a full
schedule of accommodation is available in Appendix 8.6)

The hospice will continue to provide all of its current services, which can be broadly
summarised as;

Inpatient specialist palliative care beds
Day care

Outpatient facilities

Lymphoedema service
Complementary therapies

Community Specialist Palliative Care



e Out of Hours Specialist Palliative Care service

The development of the new build will include the expansion of the inpatient unit into 14
individual bedrooms. The facility will also provide the opportunity for future development,
for example of;

e Psychotherapy
e Music therapy
e Art therapy

The revenue consequences for provision of relocated services into the new facility have
been fully considered within a separate commercial business case which has been
approved by NHS SoTW Clinical Executive Team.

Further detailed work is underway to complete a review and consultation exercise to
identify future service requirements. This work is being carried out in collaboration with the
End of Life Strategy Group for SoTW.

Sunderland TPCT has funds lodge with the Strategic Health Authority (SHA) and will also
undertake revenue to capital transfers to fund the business case. Additionally SoTW has
made provision within its 2011/13 budget to accommodate revenue consequences of re-
providing the service in another location.

The proposed hospice will constitute a significant modernisation of accommodation for
services within the integrated model for palliative care for Sunderland patients. The
hospice element will provide patients and their relatives with first class facilities and an
accompanying physical environment which is appropriate to their care needs. The vision
is the local response to national, regional and local policies and objectives for palliative
care services. Specifically it will aim to support and maintain the provision of patient care
in the community, helping to increase patient choice in relation to preferred place of care
and place of death.

This proposal is designed to ensure that NHS SoTW is able to provide an inpatient
hospice facility and allied services which deliver the outcomes set out within:

e NICE (2004) Improving Supportive and Palliative Care for Adults with Cancer

e Department of Health’s Building on the Best: end of life care initiative (2004)

The National Framework for NHS Continuing Healthcare and NHS-funded Nursing
Care (2007)

The Preferred Priorities for Care, NHS End of Life Programme, December 2007
Gold Standards Framework www.goldstandardsframework.nhs.uk

Department of Health Transforming Community services (2009)

Palliative and End of Life Care Quality Markers 2009

It is also intended to support the delivery of the outcomes set out within:
e Our Health, Our Care, Our Say: making it happen. DH (2006)

e End of Life Care Strategy (2008)
e Commissioning for Health and Wellbeing Framework. DH (2007)
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NHS NE — Our Vision, Our Future (2008)

Sunderland Integrated Strategic Operational Plan 2010/15
Sunderland Estate Strategy 2010/15

Sunderland TPCT Commissioning Intentions (2011/12)

1.3 Sunderland TPCTs achievements

The TPCT has recently undertaken a significant capital investment programme to fund the
build and implementation of 4 Primary Care Centres across the city, the capital cost of
which was circa £50 million. The implementation of each was successfully managed and
all were operationally active on budget, within the specified timescales and to the agreed
standard.

Although learning opportunities will be sought from other organisations who have recently
undertaken similar builds, the TPCT has significant internal knowledge and relevant
experience at its disposal to provide assurances that this process will be similarly well
managed and implemented.

1.4  Overview of the process

Partnership and collaborative working has been key to the development of this proposal.
A multiagency Project Board has been established to oversee the development of this
project and recommendations are reported internally to the Planned Care Programme
Board and Commissioning Executive Team and externally by the individual members
through their respective governance structures. The full composition of the Project Board
is documented in appendix 8.13.

The Project Board has carried out 2 options appraisals. The first appraisal reviewed the
options for providing specialist inpatient facilities in Sunderland including:

e Do nothing

e Further extension and refurbishment of the existing facility

e Develop existing NHS accommodation

e A new purpose built facility on a new site.

Following the completion of this exercise a second appraisal was carried out to identify a
preferred site for the new facility. A robust review was carried out to identify sites which
were available and able to accommodate the size of building required. Options considered
included the purchase of land on Monkwearmouth hospital, any estate within the local
Acute Trust, sites already owned by the TPCT and additional sites owned by Gentoo or
the Local Authority.

As detailed below, there is limited opportunity to redevelop and expand within the current
location. The only option to develop the current site would require demolition work, a
phased project and the vacation of the outpatients department operated by City Hospitals
Sunderland. Currently there are no plans to vacate this neighbouring space, but for
completeness the project has looked at the potential costs which exceed the new build by
circa £3 million.

Additionally, as the estates strategy for NTW is to reduce clinical activity and increase
office accommodation on the site, this option would not provide the opportunity for co-
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location with a 24 hour facility. There are also likely to be ongoing accessibility issues
around car parking.

Additionally, space at the Sunderland Royal NHS Foundation Trust is at a premium and
the Trust has bed pressures of their own on a restricted main site.

A small working group of the Project Board developed a benefit criteria against which
shortlisted site options were assessed. The weighting of each of the criteria was based
upon feedback from the results of a questionnaire completed by existing service users.

The working group scored the options in terms of their ability to deliver the required
benefits. The financial consequences both in terms of value for money and affordability
were then calculated and from this exercise the preferred option of a new build in Ryhope
was derived.

Consideration has been given throughout to ensuring a sustainable service delivery model
is in place with the capacity to meet the anticipated demands of the future population.
Implications for the wider catchment areas of Gateshead and South Tyneside have also
been considered.

Consultation will be a recurring theme throughout the ongoing development of this project.
The FBC will demonstrate that this process has already been initiated both with patients,
carers and health and social care professionals. It documents the support received to date
and outlines the proposed programme of consultation events.

The views and experiences of patients and carers has already been sought in the
selection criteria of the new site, selection of preferred architect and the provisional
designs for the hospice. In addition the TPCT has consulted with Sunderland Clinical
Commissioning Group to identify their priorities for the future development of services and
to ensure their ongoing support. The elected members of Sunderland Local Authorities
Overview and Scrutiny Committee have also provided their initial support for the process
and its recommendations to date.

In parallel to the development of a capital business case a separate business case has
been developed, and approved which outlines the revenue funding implications. It
includes the full range of services to be provided within the facility and the detail plans for
the accommodation.

2. LOCAL CONTEXT

This section aims to set this document in a context, in terms of the role of the TPCT, the health status of Sunderland. It
describes how the proposal has been developed in partnership and in consultation with key stakeholders

2.1 Profile of Sunderland Teaching Primary Care Trust

Sunderland TPCT came into being as a formal statutory body on 1st April 2002, bringing
together the three existing Primary Care Organisations in the city as well as community
based nursing staff and staff from the former Strategic Health Authority. The organisation
operates an integrated management structure in conjunction with South Tyneside and
Gateshead PCTs through NHS SoTW.
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Until recently community based services were part of NHS SoTW:; as of the 1% July 2011
these now form part of South Tyneside NHS Foundation Trust. Until March 2013 the
TPCT remains an independent statutory body with its own Trust Board, following which it
is anticipated that the developing Clinical Commissioning Groups will take over the
statutory responsibility for the commissioning of health care.

2.2  Sunderland population and health

The city of Sunderland is a metropolitan Local Authority covering 55 square miles with a
population of circa 281,500. It is an area with high levels of deprivation, unemployment
and poor health with a high incidence of cancer and chronic disease leading to premature
death. (Health profile 2010: Sunderland www.healthprofiles.info) People from deprived and
less affluent backgrounds are more likely to get some types of cancer and overall are more
likely to die from it once diagnosed (NHS Plan 2000).

The residents of Sunderland die an average of 8 years earlier compared to those people
who live in the healthiest parts of England. In general residents;

e Feel that they have poorer health and well being than the rest of England
e Are admitted to hospital more often
e Die earlier than people elsewhere in England.

Levels of obesity are significantly worse than national and regional averages
(www.healthprofiles.infg). Alcohol consumption is one and a half times higher than the
national average, whilst smoking is also higher than the national average and accounts for
one sixth of all deaths.

Data published in 2006 by National Council for Hospices and Palliative Care Services
(NCHPCS) rank Sunderland TPCT 19th out of 152 PCTs for palliative and end of life care
resource needed per head of population in relation to mortality from all cancers.

Sunderland has a significantly higher rate of people living with a long term illness
compared to national and regional averages. Furthermore it has a disproportionate
number of residents who class their health as ‘not good’ compared to ‘Good'.

Table 1 — Health Self Rating

Sunderland Regional National
People with a 24.05% 22.73% 17.93%
limiting long-term
illness
‘Good Health’ 63.92% 64.32% 68.76%
‘Not good Health’ 12.86% 11.98% 9.03%

Life expectancy rates have been improved in Sunderland over the past ten years, however
the rates for both male and female are still lower than for both the region and the nation.
Furthermore, the gap between life expectancy nationally and locally has not narrowed
during this period.
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Table 2 — Life Expectancy

Sunderland Regional National
Life expectancy (Male) 75.9 76.8 78.3
Life expectancy (Female) | 80.7 80.9 82.3

Sunderland has a higher level of unemployment than England and Wales, with 3.3% of the
population registered as unemployed compared to 2.3% nationally (Jan-Dec 2007).

Place of Death

Research has shown that that most people would like to be cared for and die at home if
they had a terminal illness. However in reality the highest percentage of people still die in
hospital with only a relatively small number able to achieve care at home.

This national pattern is replicated within Sunderland with 61% of deaths occurring in
hospital (above the national average of 57%). 21% of deaths occur at home, which is also
slightly above the national average of 19%.

Table 3 - Place of Death Sunderland

PCT (Residence) ear
Place of Death 07/08 08/09 09/10 10/11
Care / Nursing
Home 346 348 338 289
Home 697 632 572 571
Sunderland Hospice 136 129 140 143
Hospital 1724 1776 1692 1675
Other 43 34 47 56
Total 2946 2919 2789 2733

Table 4 - Place of Death Sunderland (%)

PCT (Residence) LEEL
Place of Death 07/08 08/09 09/10 10/11
Care / Nursing
Home 12% 12% 12% 11%
Home 24% 22% 21% 21%
Sunderland Hospice 5% 4% 5% 5%
Hospital 59% 61% 61% 61%
Other 1% 1% 2% 2%
Total 100% 100% 100% 100%

Current performance data indicates a fairly static level of place of death across the 3
SoTW localities. The table above highlights place of death for Sunderland over the last 4
years. Within Sunderland the percentage of hospital deaths has risen over that period by
2%, from 59% to 61%. For deaths at home the opposite trend is apparent with a decrease
of 35, from 24% to 21%. In line with national guidance the TPCT is committed to decrease
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deaths which occur in hospital by 5% over the next 5 years (Sunderland ISOP). The
implementation of a new hospice facility will be a key initiative within a wider programme of
increasing patient choice through the provision of a sustainable integrated model of care
and community based services.

Table 5 - Cause of Death Sunderland

PCT (Residence) i€al
Cause of Death | 07/08 08'09 09/10 10/11
Cancer 871 907 865 819
Circulatory 909 846 827 821
Sunderland Other 726 696 709 652
Respiratory 433 465 379 435
Total 2939 2914 2780 2727
Table 6 - Cause of Death Sunderland (%)
PCT (Residence) i€al
Cause of Death | 07/08 08'09 09/10 10/11
Cancer 30% 31% 31% 30%
Circulatory 31% 29% 30% 30%
Sunderland Other 25% 24% 26% 24%
Respiratory 15% 16% 14% 16%
Total 100% 100% 100% 100%

The principal causes of death and reduced life expectancy locally are circulatory disease
and cancer both accounting for 30% each. Respiratory disease accounts for a further
24%, almost half of which relates to COPD. These figures clearly demonstrate that
chronic disease is the major cause of death above cancer and this has determined the
strategic direction of prioritising equity of access to specialist palliative care for all patients
regardless of diagnosis.
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Table 7 - Cause of death projections 2011-2031 (Sunderland)

Cancer
et Expected Deaths (Ower 633) Percertage Growth Expected Degths (Cver 733) Percentage Grovwth Expected Deaths (Cver 833)
2001 | 2016 | 2021 | 2026 | 2031 | 2016 | 2021 | 2026 | 2081 | 2011 | 2016 | 2021 | 2026 | 2031 | 2016 | 2021 | 2026 | 2031 | 2011 [ 2016 | 2021 | 2026 | 2031
Sunderland [ 1964 | 2237 | 2530 | 2974 | 3341 | 14% | 29% [ 51% | FO% [ 1,240 | 1421 | 1626 [ 1946 | 2203 | 15% | HM% | 57% | 7% | 354 | 427 | 514 | B2 | T
SOTW 3,061 | 3,408 | 3,802 | 4401 | 4909 | 1% | 24% | 44% | 60% [ 3,061 | 3,424 | 3,865 | 4539 | 5,093 | 12% | 26% | 48% | 66% | 956 | 1,115 | 1,18 | 1,564 | 1,796
Circulatory
o Expected Deaths (Over G5s) Percentage Growth Expected Desths (Over 753) Percertage Growth Expected Desths (Over 855)
200 | 2016 | 204 | 2026 | 2031 | 2016 | 2021 | 2026 | 2031 | 2011 | 2016 | 2021 | 2026 | 2031 | 2016 | 2021 | 2026 | 2031 | 2011 [ 2016 | 2021 | 2026 | 2031
Sunderland [ 2195 | 2500 | 2827 | 3324 | 3734 | 14% | 20% | 1% | 70% [ 1,802 | 2085 | 2,363 | 2827 [ 3200 | 15% | HM% | 57% | 78% [ 960 [1033 (1249|1509 | 1,752
S0TW 5,206 | 5,847 | 6,490 | 7512 | 8379 | 1% | 24% | 44% | 60% [ 4,275 | 4,782 | 5,398 | 6,340 | TAMF | A2% | 26% | 48% | 66% | 2,116 | 2,468 | 2,017 | 3461 | 3975
Respiratory
Rt Expected Deatha (Over 653) Percertage Growth Expected Degths (Cver 733) Percentage Grovwth Expected Deaths (Over §53)
201 | 2016 | 2021 | 2026 | 2031 | 2016 | 2021 | 2026 | 2091 | 2011 | 2016 | 2021 | 2026 | 203 | 2016 | 2021 | 2026 | 2031 | 2011 [ 209G | 2021 | 2026 | 209
Sunderland [ 1178 | 1,342 (1517 | 1,784 | 2004 | 14% | 29% [ 51% | 70% [ 959 | 1,099 (1,258 | 1505 | 1,703 | 15% | 1% | 579% | 78% | 469 | 966 | 681 | 823 | 936
S0TW 2671 | 2974 | 3,318 | 3,840 | 4283 | 1M1% | 24% | 44% | 60% [ 2,226 | 2,490 | 2,811 | 3,301 | 3,704 | 12% | 26% | 48% | 66% | 1,105 | 1,269 | 1,524 | 1,808 | 2,076
Other
o Expected Deaths (Over G5s) Percentage Growth Expected Deaths (Over 753) Percertage Growth Expected Deaths (Over 855)
2001 | 2016 | 2021 | 2026 | 2031 | 2016 | 2021 | 2026 | 2031 | 2011 | 2016 | 2021 | 2026 | 2031 | 2016 | 2021 | 2026 | 2031 | 2011 [ 2016 | 2021 | 2026 | 203
Sunderland [ 1533 | 1,300 | 2045 | 2405 | 2701 | 14% | 20% | 51% | 70% [ 1347 (1544 | 1767 | 2113 [ 2303 15% | 3% | 57% | 78% | 747 | 902 [ 1,085 | 1311|1522
SOTW 3,682 | 4,009 | 4574 | 5,204 | 5,905 | 1% | 24% | 44% | 60% [ 3,435 | 3,842 | 4,337 | 5,004 | 5, M5 | 12% | 26% | 48% | 66% | 1,752 [ 2,044 | 2,416 | 2,866 | 3,291
Total
P Expected Deaths (Over G52) Percentage Growth Expected Desths (Over 753) Percertage Growth Expected Deaths (Over 852)
2001 | 206 | 2021 | 2026 | 2031 | 2016 | 2021 | 2026 | 2081 | 2011 | 2016 | 2021 | 2026 | 2031 | 2016 | 2021 | 2026 | 2031 | 2011 [ 2016 | 2021 | 2026 | 2091
Sunderland | 5925 | 7385 | 8319 |10486[11,730) 14% | 20% | 51% | 70% | 5348 | 6128 | 7014 | 8391 [ 9500 15% | HM% | 57% | 7E% [ 2,430 [ 2934 | 3530 | 4,264 | 4952
SO0TW  |14,639|16,298 [18,184| 21,046 | 23,476 11% | 24% | 24% | 60% | 12,997 |14,538 (16,411 (19,274 (2,624| 12% | 26% | 28% | 66% | 5,929 | 6,916 | 8,175 | 9,699 (11,137

The tables above document the projected rates for disease prevalence and cause of death

over the next 20 years.

Sunderland.

Over the next 10 years, in line with the predicted increase in
population numbers in table 7 there is expected 32% increase in total deaths within

The most notable percentage increase is the death rate within the over 85 age range. The
predicted rate for cancer related deaths is the slowest at an estimated 31% increase
compared to 33% for circulatory, respiratory and other causes of death.
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2.3  Geographic profile of the locality

The maps below show the distribution of overall deprivation across Sunderland. Areas
shaded dark green are amongst the upper 5% of deprived areas in England, whilst those
that are shown as white feature amongst the least deprived. It is evident from the map
that a number of wards and boroughs within Sunderland fall within the ‘most deprived’
category.

Sunderland Index of multiple deprivation 2007

il

IMD 2007 Ranking

B Mt Deprived (52
B Second Cuintie (51)
B thid Guintks (313
O Fourth curtie (220
[0 Least Degenesa (1)

The Index of Multiple Deprivation measures deprivation in six domains: employment,
income, health, education, housing and access to services. At electoral ward level, across
all six domains, eleven of the twenty five Sunderland wards are in the top 10% most
deprived in England. This reflects the status of Sunderland in terms of key wider
determinants of health.

2.4  Working in partnership
The development of this proposal has been carried out through a multi-organisational
collaborative approach. The TPCT has facilitated this partnership led development

primarily through a Project Board with representation from partner organisations across
Local Authority, GP Commissioning, Acute Care, Community Services and St Benedict's
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Board of Trustees. This board has been established to oversee the entire process and will
lead on the planning and implementation of the whole project. Letters of support and
commitment from each, including Sunderland Clinical Commissioning Group, are included
within the appendices to this report.

Informal consultation with the elected members of Sunderland Local Authorities Overview
and Scrutiny Committee (OSC) has already been undertaken. On review of the proposal
and timeline, the members have granted their preliminary support for the development and
have invited the project management team to present the proposal formally to their
October committee meeting. ‘Members of Sunderland's Health and Well Being Scrutiny
Committee, having seen the outline proposals are supportive of the project proceeding and
would welcome the development of a fit-for-purpose facility in the City’. A subsequent
formal letter of support will be made available after attendance at the October meeting.

A Key member of the hospice team, and as such this project, is the Board of Trustees for
St Benedict's. The Board has 12 members who meet on a monthly basis to oversee the
income generation and expenditure of fund raising contributions. The group is
represented on the Project Board by The Chair of the Trustees who has provided a link
between the two Boards throughout the development process.

The remit of the Board is to: increase income through fund raising, approve funding
applications for monies generated through donations. In particular for items or services
which improve patient care and comfort in addition to those funded through the NHS.

Examples of initiatives the Board has funded include;

The pump priming of a 2 year chaplaincy post now funded through an NHS contract
£400,000 fund raising campaign to increase the provision of hospice at home

New TVs and beds for the inpatient unit

The ongoing funding of complementary therapies

In relation to the new build the Board have committed to launching a specific fund raising
campaign in order to generate income which will be allocated to the funding of items which
enhance the patient care and comfort.

The engagement of partner organisations will continue to be important in the ongoing
development of this project. The Project Board will remain in place and will maintain focus
on delivery of the project plan and make appropriate recommendations within the
governance arrangements.

The proposal has been presented for discussion at the End of Life Strategy Group which
has multiagency representation from across the 3 SoTW localities.

2.5 Consultation
The TPCT and the Project Board are committed to consulting, engaging and involving the
residents of Sunderland in achieving its core aims. Consultation was a key part of the

development of Sunderland’s 4 Primary Care Centres. This process has already been
initiated for the project and will continue to be a priority.
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The hospice and its services are accessed by a discrete patient group. Therefore the
Project Board has focussed consultation on this informed reference group. The
consultation process has commenced with this group with their opinions being sought in
regard to priorities when considering the selection of the new hospice site. The
information was gathered through a questionnaire that was distributed over the course of a
one week period by the ward staff. 53 completed questionnaires were returned from
patients accessing inpatient and outpatient services, along with visiting relatives.

Patients were asked to rank 6 different selection criteria in terms of importance when
considering the location of a new site (1 being the most important, 6 the least important).

Chart 1 — Selection Criteria

14 e

12+

101
H Ranked 1

M Ranked 2
M Ranked 3
M Ranked 4

M Ranked 5

Ranked 6

Question 1 Question 2 Question 3 Question 4 Question 5 Question 6

Key:

Question 1 - Is the building accessible by public transport?

Question 2 - Is the building easily accessible by private transport?
Question 3 - Has the site got room to provide a communal outside space?
Question 4 - Does the building have good views?

Question 5 - Is the building away from a residential area?

Question 6 - Is there room for an adequate sized car park?

The information provided was used to influence the scoring and weighting criteria used
within the options appraisal.

Two hospice volunteers were also included as part of the group who interviewed and
selected the chosen architectural firm. Within this process it was a requirement that each
design team included a proposal of how they planned to incorporate patient and public
consultation within the design process. This element was seen as a key element of their
bid package.

In order to gain a 360 degree, whole system understanding of the success and challenges
of the current service delivery model, an extensive consultation process is underway which
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will continue to be built upon throughout the project. The views and experiences of
existing service users and GPs are being sought to provide a detailed understanding of
accessing service from their perspective. To this end an electronic questionnaire was
forwarded for completion by every General Practice (54) within Sunderland. In total 17
were returned (31% response rate). Collaboratively produced by the project team and a
lead GP the questionnaire was disseminated through the Commissioning Development
Unit and sought to understand the future priorities of Primary Care for the specialist
palliative care integrated team.

Question 1) Please could you highlight which services you have accessed in the last 12
months?

Chart 2

64.7%

82.4%

: : 29.4%

35.3%

Olnpatient Unit

B Day Care

024 Hour advice line

O Outpatient facilities

B Community SPCN

B Out of Hours SPCN team
B Lymphoedema clinic

58.8%

58.8%
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Question 2) Please could you rank on a scale of 1-4 how important you think it is for the

integrated team to include the following services?

Table 8
Not Quite important | Very Rating Response count
important | important important | average
Inpatient unit | 0% 0% 5.9% 94.1% 3.94 17
Day Care 0% 0% 17.6% 82.4% 3.82 17
24 Hour | 0% 12.5% 25% 62.5% 3.50 16
advice line
Outpatient 0% 17.6% 11.8% 70.6% 3.53 17
facility
Community 0% 0% 18.8% 81.3% 3.81 16
SPCN
OOH SPCN 0% 5.9% 17.6% 76.5% 3.71 17
Lymphoedema | 6.3% 18.8% 43.8% 31.3% 3.00 16
Clinic

Question 3) Please list any additional services or facilities which you like to be included
within the integrated model of specialist services

e Support for Care homes in looking after patients at the end of life and especially
with non-cancer diagnoses

More hospice beds and greater prospect of getting patients into them

Invasive intervention e.g. pleural catheter, paracentesis, IV therapy and transfusion
More nurse prescribers
Specialist pain relief
Speak to Dr on call for advice 24/hours if possible

Question 4) If provision of specialist education was to be included in the remit of the

integrated team, what topic areas would you like it to include?

Pain management, syringe drivers for nausea and vomiting, preferred place of care
The annual palliative care course is already very good

Care pathway, analgesic review, prescribing

Symptom control

Symptom control, ACP, PPC and LCP

EoL Communication skills

27



Question 5) Are there any other comments you wish to make in relation to the provision of
palliative care services within Sunderland?

e Seems to be a very high quality service when available, but can at times be difficult
to access at the time of need- e.g. access to in-patient beds and advice from a
named consultant

e Excellent service that needs to continue

e Poor access to inpatient beds. Poor response time to domiciliary visits deteriorating
overnight, services taking too long to respond

e Overall excellent. Always willing to provide advice by phone. Often difficulty
accessing inpatient bed. Not always day care bed available

Consultation is also being carried out with existing hospice staff to ensure any potential to
influence future service is included.

This ongoing commitment to PPl engagement is demonstrated through the attendance of
the TPCTs patient and public involvement officer on the Project Board. They have the
responsibility to ensure that information is accessible and the community is consulted and
updated throughout. Attendance at the Sunderland Local Engagement Board (LEB) will
provide an opportunity to consult with a wide ranging group of patients on a regular basis
throughout the project. A briefing paper has already been submitted for their September
meeting and, having met with the Chair of the Board the project team have agreed to
formally present the proposal at a meeting later in the year. LEBs are public meetings
held in venues across Sunderland there are four meetings throughout the year with
presentations to update and inform local people about health services and developments
which are important to them. The agenda consists of two or three short updates on
specific health topics and a main agenda item followed by round table discussions where
the audience has the opportunity to share their views and opinions with facilitators.

An open event for Houghton Primary Care Centre in October will provide an opportunity for
the hospice project team to carry out further significant public engagement and
consultation. Upwards of 700 members of the public are expected to attend the event
where the project team will present a display and engagement stall raising awareness of
the proposed development and actively seeking feedback and suggestions from the public
which will be used to inform the design process as well as the future service delivery
model. The event will also provide the opportunity to engage with a wide range of allied
health professionals.
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The table below provides the plan for this consultation process

Table 9
Project area | Group Aim Proposal
consulted
Building Patient and | Gain feedback on the draft | Expand on work completed to date. Present the preliminary designs to
design relatives designs to ensure they meet the | patients and relatives and to consult with this group, potentially through
requirements and the vision for | an established reference group, throughout the design and
the service users development phase
Service Patient, To ensure the views of service | In collaboration with the PPI officer a number of public consultation
delivery carers and | users are incorporated into | events will be carried out focusing on existing service users and their
relatives service redesign  proposals. | relatives, but also offering the wider public opportunity to share their
Service users are best placed to | views. This will be carried out through a combination of open events:
provide information on the | focus groups and question and answer sessions with communities of

success and challenges with
accessing services.

interest; on line-survey questionnaire and paper questionnaires all of
which will help inform the required changes to service delivery model.
The proposed plans are on the agenda for consideration and
discussion at the at the September meeting of the Sunderland Local
Engagement Board. An update is also scheduled for the November
meeting of the same group.

The opportunity to comment on the consultation process will be
extended to
e Age UK (Sunderland)
e Sunderland Carers Centre
e Local Involvement Network (LINK) — for circulation across their
membership
e Voluntary and Community Action Sunderland (VCAS) — for
circulation across their membership
e Local Authority VandCS Network — for circulation across their
membership

Attendance at the official launch event of Houghton Primary Care




Centre will provide the opportunity to consult with a large cross section
of members of the public

GPs

To ensure the views and
experiences of GPs in relation to
accessing the hospice services
are considered.

The process is already underway through the Dissemination of a
guestionnaire to all Sunderland based GP.

Consultation will continue through quantitative and qualitative methods.
In collaboration with lead EoL GP to identify proposed amendments to
service provision; discussion at the Sunderland CCG.

Hospice staff

To complete a consultation
process with staff to highlight

Through a sub group with representatives from each of the services
(inpatient, outpatient, day care etc). Dissemination of an all staff

suggested amendments  to | survey. Through involvement and discussion with the lead nurse. And
service delivery from their | business manager on the Project Board
perspective
Awareness General To complete a publicity | On going process, which will increase as the build nears completion.
raising public campaign ensuring awareness of | Information will be provide in a number of formats and locations to
the new hospice ensure the general public are aware of the relocated service.
Attendance at the official launch event of Houghton Primary Care
Centre, and through attendance at the LEB will provide the opportunity
to awareness raising and consultation with a large number of members
of the public.
Allied health | To ensure the relocation of the | On going process. Awareness raising of the proposed move is already
and social | service is known to all allied | been carried out through attendance at meetings. This will formalise
care professionals. as the build nears completion with a programme of awareness raising

professionals

sessions being put in place. This will include; attendance at regional
meetings, e-mail bulletins, open day, opening ceremony.
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Given the complex needs of the patient group accessing the hospice facilities, involvement
of specific groups of interest which may not appear automatically within the above process
will be proactively sought. We will seek their opinions and requirements in regards to both
aspects of the physical building design and service delivery elements relevant to their
needs for example, but not limited to;

Visually impaired

Hearing impaired

People with physical disability

People with learning disability

People with mental health issues

Issues related to faith and culture

Members of BME groups and

Members of lesbian, gay, bi-sexual and transgender communities

Accessibility was a key issue considered within the selection of the preferred option. An
independent consultancy company was commissioned to carry out an access mapping
exercise. The report (Appendix 8.7) documents travel times to all shortlisted site options
via public and private transport for each of the wards in Sunderland. A review of public
and private access to the site demonstrated current ease of access that will be further
increased through the installation of a new major road linking Ryhope to Doxford Park.
The availability of land will also provide the opportunity to include sufficient dedicated car
parking.

The Project Board has representation from the Sunderland Clinical Commissioning Group
(SCCQG) through Dr Henry Choi, the GP lead for end of life care. Provision of end of life
care services has been identified by SCCG as a priority area and they have offered their
full support to the proposal. Dr Choi has been responsible for updating and consulting with
the wider SCCG and will continue to act as a conduit for information as the project
develops. The project manager and project lead have been afforded the opportunity to
present updates at the SCCG, including a full review of this business case.

3. STRATEGIC CASE

This section sets the proposal within its strategic context outlining how national policy has influenced local policy
development and the TPCT's strategic direction. It shows how this proposal satisfies key strategic drivers at national
level and is wholly consistent with the business objectives of the TPCT. It also makes the case for developing hospice as
they support the achievement of the national strategy of shifting care away from the acute sector into the community.

3.1 National context

The establishment of the delivery model for specialist palliative care services in
Sunderland have been developed in context with:

NHS Operational Plan (2008-2011)

NHS Next Stage Review

The NHS End of Life Care Programme (2004—-2007)
End of Life Care Strategy (2008)

NICE Supportive and Palliative Care Guidance (2004)
Gold Standards Framework (2006)



Palliative and End of Life Care Quality Markers (2009)

Marie Curie Delivering Choice Programme (Phase | report 2008)
Developing capacity: Estates and facilities in the NHS (2004)
NHS Estates Strategy

End of Life care services have been a national priority area since the publication of the
2008 End of Life Care Strategy which set the strategic policy direction for the
commissioning and provision of end of life care services. Atits core it placed an emphasis
on patient choice and the provision of equitable, 24/7 models of care across all care
settings.

The End of Life Care Strategy recognises that the physical environment in different
settings, including hospitals and care homes, can have a direct impact on the experience
of care for people at the end of life and on the memories of their carers and families.
Central to this is the importance of providing environments that encourage dignity and
respect and recognise the need for:

e Rooms where an individual and their family can go to talk privately
¢ Informal gathering spaces where families can meet

e Guest rooms where close family and friends can stay overnight, with facilities for
catering and communication.

In addition, following death, particular attention needs to be given to:

e The transfer of the body to the mortuary

e The location of the mortuary and how it is approached by families, friends and
carers

e The viewing room

e Rooms where families, friends and carers can sit quietly and receive the
deceased person’s property and collect the death certificate.

The importance of these spaces is recognised in the Quality Markers (1.7.2) which require
that “All providers have assessed their current environments for care from the perspective
of people at the end of life and their carers and have incorporated plans for improvement
into their formal estates strategies.”

Prior to the strategy the profile of end of life care within the NHS and social care services
was relatively low. The Implementation of the 2008 document was intended to make a
step change in access to high quality care for all people approaching the end of life. The
intention was for this to be ‘irrespective of age, gender, ethnicity, religious belief, disability,
sexual orientation, diagnosis or socioeconomic deprivation’. The aim was to ensure high
guality care was available in all settings: at home, in a care home, in hospital or in a
hospice.

The strategy provides a clear message that a whole systems approach is required, with a

care pathway approach both for commissioning services and for delivery of integrated care
for individuals. It set out key areas, with the related actions and recommendations:
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Table 10 — End of Life Strategy Key Areas and Actions

Key area Actions

Raising the profile Improving end of life care

Identifying people approaching the end of | A skilled and knowledgeable workforce to
life deliver end of life care

Care planning All people approaching the end of life need to

have their needs assessed, their wishes and
preferences discussed and an agreed set of
actions reflecting the choices they make about
their care recorded in a care plan

Coordination of care Each person approaching the end of life should
receive coordinated care, in accordance with
the care plan, at all times of day and night

Rapid access to care Services should be available without delay.
Specialist palliative care outreach services will
be established in every area

Delivery of high quality services in all
locations

Last days of life and care after death Implementation of the Liverpool Care Pathway
for the dying

Involving and supporting carers

The recommendation for hospice provision was that:

‘Good PCTs will wish to ensure that the uncertainties involved with short term contracts for
voluntary hospices are removed. They should work towards three year rolling contracts,
as set out in the Compact Code of Good Practice for commissioning with the voluntary
sector’

Following the publication of the strategy it was recognised that commissioners and
providers needed support and guidance in helping to deliver the required improvements in
care. This led to the development of; ‘Quality Markers and measures for end of life care
(2009). These non mandatory standards were intended to be used by PCTs to facilitate
work with their joint local partners to formulate their plans for end of life care. They could
be used within local commissioning processes to set levels of expectation of improvement
to services.

The markers include standards for all care settings and provide suggested measures for
achievement. Section one includes a list of standards for commissioners of end of life
care. This includes;

e There is appropriate provision of specialist palliative care services to meet the
needs of the population. These include:

o0 Inpatient services

The recommended measurement for this standard is the sufficient provision of inpatient
hospice beds for the local population (per 100,000).
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Since the introduction of the strategy and its allied quality markers there have been
numerous national and regional initiatives focussed on improving the provision of palliative
care services.

The latest NHS Estates strategy suggests that service providers who have over 50%
occupancy rate have an option for ownership of the building. Discussions are ongoing
with the community services provider. However they have confirmed that they have been
working collaboratively with the TPCT in the development of this proposal and that key
managers are working on the planning and the transition of services. A copy of the Final
Business Case will be presented to Trust Board on 27 September. A formal letter of
approval and support will be forwarded after this date.

3.2 Regional and local context

NHS North East launched its first ever ‘vision’ for health and well being within Better
Health, Fairer Health in 2008. The vision within this strategy aimed to ensure ‘The North
East will have the best and fairest health and well-being, and will be recognised for its
outstanding and sustainable quality of life’

It was proposed that this would be achieved by pursing seven distinct aims:

* No barriers to health and well being
* No avoidable deaths, injury or illness
» No avoidable suffering or pain

* No helplessness

* No unnecessary waiting or delays

* No waste

* No inequality

Within the 10 key themes ‘A good death’ is included as one of the SHA 10 priority areas.

‘The North East will have the highest quality services to support individuals (along with
their families and carers) in their choices as they approach death. By a good death we
mean one which is free of pain, with family and friends nearby, with dignity and in the
place of one’s choosing

A regional advisory group has been established to take this work forward and its members
are in the process of producing a region wide end of life care charter.

In line with the regional guidance, NHS SoTW has developed a vision for its residents:

o Better health to ensure people live longer, with a better quality of life and fair
access to services.

o Excellent patient experience, ensuring safe care, effective treatment and quality
services.

« Wise use of your money with the right services at the right place, first time,
reducing waste and ensuring value for money.

The strategy for local provision of end of life care services has been influenced by, and
developed in accordance with the aforementioned national priorities. There has been a



significant emphasis and investment directed towards the improvement and modernisation
of services for patients.

Specifically in relation to its provision of end of life care services the TPCT is in the
process, through its End of Life Strategy Group, of refreshing its end of life strategy for
2012/13. The strategy will outline the organisations plans and priorities for end of life care
services across the 3 SoTW localities, including an implementation plan and the success
indicators. This will build on its current plans to provide integrated services to patients at
the end of life with an emphasis given to care closer to home. Due consideration will be
given to patient choice for those patients or family members who require respite or have
hospice as their preferred place of care.

The TPCT has been a key partner orgsanisation of a region wide whole systems review of
palliative care services across Northumberland, Tyne and Wear. The Marie Curie
Delivering Choice Programme was sited as an example of good practice within the End of
Life Care Strategy and the local project has been in place since 2008. The TPCT are in
the process of procuring and implementing the service redesign models which were
recommended as part of this review. The aim is to provide increased capacity within out of
hours services through the implementation of a dedicated palliative care nursing service
across SoTW, Sunderland has already been hailed as an exemplar for this service. A
central Palliative care Coordination centre, operating across all 3 SoTW localities is also
being established to provide a cohesive and coordinated approach to service delivery
across the 3 localities. It is anticipated that these services will be in place for the
commencement of 2012/13. All of this work has been addressed in order to improve
patient care and help the TPCT achieve its strategic objective in relation to end of life care
to:

‘Ensure that all people entering the end of life have their needs, priorities and preferences
identified and met, with the same standard of care in all settings.’

In response to this strategic objective the 2010/15 estates strategy for Sunderland TPCT
documents the concern around the current leasing arrangement with NTW and
acknowledges that ‘Capital is set aside for potential scheme (New hospice build)'.

The TPCT is required to produce a commissioning intentions document annually which
outlines the plans to deliver the organisation’s strategic objectives. The paper reflects the
issues which the TPCT expects to address in the forthcoming contract year, and focuses
in particular on investment and disinvestment priorities. The stated priority within the
Sunderland document for End of Life care is to ‘re-provide St Benedict’'s hospice’.

Palliative and End of Life Care Services are also a documented key priority within the
Sunderland ISOP and are therefore the subject of regular discussion and consultation at
the SoTW End of Life Care Strategy Group.

This proposal fits within the delivery of the Sunderland ISOP which has as a strategic

objective; ‘Providing those at the end of life with a good death’ and states, ‘increases in
deaths which take place outside of hospital’ as a desired outcome.
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The ISOP highlights ‘A better death, greater choice’ as one of its 7 objectives and
identifies a goal to achieve a 5% reduction in numbers of people dying in hospital, through
choice, by 2015 (0.5% by 2012). The stated initiative to help delivery of this is the ‘review
and redesign of services’. At the core of this aim is the objective to provide patient choice
at the end of life and improve access to care in all settings and is the fundamental basis of
SoTW'’s model for end of life care.

Across SOTW approximately 600 people die within 2 days of admission to hospital (NHS
SOTW Secondary Care Commissioning Business Intelligence). Access to palliative care
specialist nurses and doctors avoids unnecessary admissions or facilitates rapid discharge
back home where appropriate and offers patients choice through holistic interventions of
all complexities i.e. communicating with patients and carers and professionals, managing
specialised drug regimens and providing the full range of medical and nursing care.

A national and local priority is increasingly to reduce an over reliance on acute care and is
moving towards the provision of care closer to home, utilising community based services
to keep patients in their preferred place of care. A sustainable hospice will help contribute
to this through the provision of services which help to maintain care in the community and
avoid admission to secondary care, for example lymphoedema services and outpatient
appointments.

It is acknowledged that the funding models for palliative care are not consistent across
SoTW. For example St Benedict's benefits from a higher proportion of NHS funding
compared to hospice provision across other localities. The reasons for this are historical
and the rationale for continuing with the arrangement is that the hospice and its funding
streams are part of a well established infrastructure of integrated services which have
been hailed as an exemplar. It is felt that any decision to re-procure the service and
change the funding model at this point in time would result in a significant destabilisation of
services within Sunderland. However, in line with the recent publication of the Palliative
Care Funding Review (July 2011) which sets out a 5 year plan to implement a tariff based
model for End of Life care, a Task to Finish group has been established to review our
funding models and implications for the future. In addition capital and revenue monies
have already been identified to fund the proposal, which has as previously identified, the
support of local stakeholders for example, Sunderland Clinical Commissioning Group and
the Local Authority Overview and Scrutiny Committee.

4. ECONOMIC CASE

This section examines the economic case. Constraints on achieving the investment objectives are identified. The option
appraisal process is described and the appraisal of the shortlisted options summarised. The preferred option is
identified.

4.1 Project objectives
The proposed development is expected to deliver the following objectives:
e To provide a sustainable palliative care inpatient facility for the residents of
Sunderland

e To future proof service delivery for wider specialist palliative care services
e To improve privacy and dignity and help reduce inequity
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e To ensure that the facility is able to meet demand over the foreseeable future;
taking into account national, regional and local priorities

e To develop a facility which is fit for purpose and able to provide first class hospice
facilities

e To improve the quality of hospice premises in Sunderland

e To provide specialist services which are able to facilitate rapid discharge from
hospital for patients at the end of life

e To provide a range of services which support the delivery of care in the community

4.2  Project deliverables
It is expected that the hospice will:

e Provide a new, functional and robust specialist palliative care facility which is fit for
purpose

e Help improve and provide choice for patients at the end of life by raising the profile
of end of life services.

e Help deliver community based services which are able to provide sustainable care
in the community if that is the preferred place of care

e Contribute to the 5% decrease in deaths in hospital within Sunderland

e Improve access to inpatient and outpatient specialist palliative care services for the
residents of Sunderland

e Improve patient experience through improved physical facilities and appropriate
environment

e Help to prevent unnecessary hospital visits through the co-location of services
within the integrated model

4.3  Option Appraisal
The original options considered by the Project Board included:

1) Do Nothing

2) Further extension and refurbishment to the existing premises

3) Develop existing NHS accommodation available elsewhere in the city
4) Fund new purpose built facility

Option 1- Do nothing

The ‘do nothing’ option is not viable and impractical. The risks associated with the current
short term lease agreement and uncertainty on future estate plans for NTW leave St
Benedict’s future uncertain. Furthermore, as documented earlier the site is in need of
modernisation and expansion. The hospice in its current establishment cannot provide the
appropriate environment or physical facilities for this patient group. For example the two 3
bedded units offer less flexibility in terms of bed utilisation and could be perceived as a
challenge in relation to privacy and dignity.
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Option 2- Extension and refurbishment of St Benedict’s in it's current location

At the very start of the project discussions were held with NTW around the potential use of
a number of single storey units on the Monkwearmouth site. The first option was to use
Wearmouth view and the second was to use two of the existing units on the South of the
site (linking them with a new entrance/atrium) and refurbishing the residential wings. In
both cases we sought to acquire a freehold interest. NTW'’s plans have since developed
(and business case approved). The ‘direction of travel’ for Monkwearmouth site is more
towards a NTW staff admin hub with a number of the current health facilities and covered
links being demolished to make way for parking. The plans include a new dementia care
centre (to be located on our ‘option 2’ site).

The option was therefore dismissed by the project board for the following reasons;

e There is limited opportunity to redevelop and expand within the current location.
The only option is to develop the current site which would require demolition work,
phased construction with increased associated costs and forced relocation of the
City Hospitals outpatient department. Additionally the overall projected costs
associated with this option exceeded the development of a new site by circa £3
million (Appendix 8.4)

e Any proposals would require the demolition of a significant part of the existing
building stock, as the existing configuration could not be effectively developed into
an economical design to provide best practice standards of care. In addition the
existing floor areas are insufficient to provide the level of accommodation required
by the hospice. Demolition of any existing buildings could only be carried out in a
phased manner, as the existing services cannot be disrupted or temporarily
relocated, which gives rise to a number of issues

e The phased proposals inevitably increase the construction period, which in turn
extends the period of noise and disruption. Access to the existing building areas for
demolition is difficult, and the demolition process is costly and noisy. The noise in
particular would be difficult to deal with when bearing in mind the level of care
needed for the patients.

e The areas available for re-development are adjacent to main roads which have a
considerable level of background noise. There are only limited areas to provide
pleasant external spaces for any re-design scheme further compromising any
potential solution.

e Additionally, as the estates strategy for NTW is to reduce clinical activity and
increase office accommodation on the site, this option would not provide the
opportunity for co-location with a 24 hour facility. The existing car parking
assignment to the hospice is limited and it is unlikely that additional spaces could be
provided as part of any re-development.

Option 3- Develop existing NHS accommodation available elsewhere in the city

Consideration was also given to the use of the 24 in-patient beds in the new Houghton Le
Spring Primary Care Centre. These beds are dedicated to provide rehabilitation services

38



and although considered for use by palliative care patients by both the hospice Project
Board and the Primary Care Centre board, it was agreed that the co-location of these
patients was not appropriate. Additionally the required staff skill mix and patient needs
differ greatly for both services.

The exercise included a review of estates owned by the Local Acute and Mental Health
Trusts. The review concluded that space is at a premium and that in particular the Acute
Trust has bed pressures of their own on their restricted main site.

Option 4- Fund new purpose built facility

This is the only option which provided the opportunity to fully achieve the project’s aims
and objectives of providing a:

e Sustainable, state of the art facility which is able to provide a range of specialist
palliative care services to the residents of Sunderland.

It was agreed that this option would provide a number of additional benefits including;

e The building will have a secured and sustainable projected life span and will be
designed and developed to specifically meet the needs of palliative care patients
and their families

e Improved access and

e The construction of a car park adjacent to the hospice would improve ease of
access for patients and their relatives.

Option 4 was selected for further appraisal. A sub group of the Project Board
developed a list of requirements for the new site which were used to provide an estimate
of the size of estate required. An initial trawl of available sites with adequate space to
accommodate the new build identified 8 estates, predominantly in the North of Sunderland.

A small sub group of the Project Board developed a draft list of criteria (informed by the
patient consultation exercise) against which all potential site options were measured. A
second options appraisal was subsequently carried out by a sub group of the project board
to identify the recommended preferred site.

39



Initial site options included:

Option 1) Rhondda Road , Down Hill

| Rhondda Road,
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Option 3) Faber Road, Carley Hill

79 Faber Road, Sunderiand, Unted Kingdom
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Option 5) Glebe, Washington

derland, United! Kingdom

42



Option 7) Westgarth Terrace, Sunderland.




4.3 Short list of Options

Options 6 and 7 were immediately eliminated by the Project Board due to access and
location issues. Similarly option 2 was not considered for short listing as it became
apparent that the land management company who own the site were in discussions with
another interested party. Options 1, 3, 4, 5 and 8 were selected for further appraisal and
formed the designated shortlist.

Option 1- New build in Downhill behind Bunnyhill PCC

Option 3- New build in Carley Hill on site adjacent to Grace House children’s hospice (due
for completion in 2012)

Option 4- New build Hylton Lane on site near Bunnyhill PCC

Option 5- New build in Glebe opposite Washington PCC

Option 8- New build in Ryhope site owned by NHS SoTW, part of the wider hospital
grounds owned by NTW Mental Health Trust

Prior to the optional appraisal exercise taking place preliminary planning advice was
sought for all 5 sites from the Head of Planning and Environment from Sunderland City
Council. He was able to confirm that the initial site options appeared to comply with the
planning policies for the area. Formal approval will be gained for the preferred site option
through the submission of the relevant applications. As part of this process an extended
phase 1 habitat survey and noise survey and assessment have already been
commissioned (appendix 8.10 and 8.11).

4.4  Criteria for selecting preferred site option

In order to establish a clear and defined preferred option to meet the project’s objectives,
an option appraisal was completed which brought together a variety of information on
costs and benefits to aid decision making. This process was informed by:

e Application of non-financial benefit analysis and
e Cost benefit analysis

4.6 Non-financial benefit criteria

The following criteria were developed as the benefit criteria against which to measure each
option. This list was developed by a sub group of the Project Board, based on the
information provided through the patient consultation exercise and reviewed by the whole

group:
Access

¢ Is the site easily accessible by public transport? (patients and relatives)

e Easily accessible by private transport? (patients and relatives)

e Improves equity of access through a location which is accessible to a significant
catchment population

e Provides a ‘central location’ which is accessible to a significant catchment
population

e Allows the delivery of more effective care and treatment which improve the overall
patient experience



Estates

Increases the range and scope of services provided in community settings in
accordance with national and local policies

Supports delivery of new service models

Provides co-location of services and staff to improve quality of care and economies
of scale

Generates added value due to the sites adjacency to other facilities

The site is free of practical challenges and constraints associated with delivering a
scheme. E.g. Ground Conditions, existing utility infrastructure

Facilities which provide opportunities for future expansion enabling the building to
meet changing requirements in use, e.g. space for expansion, electrical capacity
Provides an attractive building and environment which is sustainable and fit for
purpose

Patient experience

Provides the opportunity to develop a facility with an appropriate vista and presence
The surrounding environment provides an appropriate location for a hospice build
Provides the capacity to develop an outside communal area(s)

Added value to local community

4.7

Reduces health inequalities by improving access in relation to identified health need
Fits with Local Authority plans for the area

Has strategic fit for NHS SoTW

Aligns with the commissioning intentions of the Sunderland Clinical Commissioning
Group

Co-location with adjacent 24 hour facilities bring opportunities for economies of
scale and reduction in revenue consequences

Benefit weighting criteria

Weighting and scoring is a technique to compare and rank options in terms of their
benefits. The relative importance to each criterion is established by estimating a
weighting. The benefit criteria were weighted by the Project Board in accordance with
feedback from the service users and are documented in the table below.



Table 11 — Benefit Criteria

Benefit Criteria Weighting
Access 30

Estates 25

Patient experience 25

Added value to local community 20

Total 100%

Benefit Analysis

Each option was assessed in a workshop session to determine the extent to which the
benefits identified in Section 4.7 could be realised. Scores from 0 — 6 were awarded to
reflect the degree to which each criterion was met and the scores were then multiplied by
the weights allocated to the criteria.

The results of the benefit analysis are summarised in the table below:

Table 12 — Benefit Analysis

30 12 360 13 390 10 300 11 330 12 360
Access

25 9 225 10 250 105 | 2625|115 |287.5 |15 375
Estates

25 9 225 9 225 11 275 6 150 145 | 362.5
Patient
experience
Added 20 10.5 | 210 11 220 105 | 210 11 220 12 240
value to
local
community

100 40.5 | 1020 |43 1085 | 42 1047. | 39.5 |987.5 |53.5 |1337.
Total 5 5

The benefits analysis identified option 8 (Ryhope) as the preferred location of the Project
Board for the new hospice site.



The site scored well on all aspects of the options appraisal and was the unanimous
winner. It benefits from good access, which will continue to be improved through the
planned development of additional infrastructure and link road. The TPCT already owns
the land which releases cost savings which can be reinvested into the physical build. The
NTW redevelopment will provide the opportunity for economies of scale through shared
operational service arrangements. Additionally, the Ryhope site is also conveniently
located close to the proposed Seaham Primary Care Centre which is due to be operational
before the hospice and will provide ready access to facilities such as x-ray.

Once the preferred site option was selected a design competition was held with 4
architectural firms in order to identify a project design team. An initial design brief was
forwarded which included a ‘vision’ provided by staff, patients and carers from the hospice
who were asked to list their needs for a new hospice build. They were specifically asked to
include the non tangible, their thoughts and feelings of what the hospice would represent.

The design teams were invited to present their proposals to a sub group of the Project
Board along with 2 ‘design champions’ (existing hospice volunteers). Each submission
was scored based on 4 topic areas. The table below documents the result of this exercise
which identified P+HS as the preferred design team. P+HS and Willmott Dixon were the
design and construction organisations employed to develop Houghton Primary Care
Centre. A number of key personnel form that project will be involved within the
development of the hospice providing continuity and an opportunity for shared learning.

47



Table 13 - Selection of design team

Quality | Commercial | Total score
Question Number (Quality) score score
total
Architect 1 2 3 4
Design Sustainability staff Collaborative | (Out of 65) | (Out of 35) (Out of 100)
working Pricing
Out of 35 Out of 10 Out of 10 Out of 10

P+HS

27.36 8.00 7.80 8.00 51.16 31.50 82.66
JDDK

23.80 8.00 7.20 7.40 46.40 17.50 63.90
MAPP

15.40 6.00 6.40 7.00 34.80 28.00 62.80
ADP

19.25 6.00 6.10 6.20 37.55 10.50 48.05




4.8 Financial benefit criteria

This section estimates the capital cost of the 3 options

Table 14 — Capital Costs

Capital Costs Option 1- Option 2, Option 3,
(inclusive of VAT) Do Nothing New New

hospice- hospice-

Buy land own land
Land purchase 0 1,000,000 0
Building works and fees 0 9,470,304 9,470,304
Equipment, Furniture and Fitting 0 840,000 840,000
Design/Optimism bias contingency 0 2,165,164 2,165,164
Subtotal 0| 12,475,468 | 12,475,468
VAT recoverable 0 -167,616 -167,616
Total 0 13,307,852 12,307,852

Appendix 8.3 contains the FB Cost Forms giving a more detailed breakdown of the

Capital expenditure associated with the preferred option including contingency and
optimism bias. The optimism bias has been derived using related optimism bias guidance
and utilising the gateway risk assessment.

Costs for clinical services are not included in the above table but have been considered
within a separate Commercial Business case.

The estimated value of the land at the Ryhope site, as documented within the TPCTs
balance sheet is £1 million (calculated at 31% March 2011). This amount is comparable to
the estimates quoted for the purchase of the additional sites. In relation to potential
opportunity costs the only potential loss would be in relation to the difference between the
potential sales proceeds compared to the £1 million costs in the TPCTs balance sheets.
The TPCT has owned the land for a number of years and to date has had no enquiries in
relation to the sale of this piece of land. Furthermore it should be noted that the original
acquisition of the site was through an arrangement with English Partnerships and was on
the basis that land must be used for the provision of health care. It is far from clear that
the TPCT could dispose of the land for other uses, and indeed part of the agreement
required the land to be offered to City Hospitals Sunderland if the TPCT declared the land
as surplus.

Even when taking in to consideration the potential resale value, it is likely that option 3
would remain the most cost effective option.
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There is no depreciation charge applied to land that the TPCT already owns, similarly no
charge would be applied to any new land purchased. Therefore the impact compared to
purchasing the land would be the same.

Capital costs are higher in option 2 as they include purchasing the land.

4.9 Revenue costs

The table below shows the revenue costs for the shortlisted options

Table 15 — Revenue Costs

Option 2 — Option 3 -
Option 1 Buy New Use Own
Do Nothing Land Land
3,100 3,100 3,100
New INE New
Square Area |[EETTRYII= Hospice Hospice
Estimates Estimates Estimates
REVENUE (Estimated Full Year Costs)
£ £ £
Administration 0 60,900 60,900
Security 0 60,257 60,257
Domestics/Ancillary staff
0 60,187 60,187
NON PAY
- “Buld
Capital Charges - Buildings 0 401,000 401,000
Rates, Water and Sewerage
0 58,420 58,420
Utilities 0 110,905 110,905
Waste Disposal 0 717 717
Maintenance costs 0 28,400 28.400
Postage, printing, stationar
ge.p g Y 0 19,656 19,656
Continuing SLA Costs to NTW plus Catering
306,305 N/A N/A
Catering
110,000 129,000 129,000
Travel/Training etc 0 3,000 3,000
Total Service and Operational Costs 416,305 932,442 932,442
Less existing costs paid via SLA to NTW NHS Foundation
Trust -416,305 -416,305
Anticipated Additional Revenue costs of new build 516,137 516,137

Revenue consequences are being considered within a separate commercial business

case which is being developed in parallel to this capital case.



4.10 Economic Appraisal

The Net Present Value calculations over 25 years for the shortlisted options are shown in
the table below

Table 16 — Net Costs

Financial Benefits Option 1 Option 2 Option 3
Do Nothing New New

£ Hospice Hospice

Buy Land Use own

£ Land

£
5,048,370 23,707,688 | 22,707,688
1 3 2

Rank

4.11 Cost benefit analysis

Table 17

Cost Benefit Analysis Option 1 Option 2 Option 3
Do Nothing New New

£ Hospice Hospice

Buy Land Use own
Land

£
£
Benefit Score/Net Present 26,429 20,692
Cost

Rank

The cost-benefit analysis tries to take account of both financial and non-financial attributes
of the project. This method of appraisal involves dividing the net present value
calculations over 25 years by the weighted benefit score to show how each option
compares in terms of cost and benefits:

Option 1 was not considered in the above table as it was eliminated prior to the weighted
options appraisal taking place.

Option 3 has a significantly lower cost benefit score and represents considerably better
value for money.
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4.12 Summary of options

Table 18
Criteria Option 1 Option 2 Option 3
Do Nothing New New
£ Hospice Hospice
Buy Land Use own
£ Land
£
Initial Build and Fit 0 13,307,852 | 12,307,852
out/Estimated Upgrade Cost
Revenue cost — Full Year 416,305 932,442 932,442
Effect (£)
Net Present Cost (£) 6,861,337 28,675,908 | 27,675,908
Benefit N/A 1085 1337.5
Cost (NPC)/Benefit (E per N/A 26,429 20,692

benefit score)

Having explored the non-financial, financial and economic benefits of each of the options
option 3 emerges as the preferred option. Option 1 is the lowest cost, however was
eliminated due to ongoing issues in relation to sustainability and quality of the current
location. The drivers for this project are not in relation to financial savings. Option 2 would
be the most expensive option as it includes the purchase of land.

5 PREFERRED OPTION

This section describes the proposal in terms of the clinical configuration of services illustrating how the services meet the
vision of national and local priorities and address health needs of the locality. The design considerations and the
provisional design solution for the proposal are also detailed in this section. The site location of the planned investment
proposal and the role of accessibility planning are also considered here. This section explains the procurement method
and concludes with a list of commissioner and partnership support for the proposal

5.1 Proposed service content

In order to identify the capacity requirements of the facility a review of current bed
provision was undertaken and measured against a recommended average from the
National Council of Palliative Care. Future population projections were then used to
assess the change in need across the next 10 years.
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Table 19 - Provision of hospice beds in SOTW (actual, average and recommended)

Area Population Current number | Average Recommended
of hospice beds | (National need (Tebbit; 1

Council for | bed per 15,000)
Palliative Care;
5 beds per
100,000)

Sunderland 281,500 12 14 19

Gateshead 191,000 0* 10 13

South Tyneside | 152,600 8 8 10

SoTW Total 625,100 20 32 43

* There are currently no inpatient specialist palliative care/hospice facilities available within
Gateshead. Gateshead Health NHS FT has provision for 8 designated “palliative care
beds” provided within Dunston hospital, including day care and outpatient services. A
review and business case for the re-provision of these beds has been completed and
discussions are ongoing about their re-provision on the main Queen Elizabeth hospital
site. This facility does not currently provide ‘Specialist Palliative Care’, patients with
particularly complex end of life problems are referred to either St Oswald’s or Marie Curie
hospice in Newcastle.

Hospice care in South Tyneside is provided by St Clare’s hospice in Jarrow. The hospice
has recently undergone a major refurbishment programme to the inpatient unit. The
hospice includes the provision of 8 inpatient beds, day care, outpatient and lymphoedema
services.

Concern was raised over the future sustainability of the Primrose site which houses St
Clare’s. This has been mitigated by South Tyneside NHS FT who have confirmed they
have no short term plans for changes to the Primrose site.

Given the information presented above the Project Board recommended that the project
progresses with a focus on the development of a hospice facility which was able to provide
sustainable services to the residents of Sunderland.

The table below demonstrates using population predictions, what the average
recommended number of beds will be over the next 10 years.
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Table 20 - Provision of hospice beds based on predicted population

Sunderland | Gateshead South Tyneside
Population 281,500 191,000 152,600
2011
283,100 193,900 155,200
2016
284,800 196,700 157,700
2020

Based on the current population the average number of beds for an inpatient hospice
facility primarily serving Sunderland patients would be 14 with a recommended number of
19. Based on population predictions, these numbers would remain constant over the next
9 years despite the predicted increase in the general population.

An alternative methodology is to look at the age range of people currently accessing St
Benedict’'s. The bed occupancy rate for the hospice is currently 80% and the vast majority
of patients are aged 65 or over. The table below shows the number of individuals that live
in Sunderland that are aged 65+ over the next 10 years using ONS National Population
Statistics.

Table 21 - Population predictions (65+ age group)

Year 2010 | 2011 [ 2012 | 2013 | 2014 | 2015 | 2016 | 2017 | 2018 | 2019 | 2020
65+
(000s) 46.8 | 47.4 48,9 [50.1 |51.1 |[52.2 |53 53.8 [54.6 [55.4 |56.3




Chart 3 - Over 65s Population predictions (Sunderland 2010-2020)
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The current utilisation rate of inpatient beds at St Benedict’s is 80%, therefore it could be
assumed that the 12 inpatient beds is currently meeting the need of the population.
However, in 10 years time the population of this age group (65+) is expected to increase to
56,300 (an increase of 20%). Applying this percentage age increase to the number of
beds currently available in St Benedict’s would suggest a required increase from 12 to 14
beds. This would support the number of average beds recommended by the National
Council for Palliative Care. Increase in the provision of community based service within
the integrated model will provide capacity for growth beyond 2020.

Consideration was also given to the likely increase of referrals to specialist services for
patients with a non cancer diagnosis. It is recognised that this group of patients have
traditionally not received equity of access. Nationally there has been a recent move
towards improving equity of access for this patient group through a referral based on need
as opposed to disease. Locally this is being taken forward as part of the work of the End
of Life Strategy Group for SOTW. In order to understand the impact of strategy further
work was undertaken around predicted disease profiles.

It is important to note that the aim of a hospice is to provide ‘specialist’ and ‘supportive’
care for patients with complex needs. The increase in bed stock is intended to provide
capacity to support inpatient episodes for this specific group, not to act as additional
community generalist or care of the elderly beds. The utilisation data collected and
produced through the palliative care coordination centre will provide management
information to inform future commissioning.

The hospice inpatient unit currently runs at an 80% utilisation rate. The two 3 bedded
units and single sex accommodation agenda can cause delays in accommodating
patients. An increase of 2 additional beds and a move to a single bed system for all 14
rooms within the new facility will improve access and have a positive impact on the
utilisation rate. It is anticipated that an 85% utilisation rate for 14 beds would provide a
27% increase in patient access to beds.



Our plan is to develop the integrated model and improve access to specialist palliative
care within the community setting in order to address the growth in the elderly population
and a reduction of deaths in hospital by 5%.

A programme of consultation exercises has been initiated with patients, health
professionals and existing staff members in order to identify if there are any capacity or
process issues with the current provision of services. The information provided will be
used to shape the agreed future service delivery model. The plan for this programme of
consultation is included in section 2.5.

In broad terms the hospice will;

Improve access to specialist palliative care services across Sunderland
Increase choice at the end of life

Provide a cost effective delivery model for these services

Help to increase the availability of care provision within the community,
maintaining patients in their preferred place of care

Help to avoid unnecessary, expensive admissions to acute care

e Provide patients access to a range of services within first rate facilities which
are fit for purpose

This will be achieved through the provision of services including;

Table 22 — Future service provision

Service Service detail
Inpatient 14 inpatient specialist palliative care beds
Outpatient 3 Clinics per week
Day care Monday to Friday 12 places per day (60 per week)
Nurse led service
Lymphoedema Clinics daily within hospice, plus outreach at Houghton and
service Washington PCCs and home visits

Nurse led service

Complementary 26 hours of service via lifespan (funded through charitable

therapies donations)

Occupational 0.5 WTE covering in patient and day care predominantly

therapy,

Physiotherapy, Provided through SLA by SRH, covering in patient day care and
community

Social work
Social care input, referred via social services

Community 8.6 WTE (2 based in SRH)

Specialist Palliative

Care There is additional consultant input within this team
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Out of Hours | Work from 4.00pm-9.15am evening and overnight with the aim of
Specialist Palliative | enabling patients to be cared for in their own homes by responding
Care service to and managing pain and other symptoms. They provide advice
and support to the patient, carer and other professionals. Planned
and crisis calls

Bereavement Monthly bereavement support group

Education Lecturer practitioner plus modernisation facilitators — providing
range of education and training, developments across primary,
secondary, care home sector

5.2 Location

The site for the new development is located adjacent to the existing Ryhope Hospital
within the old Cherry Knowle site boundary. Sunderland council have partially completed
the A1018 radial route along the coast connecting the site to the city centre. The attached
master plan illustrates the long term intention to extend this route to Doxford Park, thus
providing easy access northwards to the A19. The first stage of this section of the route is
due to be completed within the next 2 years.

Although Ryhope is located to the south of the city centre, the new improved road links
and associated improvements to public transport have dramatically reduced travel times
from other parts of the city. The proposed additional section of road will further improve
this situation

5.3 Building design consideration

The Hospice will be a purpose built facility and will incorporate the best design principles to
ensure that the facility functions as effectively as possible.

Patient experience

The building is designed to ensure that the patient’'s experience is made as pleasant as
possible, to be easily approachable and non-threatening. The role of the building in the
final experience of a patient’s life is important, and the building will provide a comforting
and supportive environment for patients, friends, relatives and staff.

The building will feel light and airy and provide a homely feel. Sufficient spaces are
provided to respect the privacy and dignity of patients and areas are provided to allow for
sensitive consultations and treatments to take place providing both acoustic and visual
privacy, the mix of rooms will allow patients to be alone if they wish, however larger day
rooms are provided to allow for the company of others.

Rooms where patients and staff will spend significant amounts of time will be provided with
large windows which afford good, pleasant and interesting views. The bedrooms have
been designed particularly with this in mind, and these spaces all allow direct external
access to spaces of semi-privacy.
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All bedrooms are provided with en-suite facilities with separate bath and toilet facilities
throughout the building.

To further enhance the patient experience careful consideration has been given to the
siting of the building to create a parkland setting. The building design allows the ability to
create a number of varying landscaping areas and tranquil gardens to walk around or just
sit in, providing choice for the patient. The landscaping design around the building will be
designed to be therapeutic in its qualities.
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Non Clinical Environment

The design of the Hospice will seek to maximise the sense of a ‘non clinical’ environment wherever
possible. The choice of materials, both internal and external, will be carefully selected to be
functional but at the same time recognisably domestic in feel and appearance allowing the
environment to be more visually accessible to patients and visitors. The clear planning
arrangement of the building with clear views in circulation areas and the introduction of plenty of
daylight will further enhance the welcoming feel.
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Flexibility and Future Expansion

The building has been designed to ensure flexibility in the future when there is always the
possibility, through service development, for clinical spaces to be modified allowing the
Hospice to meet changing needs of healthcare accommodation.

Wherever possible the room sizes, layouts and clusters of rooms have been designed to
allow for the multi-use of a space and the flexibility of the service provided.

The site layout has been designed to ensure that potential future expansion can be
accommodated with minimal disruption to the operational facility. An area for future
expansion has been identified to accommodate six additional beds at lower ground floor
level. The landscape design will ensure any areas of future expansion will achieve the
same quality of external aspect and access as will be achieved in the original facility.

Environmental performance and sustainability

The NHS identifies environmental performance of its estate as one of its key objectives for
all new buildings. The designers are assessing the facility using BREEAM for Health (the
latest version of the Building Research Establishment’s assessment tool) and will strive to
design the facility to achieve ‘outstanding’ grade as stipulated by the TPCT in its
performance brief. Houghton Primary Care Centre was the first healthcare facility in the
UK to achieve a BREEAM rating of Outstanding, leading to the design team being
recognised in the Department of Health’'s guidance document 8758:0:6:England,
Tomorrows healthcare environment.

The design and performance brief of the new facility demands that it sets an aspiration
towards ‘zero carbon’. The precise definition of ‘zero carbon’ is yet to be fully defined
nationally but the target is being used to fully convey the highly sustainable aspirations for
the facility by the TPCT. We also intend to incorporate some of the Passivhaus design
principles into the scheme.

On-site generation of electricity will be provided by wind generation and photovoltaics
(PV). Surveys are being commissioned to verify the suitability of the ground for the
implementation of ground source heating. The TPCT has also initiated further features
including solar water heaters on other schemes and will include such features for the
Hospice. Cost allowances have been made to ensure highly sustainable technologies are
affordable as well as incorporating high levels of insulation and solar protection within the
construction.

The specification and sourcing of materials is being carefully examined to ensure that the
carbon footprint generated by the transportation of materials is minimised. Wherever
possible materials will be sourced locally, particularly the massive, large quantity materials
such as stone, bricks and steel.

Integrated art and design
The Arts support team at Sunderland council has previously been very supportive and

continues to assist the SOTW TPCTs to realise their aspiration to integrate commissioned
artwork within health facilities within the City. The cost plan includes implementation
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funding for both glasswork/sculpture and original print based media and for works located
within the landscape which forms such an important element of the scheme.

Excellence in Design and the Design Champions

The Trust has appointed a variety of members to the Project Board including
representatives from the public following the success of similar appointments on previous
schemes. The Project Board has been involved with the design of the building from the
outset and supports the design champions for the scheme.

The Project Board has appointed a small working group to ensure that the building design
meets the guidance set out in the Achieving Excellence Design Evaluation toolkit
(AEDET), the recommended tool to be used in P21 schemes but also a useful tool for non
P21 schemes including the Hospice. (see appendix for details). This working group
includes two design champions, both have voluntary links to the current Hospice.

Security

The TPCT recognises that security is a vital component of the building because of the
nature of the services provided and the extended hours of operation of the site.
Arrangements including CCTV and panic alarms will be incorporated as part of a
comprehensive security system and the building will be designed to ‘Secured by design’
standards.

5.4 Building design solution

The design of the new Hospice has been developed by Architects appointed by
Sunderland TPCT. The Architects have designed and located the building to take best
advantage of its landscaped setting alongside the proposed new ‘Pride’ project to be
delivered by NTW.

The building has been designed to respond to the Design Brief, Clinical Brief and the
preferred site option.

The preferred site presents both opportunities and constraints. The site opportunities
being; Good highway links, opportunities for shelter, view of the North Sea, view of the
surrounding countryside. The site constraints being; busy main road and new link road,
prevailing wind and sea breezes, new housing opposite the site. The sloping site provides
many opportunities to create a truly outstanding building.
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The design proposes to exploit the sloping site to the building’s advantage, effectively
creating two “ground floors”. Car parking is located on the highest level of the site allowing
the inevitably high numbers of parking spaces to be sensitively designed into the
landscape and maintain uninterrupted views out from the site. Beyond the site to the east,
south and west, only the building and landscaped setting will meet the eye, avoiding the
“sea of car parking” effect often encountered in healthcare facilities.

The main entrance is approached directly from the upper “ground” level creating an easily
accessible central wayfinding point. Additional discreet entrances allow ambulances and
service vehicles to approach the facility separately with minimal impact on the visitor and
patient experience.

The building is clearly defined in its layout — visitor / day facilities occupy the upper ground
floor, with in-patient facilities occupying the lower ground floor. Both therefore have
appropriate levels of privacy and tranquillity. External gardens are accessible at both upper
and lower ground levels.

Support and servicing elements of the building are located to ensure accessibility and
appropriate adjacencies.

The building solution has been designed to accommodate LEAN building practices.
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Upper floor site plan
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Lower floor site plan




5.5 Accessibility

Accessibility, especially for those from disadvantaged groups and areas, is a key
consideration for this development.

To inform discussions at the options appraisal sub group meeting a local consultancy
company were commissioned to review the accessibility of all 5 shortlisted sites. The
report (Appendix 8.7) outlined the percentage of households across Sunderland who were
able to access the sites within set time bands using both public and private transport.

Travel Planning

The TPCT has commissioned a travel plan for the proposed hospice. The plan
demonstrates that there are good public transport links. The site is serviced by a number
of bus stops. The site is surrounded by an extensive pedestrian network. The site is also
located within close proximity to numerous cycle routes highlighted on Sunderland City
Council's Strategic Cycle Route Network. The travel plan focuses on encouraging people
who attend the hospice to travel by other means than private car. There are a number of
objectives in the plan (detail can be found at appendix 8.9) and these will be monitored to
measure its success.

Parking

Recognising that many service users prefer to travel by car, initial calculations based upon
the recommendations of HTM 07-03 ‘Transport Management and Car parking’ have
identified that there will be provision for the parking of 61 vehicles within the site, including
6 dedicated disabled car parking bays and 3 family spaces. Provision for 5 motorcycle
racks and 20 cycle racks will be provided. There are also parking and drop off facilities for
buses, patient transport/ambulances, service and maintenance vehicles and the nearest
bus stops are adjacent to the site.

5.6 Site plan

The area of land available for the development is approximately 2.606 hectares [6.44
acres]. A Site Investigation [SI] has been completed by NTW to the surrounding land and
we have based costing assumptions on this document. The results of the SI have been
used to develop sub-structure proposals which have been used in the detailed cost build
up. Further ground investigations are being undertaken to determine the suitability of the
ground for the use of ground source heat pumps. If appropriate these will be designed
and incorporated to provide under-floor heating for the entrance and central atrium areas
amongst others.

Vehicular access to the site will ultimately be from a spur road from the new Doxford link
road for all cars, coaches and delivery vehicles. Pedestrian access to the site is separated
from the vehicular access to minimise potential conflict between vehicles and pedestrians
and ensure a safe environment. These routes include linkage through the new ‘Pride’
development. Initial discussions with Consulting Highways and Transport Engineers have
determined the numbers of parking spaces on the site required to serve the hospice. This
has resulted in the following provision:



6 disabled vehicle spaces, located close to the main entrances
61 car parking spaces

Drop off areas at the main entrance

1 ambulance bay, covered for use

1 delivery / collection vehicle space

Spaces for 5 motorcycles, and

Secure racks for 20 cycles

The external vehicular circulation has been given careful consideration to minimise
potential conflict between patients/visitors vehicles and delivery, service and public
transport vehicles.

Scheme design

Proposed Upper floor

The scheme for the hospice comprises a design over two floors with a gross internal floor
area of approximately 3100m2 as shown within the Schedule of Accommodation. The
design of the building provides three clearly designated separate entrances:

Main Entrance

The main entrance to the hospice will be the focal point of the building. This provides a
light; airy and welcoming foyer area and the day patients and visitors will be welcomed by
the main reception within. The centralised main reception point will control visitors to the
various parts of the building. This main entrance provides the primary access for visitors to
the In-patients unit during normal opening hours and by the visitors and patients to the
Out-patients and Lymphoedema Clinic, staff will also use the main entrance during normal
working hours. The Education Unit is also adjacent to the main entrance, so access to this
area will again be controlled, and its location ensures that it causes no disruption to the
remainder of the facilities.

The main entrance contains the primary building staircase and lift for all visitors and
patients to the lower floor. The design of the staircase allows out of hours access for the
staff without the need to pass through spaces and departments which may be locked off.

The external design of the main entrance allows for the safe transportation of patients via
a mini-bus or by relatives, and the ability to drop off patients under cover is an integral part
of this area. As would be expected the appropriate number of accessible and family
parking spaces are located close to the main entrance.

Services Entrance
A separate screened entrance is provided as close to the site boundary as possible
allowing direct access for all deliveries into the building. This entrance clearly separates

any pedestrian and visitor routes from delivery vehicles, avoiding any conflict and following
best practice.
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Out of Hours / In Patient Entrance

The third and building entrance is provided close to the In-patient Unit, and the topography
of the site allows direct access to this area at the lower level. This entrance allows the safe
delivery of patients via ambulance into the In-patient unit without the need to pass through
any other areas of the building. This also allows relatives to visit the building outside
normal visiting hours without the need to keep other areas of the building open, enhancing
the security and sustainability of the building.

In this location the mortuary will also be provided within a screened design allowing direct

access for the funeral services, thus minimising any potential stress to patients and
relatives visiting patients outside normal visiting hours.
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Upper floor accommodation

The main entrance provides access to both the upper floor and lower ground floor levels
during normal operational hours. The upper floor of the building contains the following
departments;

The Education Unit is self-contained and is directly accessed off the main entrance and is
provided with a range of toilets and refreshment areas, together with flexible multi-use
spaces. The location of the unit allows these rooms to be locked off as a whole area, or if
necessary operated independently of the main building.

The Lymphoedema Clinic and Out-Patients Departments are located adjacent to the main
entrance area with access to the department controlled by the main reception. A sub-
waiting area is provided opposite the reception with natural light and ventilation providing a
place to wait prior to being collected by a member of staff. The design of the department
means that it is self-contained with a range of clinical rooms, toilets and stores.

The Day Care Unit entrance is adjacent to Out Patients and again the entrance to this
department can be clearly observed from the main reception desk. All of Day care is
located at the upper floor level, reducing travelling distances for the regular patients. The
patient environment is further enhanced within this department by the provision of an
external terraced area with views out towards to the North Sea and direct access to a
rooftop garden carefully designed with raised planters and walkways, providing further
patient choice.
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The services entrance provides direct access to the ‘back of house’ facilities required to
service a building of this type. The design allows for the regular deliveries, such as clean
and dirty linen, and clinical disposal, with general delivery stores and kitchen services
incorporating a goods-in point for control by the building porter. In the same vicinity direct
external access is provided to the mechanical and electrical plantrooms and gas bottle
stores.
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Proposed Ground floor

The lower level of the development covers those spaces that require less public access
and at this level there are two specific areas clearly separated from each another.

The Administration and staff areas are grouped together at the lower level and contain the
centralised staff changing, locker, toilet and shower areas. In addition grouped together for
efficient co-working are the administration offices, stores and staff room. The primary
access to this area from outside is via the main staircase and lift however the additional
staircase at the edge of the Day care unit provides direct access for staff between floors.

The staff areas generally look out towards one of the enclosed courtyards providing
external space to be shared with patients and visitors alike, but also provide staff with the
opportunity of accessing a peaceful external area for rest breaks.

The lower level also contains the multi-faith room, linked to this courtyard, with the room
positioned such that easy access can be gained off the main circulation routes.
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The In patients unit is situated at this level and the 14 number single bedrooms are
arranged in an arc on a separate wing of the building, placing the most sensitive areas
furthest away from the other clinics and departments in the building. The positioning and
design of the bedrooms provides each with ample natural light and clear views to
landscaped areas, either out towards the surrounding countryside or to the carefully
designed and planted internal courtyard gardens.

Bedroom images
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The In-patients department is arranged such that there is no need to pass through this
area, providing a safe and secure environment for the patients, the centrally located staff
base and nurses office will allow for enhanced control. Within the department all the
necessary spaces are provided together including activity, sitting and dining rooms with
direct external access to the courtyard gardens.

Access to this area can be gained from two directions. The normal entrance during
working hours for visitors and relatives will be via the controlled main reception at the
upper floor level, however outside of these hours a dedicated entrance is provided at the
lower level directly in to the In-patient wing. This lower entrance will be used to deliver all
patients to the In-patient wing.

The mortuary is also located at this end of the building, within a screened design. This
allows a direct route for relatives to view their loved ones, and also provides access for
funeral services.

5.7  Statutory approval

Sunderland TPCT has been part of the Cherry Knowle planning group chaired by English
partnerships/Homes and Communities Agency (HCA) for many years. The current master
plan for the overall site prepared by GVA is appended to this report. Sunderland council’s
planning team also attended these meetings to ensure the evolving proposals for all
stakeholders could be supported in terms of planning and highways policy. The use of the
proposed site for health activity has been confirmed as acceptable. The Planning
Application for this scheme is currently being prepared. The formal pre application
process is already underway.

5.8 Commissioner support

This proposal is supported by:
e NHS SoTW Clinical Executive Team
NHS SoTW Integrated Board - Non Executive Members
Chair of TPCT (Chairs actions pending September meeting of the board)
NHS SoTW Planned Care Programme Board
Sunderland Clinical Commissioning Group
Sunderland TPCT Commissioning Business Group
Local Authority Overview and Scrutiny Committee (Preliminary support pending full
update)

6 FINANCIAL CASE

This section describes how the estimated revenue impact of the preferred option will be met drawing upon previous
experience of developing and delivering such schemes. It indicates the contingency arrangements to meet unexpected
affordability issues relating to revenue costs

6.1 Financial strategy
As stated above a separate business commercial case is being developed in parallel

which demonstrated funding streams for the operational costs associated with this move.
The impact of the preferred option on revenue expenditure is approximately an additional
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£500,000 over and above what is currently being paid through an SLA to NTW. These
costs include all anticipated additional costs arising from the scheme and include direct
costs of servicing the building itself. The approach which has been used at the previous
Primary Care Centres has been to estimate the pay costs etc.

6.2 Capital costs

The preferred option is costed at £12.3m which is identified within the Sunderland ISOP
2011/12 and 2012/13. This cost has been generated through an independent cost
consultant working on behalf of the TPCT.

The degree of risk associated with the preferred option in terms of unforeseen problems
affecting affordability is deemed low. This is based upon experience from the development
of the 4 Primary Care Centres. Additionally, there is £551,908 incorporated within the cost
form for planning contingencies.

6.3 Revenue costs

This project is recurrently affordable. The additional revenue costs identified have been
included within the ISOP 2011/12 and 2012/13 which shows remaining uncommitted
financial resources allowing flexibility to manage financial pressures arising from this
development.

The impact of the implemented services are the subject of a separate commercial
business case.

7 MANAGEMENT CASE

This section explains how the project will be managed detailing both the project management and contract management
structures. It describes how the project will be controlled and monitored and how risks will be managed and monitored
throughout the life of the project. The section concludes with a summary of the project’s implementation plan.

7.1  Procurement strategy

Scape is a Local Authority controlled “for profit” company established by a Consortium of
Local Authorities to enable public sector works to be procured efficiently. The six
shareholding authorities are Derbyshire County, Derby City, Nottinghamshire County,
Nottingham City, Warwickshire and Gateshead. Scape is a Central Purchasing Body for
the purposes of the Public Contract Regulations 2006.

Scape has entered into a national strategic partnering framework with Willmott Dixon. The
arrangement is accessible by all public sector bodies and is for construction projects in the
range £2m to £20m. The benefits of this arrangement to its customers are:

» Early building occupation through shortened procurement times.

* Reduced cost of procurement for the customer

 An established quality of product.

A framework intent on achieving continuous improvement in time, cost and quality.
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The framework brings together Willmott Dixon’s expertise in project delivery and Scape’s
position as central procurement body for the public sector. Willmott Dixon and Scape
share common values:

» Environmental sustainability is given a priority.

» Processes that fully engage the customer and community are essential.

» Delivery through partnering and collaboration.

» Buildings are to be inclusive and welcoming.

» Promote procurement which encourages local economic and social sustainability.
» Support modern methods of construction.

The Scape/Willmott Dixon Framework is part of a wider initiative by the East Midlands
Centre of Excellence to promote efficiency in the procurement of construction work.
Following a substantial competitive process through OJEU, Willmott Dixon are now “on-
board” from “day one” and can provide all services from inception/feasibility through to
completion of construction. The appointment was in April 2010, following the formal OJEU
tender, and the Framework Contract covers the country, and is available to any public
sector body. The OJEU Award notice 2009/S 176-253640 provides further more detailed
information. The TPCT has taken independent legal advice on the OJEU process
undertaken by SCAPE and can confirm it is suitable for health use — See appendix 8.25.
SCAPE is an open book procurement method almost identical to Procure 21 plus. Not
only are the tendered packages of each area of work signed off by the Trust but as an
additional governance measure the TPCT has retained the services of Turner and
Townsend to audit construction costs. Turner and Townsend have acted for the Trust as
cost advisers on Grindon Lane, Washington and Blaydon PCCs as well as 3 health centre
refurbishment schemes. This provides an additional cost overview of each work package
to ensure the framework is achieving value for money. It should be noted that the
projected outturn cost is lower than that anticipated through Procure 21 plus as overhead
and preliminary costs are significantly lower in the SCAPE framework agreement. The
actual New Engineering Contract (NEC) building contract will mirror the format used on
Procure 21.

7.2  Project organisation and management

The TPCT has established a project management structure to oversee this project through
to completion. The project management team will lead a multi-disciplinary, multi-agency
Project Board reporting to the project sponsor in her role as delegated representative of
the TPCTs integrated management Board. The TPCTs Head of Estates acts as the
interface between the Project Board and Principal Supply Chain Providers (PSCP) and
controls and oversees the performance of said contractor on the construction of the
project.

The structure is similar to those which were established for the aforementioned 4 Primary
Care Centre projects and numerous refurbishment schemes, all implemented on time and
on within budget. The project management structure is depicted diagrammatically in
Appendix 8.13. The roles and responsibilities of the Project Board are outlined in Appendix
8.14.
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7.3 Contract management

The TPCT is proposing to enter into a direct NEC contract with Willmott Dixon for the
construction of the hospice facility. Payment will be made on monthly certificates and we
propose to retain an independent cost adviser (Turner and Townsend) to add a further
level of audit to the cost control mechanism.

We are still at an early stage of developing the operational maintenance procedures and
structures for the scheme but currently the proposal allows for the TPCT to clean and
maintain the hospice. We are in dialogue with NTW to investigate what aspects of
operational services we can share to achieve mutual savings.

Commercial and legal progress

The TPCT has completed the transfer of part of the old Cherry Knowle site in March 20009.
The shaded part of the drawing shows the land which is now owned freehold by the TPCT.
This not only accommodates all of the hospice facility but also the car park including the
part of the site defined for future expansion.

Subject to SHA approval we intend to enter into a direct NEC form of contract with Willmott
Dixon to construct the Hospice through the SCAPE framework.

7.4  Risk management

All developments have some level of uncertainty and risk. In order to enable the TPCT to
understand and quantify the likelihood of the potential impact on the project the known
risks to the project have been identified and documented in the Risk Log (Appendix 8.16).

Risk is considered throughout all the stages of the project. Project planning is
underpinned by a comprehensive risk assessment process involving all major
stakeholders, e.g. PSCP and the Project Board, to gain a shared view of the risks and how
they will be managed.

The risks will continue to be monitored and identified throughout and categorised. For
example: legal, planning, commercial, design, construction, operational, client. The risks
will be assessed in terms of their effect on the project, if they were to occur, and scored in
terms of the likelihood of the risk occurring.
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7.5 Implementation plan

An overview of the proposed implementation process and indicative timescales is detailed

below:

Task

Deadline

Appointment of design team for FBC
preparation

15" August 2011

Preliminary design development

30™ August 2011

FBC Sunderland TPCT approval
(Commissioning Business Group, Planned
Care Programme Board, PCT Integrated
Board (Chair), Commissioning Executive
Team)

31% August 2011

Project logged with planning for pre-
application

22" August 2011

FBC Submission to SHA

1% September 2011

PCT Board ratification of Chairman’s action

14™ September 2011

FBC Approval

29" September 2011

Planning approval March 2012
Complete construction detailed design April 2012
Commencement of construction May 2012
Completion of construction June 2013
Handover June 2013
Mobilisation plan executed, transfer of | August 2013
service

Post project evaluation August 2014

The construction plan is set out in a gantt chart in appendix 8.12.

7.6 Post project evaluation plan

The post project evaluation plan will provide a formal mechanism to assess and evaluate
the impact of the project and to determine in particular:

The project objectives and deliverables outlined in sections 4.1 and 4.2 form the basis of

Whether the investment objectives have been achieved
How costs, benefits and risks compare against the estimates in this business case
The impact of the project on patients and

The lessons learned from developing and implementing the project.

the evaluation. The appraisal process will incorporate service, patient, staff, technical
guality and financial perspectives. The plan is appended to this document in appendix 8.15
and will be overseen and implemented by the Project Board.

77




8. SCHEDULE OF APPENDICES

8.1 Optimism bias- Contributory factors and mitigation calculation

E Turner & Townsend

Upper Bound for this Project

Length of Build < 2 years 0.5%
Number of phases 1 or 2 Phases 0.5%
Number of sites involved (i.e. before and after change) Single site* 2.0%
Location New site - Green field New Build 3.0%
Facilities Management Hard FM only or no FM 0.0%
Equipment Group 1 and 2 only 0.5%
IT No IT implications 0.0%
Organisations 1 or 2 local NHS organisations 1.0%
Service changes - relates to service delivery e.g NSF's Stable environment, i.e. no change to service 5.0%
Gateway - RPA Score (Risk Project Assessment) Low 0.0%
Total 12.5%
Mitigation at current stage

Progress with Planning Approval Conceptual understanding with Planner 1
Other Regularatory Initial Dialogue - problems possible 1
Depth of surveying of site / ground information Site known - limited information available 1
Detail of Design 1:500 drawings only 1
Innovative project/design (i.e has this type of project been undertaken before) some innovation 1
Design Complexity Standard design some complexities 3
Likely variations from standard Contract Standard Contract 2
Contractors’ capability and capacity (excluding design team covered above) Contactor proven - capable with capacity 3
Contractor involvement Contractor Involved at all relevant stages 2
Detail of Design Limited detailing 0
Client Capability and capacity (NB do not double count with design team capabilities) Proven capability and capacity 6
Robusteness of output specification Output specification developing 10
Involvement of Stakeholders, including Public and Patient involvement Limited involvement from some stakeholders 2




Agreement to output specification by Stakeholders

Limited agreement from some stakeholders 1

New service or Traditional All traditional 3

Local community consents Some initial community involvement 1

Stable policy environment No changing policies 20

Likely competition in the market for the project Considerable competition 1

Mitigation % 59
Optimism Bias Calculation

Actual Upper Bound for this project 13%

Mitigation 59%

Optimism Bias 5%

Optimism Bias- Upper bound calculation
Mitigated Optimism Bias
Planning Contingency

Total Optimism Bias and Planning Contingency

5% (as calculation)
5%

10%




8.2 Discounted cash flow

Option 1 Do nothing

Option 2 New Hospice Build - With Land

Option 2 New Hospice Build - Own Land

Discount Rate 3.50% Discount Rate 3.50% Discount Rate 3.50%
Recurrent Recurrent
Current Costs Revenue Revenue
- £000 - - £000 - - £000 -
_ Revenue £'000 _ Revenue £'000 _ Revenue £'000
Year Base Cashflow NPV Year Base Cashflow NPV Year Base Cashflow NPV

2011/12 0 0 - 2011/12 0 13,307,852 13,307,852 2011/12 0 12,307,852 12,307,852
2012/13 1 416,305 402,227 2012/13 1 932,442 900,910 2012/13 1 932,442 900,910
2013/14 2 416,305 388,625 2013/14 2 932,442 870,445 2013/14 2 932,442 870,445
2014/15 3 416,305 375,483 2014/15 3 932,442 841,009 2014/15 3 932,442 841,009
2015/16 4 416,305 362,786 2015/16 4 932,442 812,569 2015/16 4 932,442 812,569
2016/17 5 416,305 350,518 2016/17 5 932,442 785,091 2016/17 5 932,442 785,091
2017/18 6 416,305 338,664 2017/18 6 932,442 758,542 2017/18 6 932,442 758,542
2018/19 7 416,305 327,212 2018/19 7 932,442 732,891 2018/19 7 932,442 732,891
2019/20 8 416,305 316,147 2019/20 8 932,442 708,107 2019/20 8 932,442 708,107
2020/21 9 416,305 305,456 2020/21 9 932,442 684,162 2020/21 9 932,442 684,162
2021/22 10 416,305 295,126 2021/22 10 932,442 661,026 2021/22 10 932,442 661,026
2022/23 11 416,305 285,146 2022/23 11 932,442 638,672 2022/23 11 932,442 638,672
2023/24 12 416,305 275,504 2023/24 12 932,442 617,075 2023/24 12 932,442 617,075
2024/25 13 416,305 266,187 2024/25 13 932,442 596,207 2024/25 13 932,442 596,207
2025/26 14 416,305 257,186 2025/26 14 932,442 576,046 2025/26 14 932,442 576,046




2026/27 15 416,305 248,489 2026/27 15 932,442 556,566 2026/27 15 932,442 556,566
2027/28 16 416,305 240,086 2027/28 16 932,442 537,745 2027/28 16 932,442 537,745
2028/29 17 416,305 231,967 2028/29 17 932,442 519,560 2028/29 17 932,442 519,560
2029/30 18 416,305 224,122 2029/30 18 932,442 501,991 2029/30 18 932,442 501,991
2030/31 19 416,305 216,543 2030/31 19 932,442 485,015 2030/31 19 932,442 485,015
2031/32 20 416,305 209,221 2031/32 20 932,442 468,614 2031/32 20 932,442 468,614
2032/33 21 416,305 202,146 2032/33 21 932,442 452,767 2032/33 21 932,442 452,767
2033/34 22 416,305 195,310 2033/34 22 932,442 437,456 2033/34 22 932,442 437,456
2034/35 23 416,305 188,705 2034/35 23 932,442 422,663 2034/35 23 932,442 422,663
2035/36 24 416,305 182,324 2035/36 24 932,442 408,370 2035/36 24 932,442 408,370
2036/37 25 416,305 176,158 2036/37 25 932,442 394,560 2036/37 25 932,442 394,560
Totals 10,407,625 6,861,337 36,618,902 28,675,908 35,618,902 27,675,908




8.3

FBC Cost form
FULL BUSINESS CASE FOR PREFERRED OPTION

COST FORM FB1

TRUST/ORGAMNISATION: [Sunderland Teaching Primary Care Trust ORGANISATIONAL CODE:
SCHEME: |St Benedicts Hospice DIRECTORATE:
STATEGIC Ha:
PHASE: [FEC
PROJECT DIRECTOR: [Mr.S.Naylor
CAPITAL COSTS SUMMARY
Cost Excl, WaT at 20% Cost Incl,
WAT £ £ VAT £
1 Departmental Costs (from Form FB2) 6,428,527 1,285,705 7,714,232
2 On Costs (from Form FB3Y
(25.49% of Departmental Cost) 1,638,634 327,727 1,966,361
3 Works Cost Total  (142) at MIPS index FP 480
{Tender Price index level 1975 = 100 base) 58,067,161 1,613,432 9,680,593
4 Prowisional location adjustment (if applicable)
% of Works Cost) iz}
5 Sub Total (3+4) 5,067,161 1,613,432 9,680,593
6 Fees [ ()] [(=)]
{11.00% of sub-total 5) 857,387 177,477 1,064,865
7 MNon-works Costs (from Form FB4) (2)
LAMND
OTHER 97,561 19,512 117,073
8 Equipment Costs {from Farm FB2)
(2.28% of Departmental Cost) 146,341 29,268 175,610
9 Planning Contingencies 450,923 91,985 551,908
10 TOTAL 9,658,374 1,754,197 11,590,048
11 Optimisim Bias 482,919 96,584 579,503
12 TOTAL {for approval purposes) 10,141,293 1,850,781 12,169,551
13 Inflation adjustments () from MIPS 480 to 202012 = MIPS FP 492 253,532 50,706 304,239
14 TOTAL 10,394,825 1,901,488 12,473,790
15 WaAT reclaim -165,938 -165,938
16 FORECAST QUTTURMN BUSINESS CASE
TOTAL (10+11) 10,394,825 1,735,550 12,307,852
Cash Flow - Year SCOURCE £
vy vy EFL OTHER. GOVERMMENT PRIYATE TOTAL
2011 /2012 460,693 460,693 460,693
2012 /2013 8,766,523 8,766,523 8,766,523
2013 / 2014 2,956,870 2,956,870 2,956,870
2014 /2015 123,766 123,766 123,766
Total Cost (as 10 above) 12,307,852
Total (for approval purposes) match against Cashflow 04




8.4 Options appraisal- Re-Development at Monkwearmouth
Monkwearmouth Hospital, Sunderland
Option Appraisal for Potential Hospice - capital cost summary

St Benedicts Hospice,
Monkwearmouth notes
Refurbish existing two storey hospital wing 2,000
Mew build single storey 1,000
total area m2 3,000
Refurhishrment 3,400,000 based upon cost/mZ of £1700
Mewy Build 2800 000 based upon cost/mZ of £2900
Construction Costs 6,300,000
On Costs
Abnormals; Demolitions, Asbestos,
service diversions, phasing,
prolonged contract duration approx
22 months 1,200,000
External works 300,000
Total Works cost at 302011 7800 000
7,800,000
Furniture & Equipment (Group 2 & 3) 150,000
Fees (full design team and suneys) 12% 936 000
Trust In-house fees 1% 78,000
Non-works costs
At weork 50,000
Decommissioning 0
Decanting 0
Hemovals 50,000
Land Purchase 1,500,000
Legal fees 20,000
10,584 000
Planning Contingencies 10% 1 088 400
11 542 400
Optimism Bias 10% i 1,164,240
12 806 540
12,806,640
Yalue Added Tax 20% 2 561,328
Heclaim AT on Professional fees -187 200
Total 15,180,768
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8.6 Schedule of Accommodation

P+HS ARCHITECTS
St Benedict's Hospice : Sunderland
Schedule of Accommodation : 14
Bedrooms
Prepared 17 July 2011
Total

Function Net
Entrance / Reception 76.00
Staff facilities 100.00
In-patient unit 700.50
Day care unit 311.00
Lymphoedema clinic 194.00
Education unit 252.50
Administration / Staff 311.00
Food preparation kitchen 72.00
Mortuary 35.00
Additional accommodation 147.00
Externally In-patient garden

Day care garden

Parking

Ambulance access

Gas storage

Waste compound / recycling store

Cycle store
Total Net Internal Floor Area 2199.00
Planning calculated at 5% 109.95
sub-total 2308.95




Services zone

Circulation

Calculated at 3%

calculated at 30% 713.47

69.27

TOTAL GROSS INTERNAL FLOOR AREA 3091.68
Total
Function Notes Total | Area Net
| Entrance/Reception |
Entrance lobby 1 10 10.00
Reception desk For all reception activity 1 12 12.00
Reception seating area incl beverage facilities 1 20 20.00
Reception office 1 15 15.00
Interview room 1 10 10.00
Visitor's disabled wc's unisex 2 4.5 9.00
Staff room Large enough for all staff incl bev facilities 1 24 24.00
Staff wc's / showers 2 20 40.00
Staff disabled shower / wc 1 6 6.00
Staff locker area 2 15 30.00
Reception / staff base For ward clerk and reception 1 12 12.00
Single bedrooms 14 20 280.00
En-suite bath / shower rooms 14 6 84.00
Isolation lobbies Facility attached to 2 bedrooms 2 4 8.00
Assisted bathroom Arjo Hi-Lo bath with hoisting facilities 1 16 16.00
Clinical room / controlled drugs store 1 18 18.00
Sluice room / dirty utility 1 10 10.00
Clinical store 1 10 10.00
General store 1 20 20.00
Linen store 1 5 5.00
Sitting room 1 30 30.00
Conservatory Links to landscaped garden 1 18 18.00
Dining room Seating for 14 patients plus 6 visitors plus staff 1 40 40.00
Kitchen For patient and visitor use and rehab 1 12 12.00
Activities room 1 30 30.00
Smoking room 1 10 10.00
Overnight room for relative's 1 12 12.00
En-suite to relative's room 1 4.5 4.50
Cleaners store 1 8 8.00
Team office 2 10 20.00
Sister's office 1 10 10.00
Nirses office 1 15 15.00




Interview / counseling rooms 2 10 20.00
Staff wc's 2 2 4.00
Visitor's wc's 2 2 4.00
Medical gas store External store with manifolds piped to IPU 1 20

Total
Function Notes Total | Area Net

(DayCarewnit
Heated coat lobby 1 12 12.00
Sitting room Main activity area 1 40 40.00
Dining room 16 patients incl wheelchair and servery 1 35 35.00
Kitchen Rehab / ADL type kitchen 1 12 12.00
Clinical room 1 18 18.00
Sluice / dirty utility 1 10 10.00
Interview / consulting room 2 14 28.00
Sister's office 1 10 10.00
Team office MDT team 1 20 20.00
Therapy room Art and craft etc 1 20 20.00
Craft store 1 10 10.00
Equipment store 1 10 10.00
Quiet room For resting or ill patients 1 14 14.00
Complementary therapy room 2 16 32.00
Hairdresser's salon 1 16 16.00
Fully assisted wc's 2 6 12.00
Staff wc's 2 2 4.00
Cleaner's store 1 8 8.00
Reception office 1 10 10.00
Waiting area For up to 8 people with wheelchair access 1 20 20.00
Beverage area 1 6 6.00
Team office 1 15 15.00
Clinic rooms 4 16 64.00
Clinic rooms Out-patient clinic rooms 3 16 48.00
Sluice / dirty utility 1 10 10.00
Equipment store 1 10 10.00
Patient wc's 2 5 9.00
Staff wc 1 2 2.00
Education room To accommodate up to 60 people 1 75 75.00
To accommodate up to 30 people linked to

Meeting room above 45 45.00
Education room For up to 10 people 20 20.00
Refreshment / breakout area 30 30.00




Male wc's 1 15 15.00
Female wc's 1 15 15.00
Disabled wc 1 5 4.50
Office Lecturer x 2 1 15 15.00
Library Quiet reading plus 2 computer workstations 1 15 15.00
Equipment store 1 10 10.00
Cleaner's store 1 8 8.00
swbtoal [T a0

Total

Function Notes Total | Area Net
_Administration /staff |
Office Senior doctors 4 12 48.00
Office Junior doctors 1 12 12.00
Office OOH office for up to 4 people 1 25 25.00
Store room For OOH supplies and drugs 1 10 10.00
Office Specialist nurses and secretary 3 18 54.00
Office EOL nurses x 2 1 12 12.00
Office Management staff 3 12 36.00
Office Administration staff x 4 1 18 18.00
Records store Foe records currently in basement 1 18 18.00
Office Fundraising office for 3 staff and display etc 1 20 20.00
Equipment store For promotional goods / records etc 1 10 10.00
Office [AHP's] Pharmacist, Physio, OT, Chaplain 4 12 48.00
Kitchen Main kitchen for food preparation 1 25 25.00
Wash-up area 1 10 10.00
Dry goods store 1 15 15.00
Cold store 1 10 10.00
Equipment store 1 10 10.00
Kitchen staff wc 1 2 2.00
Mortuary 15 15.00
Viewing room 15 15.00
Store 5 5.00
For review / discussion

IT Hub 1 12 12.00
Multi-faith room 1 25 25.00
Laundry 2-3 rooms dependant upon regime 1 30 30.00
Plant room Boiler plant and calorifiers 1 25 25.00
Ventilation plant room 1 25 25.00




Electrical switchroom 1 10 10.00
DB cupboards 5 1 5.00
Maintenance workshop 1 15 15.00
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Car Accessibility (24mph) — Glebe

Figure:
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Car Accessibility (24mph) — Hylton Lane

Figure: 2
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Car Accessibility (24mph) — Cherry Knowle

Figure: 2.5
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Public Transport Accessibility — Carley Hill Road
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Public Transport Accessibility — Downhill
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Public Transport Accessibility — Hylton Lane

Figure: 1.4

Client
NHS South of Tyne & Wear

Project Title:
Sunderland Accessibility

Drawing Title:
Hylton Lane Site

Public Transport Access
Job Ref

NEA&089

Travel time by PT
(Mo of housenoids)

o1 120 mintes

W v jmp.co.uk
E: leeds@jmp.co uk

Drawn by MW Checked by MV Aparoesd by PG

Figum: 1.5

Client:
NHS South of Tyne & Wear

Project Title:
Sunderland Accessibility

Drawing Title:

Cherry Knowle Site
Public Transport Access
Job Ref:

NEAg&089

Travel time by PT
(Mo of Heusenakds)

W v, jmp.co uk
E: leeds@ijmp.co uk

Drawn by MW Chiocked by MA Approked by PG



Summary tables- Access time to 5 sites via public transport (All Sunderland residents)

Up to 10 Up to 20 Up to 30 Up to 40 Up to 50 Up to 60 Up to 120
Mins mins mins mins mins mins mins
Cherry 1% 7% (8%) 23% (31%) 35% (66%) 18% (84%) 10% (94%) 6% (100%)
Knowle
Hylton Lane | 3% 8% (11%) 12% (23%) 39% (62%) 24% (86%) 8% (94%) 6% (100%)
Downhill 5% 10% (15%) 28% (43%) 31% (74%) 17% (91%) 7% (98%) 2% (100%)
Glebe 4% 15% (19%) 16% (35%) 37% (72%) 25% (97%) 3% (100%) NA
Carley Hill 5% 16% (21%) 26% (47%) 24% (71%) 17% (88%) 10% (98%) 2% (100%)

() Cumulative

Summary table- Access time to 5 sites via Private transport (All Sunderland residents)

Up to 10 Up to 20 Up to 30 Up to 40 Up to 50 Up to 60 Upto 120
Mins mins mins mins mins mins mins
Cherry 3% 8% (11%) 22% (33%) 22% (55%) 19% (74%) 8% (82%) 18% (100%)
Knowle
Hylton Lane | 6% 5% (11%) 15% (26%) 38% (64%) 21% (85%) 10% (95%) 5% (100%)
Downhill 8% 4% (12%) 28% (40%) 31% (71%) 18% (89%) 7% (96%) 4% (100%)
Glebe 9% 10% (19%) 5% (24%) 14% (38%) 25% (63%) 29% (92%) 8% (100%)
Carley Hill 11% 23% (34%) 16% (50%) 13% (63%) 16% (79%) 12% (91%) 9% (100%)

() Cumulative




8.8 AEDET Analysis

DH INFORMATION READER BOX
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ROCRH Ref: Gateway Ref: 9278
Title . . ) )
Achieving Exceflance Design Evaluation Toolkit documeantation
Author DH Estates and Facilities
Publication Date 10 Jan 2008
Target Audience PCT CEs, MHS Trust CEs, SHA CEs, Care Trust CEs, Foundation Trust CEs ,

Estates and Faciliies Directors

Circulation List

Description AEDET Evolution toolkit is part of a banchmarking toolkit to assist trusts in
measuring and managing the design guality of their healthcare facilties (new
and axisting).

Cross Ref AEDET Evolution documentation: AEDET/ ASPECT Evidence Layer

Superseded Docs AEDET Evolution tocolkit {[NHS Estates sita)

Action Required A
Timing N/A
Contact Details Brian Coapes

Design and Costing (GREFD)
3N10 Quarry Housa
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Achieving Excellence Design Evaluation Toolkit (AEDET Evolution)

Project details: Title
St Benedict's Hospice, Ryhope, Sunderiand

Workshop details: Location Date (dd.mm.yy)
Pemberton House, Sunderfand 31 August 2011

Completed by: First name Last name Organisation Job title Emall address

Kath Henderson South Tyneside NHS Foundation Trust Business Manager kath.henderson@sotw.nhs.uk
Sleve Naylor NHS South of Tyne and Wear Head of Estates stephen.naylor@soiw nhs.uk
: Mark Girvan MNHS South of Tyne and Wear Project Manager mark. gin/an@sotw.nhs uk

: Adrian Taylor P+HS Architecis Director a.tavior@pandhs.co.uk

Joe Biggs P+HS Architects Managing Director j-bigas@pandhs.co.uk
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IMPACT: Character and innovation

The four MPACT sactions deal with the axtent fowhich the buiiding creates a sense of placa and connbutes
positively o the fives of those who use it and are its neighbours.

Section A deals with the averall fealing of the building If asks whathar the buiding has dlariy of design infention,
and whether ify's ia appropniafe b its purpose. A building that scores wall under s heading is lisfy to it the
spiits and o be seen as an axemplar of good architecture of its kind.

D  Description Weighting  Score

A0 There are clear ideas behind the design of the building | High (21 ¥] [ Sirong agreement (5] 7]

The design should embooy 2 cear and coherant vision confidently communicalingis funchion and espirafions
through its physica slemants:

A02 The building is interesting to look atand move around | High (2) 1'] I Fair agraament (4] Ti
in

The design shouid have suffician! vansly io oraate inferest both in terms of te overall form and massing
arternally and the spaces internaly. This shou'd be achisved without losing the clear vision (58 A.1) or becoming
comfuaing. Arf should be incorparated into the bufdng both internally and artsmally.

A03 The building projects a caring end reassuring [ Hg@ vl | Far agreament (4] ¥
aimasphars

Frimaniy a healthcare buiiding should be shout the peop’e who it &5 there fo care for. A civic presence may be
aporopniale for 8 healtheare building but an nsiiLtioral or corporale image s uniikaly o be appropiefe. The
detai of the image wil need o depend bath on the type of buiding and the iocation.

A4 The building appropriately expresses the vahies of the | Hign(z) v/ | Far agraament (4) ¥
NHS

The design of the building overal shoufd it the spnts of these wha work in T and are being reafed in it as well
as those who wat. # should communicate & sirong positive image of the NHS.

A0S The building is likely to influence future designs | Normal (1) Ti I Little agreement (3] Ti

The design should be of its ime. !t should use and exprass the curment best prachice in ferms of form and
technofogy. The buiding should claarly refiact new and approprisle modets of healthcare provigion. It should be
a buiding that diients, devalnpers and designers would wizh ko viat fo lern from when working on future
mrojects

4 Project workshop setup * b Results summary

Mara Infarmatian s requirag 0 low panel i
ke an informed gecision.




IMPACT: Form and matarials Average score: 3.8

Seclion B deals with the nature of the budding in ferms of its overall form and mafenas. i is primarly comcerned
with how the building presents itsaf fo the outside worfd in ferms of s appearance and orgamzaton. Aithough it
deals with the matenials fom which the bulding is consfucted it i not concemed with thess in a technica’ senas
Bt rather the way they will appear and feal throughout the ife of the building

m Descripiion Weighting Scom Hotes

201 The building has a human scale and feels welcoming | Huhi?}"ll mmmﬂ E=rty MOCSNONS WU suggest yes' out mana
imfoemation is required fofowing furiher design
development.

However large or smal the bufding it should appear welcoming fo siaff, patients and wisitors. The scale should be
gppropriate do 8 caning image. Scals s the resull not fusf of the sie of the buiding buf of the way certain fealires
e expreased. Windows, foor fo foor heights and in parficufar, doors and enfrances &l confribute significamly o
our sanse of the scale of a butiding.

602 The design takes of and | Highiz v | Strong agreement (5} ¥ |
provides shelter from prevailing winds

The building should be designed in refation fo ifs orientaton on the st [n parficular it should be designed o
caplure sunfight appropately. f should sha'ter people anproaching it friom the prevarling winds and poor weather.
The way the building is onentated may &ls0 confnbufe fo the polential for wews out of the building.

B.03 Entrances are obvious and logically positioned in |  Highi2 v | Strong agreement (5} ¥
relation o likely points of amival on site

Consider usimg double weighting. This item may be particulary imporant where there are likely to be large
mumbers of visitors on 2 aaiy basis where there may be more than one enrance or where thers may be several
roufes onto the site. The form of the bufdng should invite aporoach and entry and make the places where the
pubic enter apparent, sven without signs. The design should respond o the major expecfed points of amval The
entrances should be obvious from fess angles.

H.04 The external materials and detailing appear to be of I EE -|r|| Litthe agreemant (3) w| |More 115 TBQUITBT 10 SlioW pansl io
high quality MERE 1 gecisnn

Maderials should be chosen fo enhance the buiding ss 2 whote, The form and matenals shoud be well defaied
The building should be ons that will age gracefully rather than show unsightly staining or weathenng.

B.05 The external col and textures seem appropriate and | High(2) ] | Litthe agreement (3} w| |More & requied io aliow panel o
attractive make nad gecision.

Colours and textures should arfiauiste and anrch the building's form and anfizncs its erjoyment. Az with intenior
cotour schemeas whal fesls appropriate will fo some extent depand on the fype of building. However in the case of
the axterior, cofours and fextures shou'd aiso be chosen fo relaie positively to adacent buldngs and offer
aspects of the seffiing.

4 Character and innovetion & Resulls summary Siaff and pafient amironment -



H L
Soofon C deals with how wal on eméronmeny compiies with hos! practioo as indicaled by the resoach
widenca

The building = spects the dignity of patienis and [FTRd Simng agresman 5| ¥

Consider using double waighting. T?asm—mqhﬁplicuhdrmwfnrmwmmm
SETi0aT amants of fma, o whare disoussions may fake plsog. Both
m.ﬂqu&bjﬂvdﬁ@pﬁm.ﬂﬂﬂhhﬂﬁgmdmm Tha spacos
mm"ﬂm}'hhhhﬂwmﬂaﬂdnﬂﬂdﬂ whara thay oan hava boffy vsual and'
Pafionts should bo ablo ic have grivalo cowvorssiions and fo be alonc F wizsh Howewar, it
Mdﬁhmhmmﬁlﬂmwbhwm Patint=" digrity b raspecied by
the design. Whan being reated or avamined fay must be shialdod from e pare of athars and should mot ba
overhard Tolkedy ond bathrooms should be nearty but looated disorafiol’ mathaut bang in full view of othors:

There am gocd wiaw s inside and cu of the buiding | Hghiziw] | Shong agresman {51 T]

Consider using double waighting. THs iam may be pardoulady i mporiant for spece whare patents and'or
staff spend signib cant amounts of Ema. Rooms nfae pelonis o siaff spend Soriicant amounts of Fme should
v wincw s witch offord good. plossan! andinferesiing viows. Ths migh! be parfoulady important wfam
nafonds may bo in bed for long pariods or having fo wat Proforably pofents should bo abla do soe the ground
and tha sy n casss whars pationts may be conoarned or undor stross fho view shauld bo calming. Tho
resioraiive affects of vens of natre are provan.

Patients and maft haws good nocsss 1o ouidoors | Hghizi¥] | Shrong 3y [}

Patients should be able iogo cutsde aasly and have aocess 1o wall landscaned gardens. Bosh siaff and'
mmﬂhﬂummamyrm This might Boim the form of inledor planting or

@ femal gardons. Fastoratvie s0aces ane shown 1o b folpiul fe thass reoovaring from short-temm
hmbm#ﬂfmmﬂm:mmfwwudﬂ Mﬁnhwﬂka’ﬂmmﬁbdﬂm
reduce Bood presmuns, rofove shoss, encouraps healing and restors hopa.

There ams high kanals of both comdor and coniral of [ Hghiziw] | Litila 2 EFTIlilu'- 13 requisd 0 alow panel n
cosndort Lo th

Considor using doublc waighting. This fom may bo parfioulady i mporiant for snsoo whore pationts andlor
=l spatd signb oot amounts o Ema. Pafiants and staff shoold be comforiabia. The temparsiure should be
comiriablo 4l yagr round and'be capabils of sasy local conirgl. Pafionts and siaff should b ahls 1o avoluds
surkgh o dovken spaoes when pafants wish io sleap. Arifios shauld' be casly conirallablo offedng
naiiorns suilais for day and might and for samier and summer and =aff should e able ko aoen
wenckone and doors aasly for frosh ar The placos wharo sfaff sork or peons spond dme should be quiel and
wgumﬁlrﬂﬁmmm Serass and beart rales have been proved io 6se in nosy

The: ing & clearky High (2 ar
Ao L vl | H oyl lmmrq.mrn’w
|deveizpmant.

Consider using double waighting. This fom may be pardoulady i mporiant for lrge or complar ﬁﬁr@'w
oollactions of luldings. The wisla bulding should be easly undemstand'able alwing for casy way finding: The
anFanoe shauld be ohaus on amvdl e way oul shoud dso be dexr. Thare shoud he alogical Rarorcly
o spacas in tho bulkdng Wit vanying soakes approprafoly inchcating the publio and povale domain [} shauld'bo
der witch are siaff only areas and patients and vsiors should sasly be 20 fo el whare ko find @ mamber of
stafl. Diffaront parts of o bl shoukd fave diferent dharaciers in ordor fo avoid an overall fedling of bang
nowinera [Estnctvalandmark s, famifar amelacts from the past solf oomtsined looping neths e lechgues i
mavimaziny kogihifty and’ riontafon

Tha intesior of the building i in [ Wk | Tittla oy (TR | =

Thainieda should el n:‘:"r:.&mn‘m paients spend Sgribcand amounts of fme should be made
a5 fomdy as pessitia o a stmulafng vaney of sponopdaie colows e vhres T ndarior
should ook Edy and'wall corod for 25 woll 25 baing oar. Caifngs should ook inlorosting assogaly whore
pabants e el 1o be on beds o tobay for ary length of fme. Patients should'be able 1o sfons and display
Ehair oW porsonal dems

Thers s gocd bathoilet and other facilinties for |  Highiziv] | Shong sk W)
paticis

Bty and roflcf faciifos s known fo ba impontent o pedionts: idoally there should Bo a chooe o bath or
showar. These sreas should have non-ship floasng, seats. handrails md.dnkﬂmi!irrm.r\ﬂ:hmﬂu
pakants are not ‘dsabled by the desgn Places for rdigious observanoe and lae parformances e alsa
imporiant Hadng Huma:a:dmﬁnn‘hugﬂamnqwngﬁmydmﬂty oo maka a iig
diference jo paferds I Fer own speces, patients shaudd have aocess bo o range of swtable Arnsune inchiding
oomizabla seating and o mbls o dosk. Patients atho ane abio should have faclifios & maba drinks and snacks
and vonding shauldbe Foraly vl

Thare are good facilities jor stoff, inchading comeeniam 2w Shong g
places to work and redas withow being an & o L teh il i

fmmmyunpﬂm:ﬂ{[;ﬂr Sgrmr!bhﬂnmﬁmm“rgdaﬁub
showar and io siore cloffas and nesad o b able fo gal away from demand sometimes
mmummmmmmmmmwam Placas for fis stould be provided nearty.
Seaii wive movio anound, should! have sy acocss 1o 0T iz imponisnt 1o grovids =iaff wilth hasic hanking and'
shoppingfaciites.



IMPACT: Urban and social inlegration Average score: 3.8

Secion D deals with the way the buiiding refates fo its surroundings. If asks whather the buiiding piays a positive
rofe in the neighbourhood whether that is urban, suburban or rurel, A buiding that scoras wedl is ksl o improve
its neighbourhood rather than defract fom it

ID  Description Weighting Scom Nates
001 The height, volume and skyline of the building relate | ormai i1 ¥l | Fair agresment (4} ¥| |[E=y noications woud suggest yes bul more
well to the surrounding environment Ireormation |5 requirad Iolowing further design

Consider using double wefghting. This dem may be particularly imponant where the building iz in ather 2 fight
wrban emviromment o & very rural environment. The profile and shfine of the building as if is approsched should

it i weil with nearty buldings and fandscape.
0.02 The building contributes positively to ita locality | Marmal (17 7] | Littla agreement (3) ¥| o infamation i raguired fo 2low panei 1o
mag &N Mimed tekson.
Ideaily the locafity should be enhanced by the addifion of the buiding. This might be through the way it aoens up
wishas, closss and containg urban space, or perhaps provides 3 landimark. The design should be sensitive fo the
seifing, whethar urhan or rural, and sit comfortably within it The building shoutd feel asif it helongs” in this place.
The spacas immedataly cutsids the buiiding should be pleasant. The relzfionship of intarior and exteror space
shouid be weill thought out with approprate connecions beween the leveds of the buidng and landscape.
[L03 The hard and soft landscape around the building | I-Iighi!:‘r“ Fmieqrauumtu}ﬂ Early nGiaiions woud suggest yes' bul mara
contribute positively to the locality inioimation 15 required [olowing furiher design
dewaiopment.
The hard and soft iandscape around the building shou'd be approprisfely therapeutic in ther qualifiss. Thay mus!
be designed fo st and fo minmise maintenance and be susiainable and not detenoraie. Ground matenals and
changes of levels should be safe and dlear. Hard landscape shouid be provided where pedesinian routes are
fixely but this does not need to be in the form of sfraight edged pathe, but should be composed info the andscape
232 whaole,
0.04 The building is sensitive to neighbours and  passers- lmi1i'|| Fair agreement (4} w| [E2rly Pcations woud sugpest yes' oul mare
by Inbomiation is requirad folowing furihes design

Consider using double welghting. This dem may be parficulany mportani where the buifding or group of
buiidinga are largsly in the pubiic domain for example i 2 fown and many people may be pasang by o frough
the site on 3 dafy bagis. The buiiding should be 2 ‘good neighbour”. Those spproaching the buiding or pasaing by
should feel sfe as they do so. Neighbours may see the building every day and it should be designed fo ook
afractive o them and nof just for those who visit cocasionally.

« 5tatf and patient environmant * I Rasulis summary Parformance »



BUILD QUALITY: Performance Average score: 3.0

The three BLILD QUALITY sechions deal with the phyaical components of the buiding rather than the spaces.
This & thersfore what might be thought of as the more technical and engineening aspects of the building It asks
whether the building s soundyy built will be refiable and sasy {0 operate, fastwell and i susfainable. It & also
concerned with ihe achial process of consiruchion and the extent fo which any daruplion caused (s minimised

Secfon Eis concernad with the technizal performance of the building during its [fetime. It asks whether the
companents of the building are of high qualiyy and i for their purpose. Howewer we are nof concerned hers with
how well the buiiding functions in reiaiion fo the uman use of it which belongs in another saction.

i}  Desciplion Waighting Scom Motas
E0i  The building is to T Littls agreement (3) w| |More information &5 requied io allow paned io
ing is easy to operate [_Hh@ v] | agreement (3) ] |More I

The general organaation of the buiiding makes the mansgamen of the faciity &5 siraighfforward &5 possibia

E0Z The building is easy to clean | wmv“ mﬂ“@'l mmmﬂumimnummpmmu
BN nimad ceciEn.

The arangsment of the building and the matenals make i sagy to dean. Surfaces should have frishes that
enzhls simple and quick mathods of cleaning especily those that require fo be dean for cimical reasona, Access
fo windows for deaning both sxternally and internally shoufd be as easy as possibia given the nature of the
tuilding, in some cases this may reguire the provigon of cradies or other specigized methods of Sccess

E03 The building has appropriately durable finishes | Highiz v | Litfle agreemant (3) ¥ | (More miomnion i requeed to sl panl o
e BN nfoimed GecEan.

The matenals both axfernally and internally should be abie fo fast for their pradicted (fespans. These fifespana
should be as fong as posahia Whers for some reason this may be shorter than the predicted (ifespan of the
tuilding averall then statement G (4 may be sven more mporiant.

E0d  The building will weather and age well | H@ﬂz}v“ Lﬂﬂang;mﬂtﬂ}!‘l More informaition 1 ragquined io allow panal in
meka B imommed deckion.

The buiiding shoud be zbie fo age gracsfully, The nature of the deaign, choice of matenals and detaiing of
Junclons ail &fect this togsthear wifh the ease of mamisnance and access &5 discussed in offier Headings. Some
matenials such as sfone offen lodk beffer as they get oider wharsas some may quickiy fook dirfy and uncared for.
dhinchions benwesn materals (especally external horizontsl ones) can causs siaining unless cansfully detaiad

4 Urban and egcial infegration B Rosulls summarny Enginasring b



BUILD QUALITY: Engineering ' Average score: 1.0

Zacfon Fis concerned with thase pants of the buiding that are engineening sysfems as oppossd fo the main
Fohitectural features. It agve whether the enginesring systems are of figh quality and i for their purpoese, will be
aasy to operafe and if they are effcient and sustanabla.

I} Descripficn Weighting Beore Hotas
F.01  The engineering systems are well designed, flexible and | Namal (1) v] | Lithle agreemant (3} w| [More 115 raquirad i aliow panel io
efficient in usa maia an Infoimed desEon.

Engineening systems shoud be effective and flaxibie. L ocal confrofs should be provided for use by afaff and

patients. Enginsenng systems should ogperate quielly and respond rapidy. These systems should operafe
safstactonly through &l seasons of the yea and be capabis of sdapfing fo reconfiguring of the buiiding in fifure.

F.02 The engineering systems exploit any benefits from | Narmal {11 ¥ | Litll= agreemant (3} | | Mora Infarmalion 1 fequrad in aliow panel io
standardisation and prefabrication where relevant maka an infemed decison.

Srandardisafion i5 not goodin ifts own nght buf may often be halpdul not onfy duning consfruchion but in operaiing
and maintaining & buiding. Linnecsssary variation can be anpensive Again prefabrization ia cerfainly nof good in
itsedf but may offer befter value for monsy and may help to ensure sasier snd spesdier consfuction which may
cause iess disruption on site and later mainfenance,

FO3 The

gineering sy are enargy effici | Normal (1) ¥ | Little agrasment (3) w| |More information I required i aliow panel o
maka an infoimed decision.

The anginsenny systems should be deagned fo be efioent and sconomicin use and fo mest or exceed alf

mandatory NHS farpefa
F.04  There are emergency backup systems that are designad | M;mﬂmv“ mgm,mm}f' Maore Information s Tequirad 1o liow panel o
to minimiss disruption ek an inormed decision.

The dasign shou'd meet the emergency backup requiraments of the brisf and io mest any dinical requrements of
the briel. In parfioular coverage should be congidersd for medical gases, emengency generators, batfariss, nuss
cafl systems, haating, thestre and other lighting, hof waler, cold water storsge, felephones. Clearly & judgment
must be made a5 to which of thess are vital' depending on the kind of building.

F.05 During construction disruption to essential servicesis | zarn o) w) | Seiact v Mol appicabie

The confinuity of sasenfial senices in many healtheare burldings is wital It may be necessary becauss of the
design to modify or refocate some parls of existing essential services. Under these cimumsiances the podential for
oanger and serious harm may be consioerable. |deally susiing services should be laif uniouched while they ars in
operation however whers some modfications or relocation is necessary the design should diearly show an
aszessment of nigh and ways of counferacting &Y identified nigka

« Perlomanca = b Aesults summary Construction =



BUILD QUALITY: Construction @ Avorage score: 1.0

Secion G is concerned with the technical issuss of adually consirucing the building 2nd with the performance of
the main componaniz. A buildmg that scores well is liksly o be construcied as guichly 2nd easily as posable
under the oraimstances of the site and to offer a robust and saaiy mantiained solution.

D Deacriplion Weighting Scom Hotes

G I phased planning and construction are necessary the | Zem (0] 'I | Seiact... w| (ol 3pplcanie
varicus stages are well organised

Consider using double weighting. This item may be particuiany important if i iz necessary io0 phase the projact
ather for fnancial reasons or fo keap exising faciifes operafing while the construction is in progress.  the profect
needs fo be huiltin phasss this is made 35 sasy as possibie by the design. In gaining sccess fo fnure phases,
rminimal disruphion to any open fadlities end neighbours shouid be minimized |dsally sach phase shou'd be saif
contaimed. Any fulure demaliion should be dearly thought rough Howsver it should be remembered that the
conmafruchion phase is 2 very shorf one in the total ifespan of the bulidng and it i therefore generally undearable
to affow considerations of phasing to dominaie the dosign.

G.02 Temporary construction work is minimised | Zewim w| | Seiact... w| (ol 3pplcanie

I order fo safisfy the needs of phasing it may be necessary fo consiruct some faciifies which wilf then later be
oemolished o removed. This is obviously addiona’ expenditurs for which fhers is no long ferm banafit and et
further short-term potendial disruption. This should be minimised In particular the lemporary provision of egrvices
may present risks fo dscomfnunfes in operation wisch may be expensive and hazardous. As with G.OT it iz
imparant to note that achisved guaiiy of the long term permanent buiiding is the most important consideratiion
and on some ocCasions constiucling femporany bufdings may be the best way of achieving s,

G003 The impact of the building process on continuing I Zema {0) rI | Seledt... Ti Hol appicanie
healthcare provision is minimised

Ideally the site works should be (aid out so that contractor's areas are entraly separate from operafionsl sreas.
This may not always be posaibds but overigps should be avaided if possible and minmised where not Crosaing
points whers confractons’ ite raffic aosses routes used by other fraffic and pedeatrians should be minimisead.

G.04  The building can be readily maintained | High (2) vl | Little agresmen (3} ¥| Mmemgatmlsreanmmaﬂmmmun
ph—— maike an irfoemead dectsion

Componants in the consfruction should be designed fo require mnma maintenance. The life-cycles of
components showld be known and thought through. Acosss fo components that are most likely io nesd
mamtenancs or repfacement is eagest [n parfcular scoess fo idems that may need attenfon & avaiable without
oisrupiing the fives of pafients and afaff.

G.05 The construction is robust [ Mormat i1y ¥] | Littl= agreement (3) | [More inomaiion = raqurea 1o 2fiow pansiin
maks &N nieemad macEian

Juncions befween matenals and components should be wall deiaied. Componsnts and frashes should hawve
sulficent strength and infegrity for ther fnctions and locafions.

G.0& The construction allow s easy access 10 enginesring [ High@ ;i [ Litile agreement (3} ;l [iore informalion &5 Tequired 10 alow panel 1o
i i |mesea an imormed decision
gysiems for mainienance, replacement and expansion

The design of the construction should be integrated with the deaign of the angineening sy slema Access io
engineening components that are mosf kel 1o need maintenance or replacement is easiest In parfoular sccess
fo ifems which may need affenton i avaiable without dsrupting the fves of patients and stalf. Some ifems reguire
more ahemndon than others and disruption can be minimised by designing acoess routes, hatches and remova’
panss efc fo enzble thiz (e.g. osfemns in en-suite batfrooms may be maintzined without accessing the bedroom).

Q.07 The construction exploits any benefits from | Mommal (1) ¥} | Litthe agresment (3} | [More informstion is requeed ip allow panel in
standardisation and prefabrication where elevant maks an ninmed decsion.

Standardisafion & nof good in its own nght buf may often be helpful not only during construchion but in operating
and mainaining 2 budding. Unnecassay vanation can be expensive. Again prefabrication s certainly nof good in
ftzalf but may offer beffer value for money and may help io enaure easier and speedier consfuction which may
cause less dizruphion on site and laler mainienance.

-1 Enginearing = b Hesults summary Use &



FUNCTIONALITY: Use Average score: 4.0

The three FUNCTIONALITY sections dea’ with all those issues o do with the pimary purpose or funciion of the
buiiding. It deals with how well the bulding serves these pnmary purposes and the extent fo which i# faoiitates or
infailuis fhe acfivities of the people who camy out the unciions inside 2nd around the buidng.

Section His concerned with the way the buildfing enaldes the users to perform thar dufies and operate the
hesithcare systems and faaiiies foused in the builoing. To gef 2 good acore the building will be fighly uncional
and sficient, enabliing people o hsve enough space for ther activifies and fo move sraund economically and
aasily 7 8 way that relates wal o the policies and objective of the Turst A high scoring buiiding is also fialy fo
have some (lexbdiy in use

10 Descripfion Vheighting Scoms Hotes
H.04  The prime functional requirements of the brief are |  Highi2 v | Fair agresment (4) ¥| [Eafly nications wokd suggest yes bul more
satisfied irformabion (s required fodowing further design
development.

The whole deagn must meef the needs of the core purposes which I serves. Clearly thia is one of the moat
ceniral and importsnt considerationa

H.O02 The design facilitates the care model of the Trust I E r_nz} 'l'I | Slrmuwamtﬁ}"l

The design should express and faalitate the healthears philbsophy of the Trust. Design inewilably invalves rade-
ofs, 50 the raative valuss in ferms of afficiancy of healthcare deliveny that are in the care mods' shouid be
refiected in the design

H.09  Owerall the building is capable of handling the projected | Normal (1) ¥| | Fair agreesment (4} w| |Eafy mecations wood suggest yes but mare
throughput r 1 15 requirad loleatng Ruriher design
development.

The sizes of spaces, arailation and sccess must be adequate o mest the demanas made af pesk fimes and fesl
comiorabie throughout the operaiing penod

H.id  Work flows and logistics are arranged optimally I High i2) 'Il Fair agreement (4) ¥| |E=tly nocations woud suggest yes' bul mare
imiormation s requined Ioiowing furher design
development.

All the approprisie adfacencies for luman aroulahion and the flow offaalifies and sendces are amanged in order
i minimise disfances iravelled and fines crossed

H.O5 The building is sufficiently adaptable to respond to |__Highiz ¥| | Fair agreement (4 W [E&y noicaions woud coggest Yos DUl mors
change and to enable expansion mtciation is required fofowing further design
devalogment.

Consider using double weighting. This fem may be particuiary imporant where forecasis already suggest
future expanaion that is nof funded as part of the current project. The design should be aospiable where possitie.
The building iz likaly to fasf fonger than the curmant moosls of care and pafterns of reafmsant Where changes or
expansion can be predoted the design should show how it can be adepied {0 meaf these, Tharspeutic,
technologics, orgamsafiona’ innovafons wil isfe place and the buiiding should be abie fo accommodsie thess
without icaing its coharence,

HOE Where possible spaces are standardised and flexible in | Mormal (1) ¥f | Fair agresmant (4} ¥| [Eariy maicaiians wouid siggest yes oul mors
use pattems rioemation |5 requirsd folowing furihes decign
devalopment.

Some spaces are 50 lechmically demanding that they must be very hightly designed on 2 funciional bass.
Howewer it is highly likely that throughout the ife of the buiding ihe pattern of use will change. Where posaibis
aimilar kinds of spaces should be the same aize and shape and be capable of changing their use as needs
change. Over precise design can ead fo an inflexbiity that in the iife of the building can cost considerably mars
than some small add tion of mitizf foor area fo enable future changes. It can offen be the case thaf relatvely amall
addifions of finor space can be the most sconomical way of creating valuabie fexibiis.

HO7  The layout facilitates both security and supervision | High 2] v|| Litle agreemant (3} vl e Information &= required 10 aliow paned 1o
maika an intomad tecsion

Consider using double weigitting. Thiz fem may be particulary imporand if the site 50 an area with
historcaly high crime rates. The fayout ahould indude suitabie supendaon and confrof pomts. Enfrances and
deparfments should be designed o enabis ready supendsion and sscuniy. The lzvout should maxmize passve
supendsion and overlooking so that aill parts of the building imtemally and the sife externaly fec mpenised and
=afe,

4 Construction = & Aesults summary Access



@ Averago score: 1.9

Secfon | foauses on the way the users of the buiiding can come and go. i asks whether people can easily and
dfficiently get onto and off the ate using a vansly of means of Fanspart and whether they can fogically, sasiy sand
safely gef into and out of the buldng.

1] Deacripfion Weighting Scoms Hotes
LM There is good access from available public transpert | High () 1| | mﬂ”g,mgm(mﬂ Il Ig- anticpated thal IMpAovsmants to e puokc
including any on-site roads iranzspoct SyLE WIE DE IMpIeTentat Dare
oCcupstion of ihe scheme.
Accoss requirements for staff, patients and visitors armving af the buiiding using publlic fransport should be thought
through. Any on-site roeds shouid be adequate and sensifvely oesigned Foad widths and turming ordes shou'd
be safe and comvenient Consideration should be given to bringing public fransport oo the site whers posable
and appropriste. Pedestisn roulss fom public ransport poinis should be ciear, safe and sensivaly designed
Cars and ather veffcles should not dominate the external pubtic areas.
L02  There is adequate parking for visitors and staff cars | Highev| | Strang agresment (5) ¥ |
with appropriate provision for disabled people
I parficular the design should accommodate the forecast demand in ferms of staff, palients and visitons” cars.
Conaderafion shouid be given fo the exfra demand at major sialf shitt handover penods. Any poims of acoess i
the axising rosd system should be abfe fo cope with pest demand  Orop off poinds for fess abie people shouid be
rovided aopropriately near emirances,
03  The mprmeh Hndna for ambulances is | High {2) vl | Strong egresmant (G} v!
appropriately provided
Adogquate segregation and demarcation of ambulance scoess and drog off points should be dear. Alternalive
roufes should be considerad for emergendes.
L4 Goods and wase disposal vehicle circulation is good | Highi v] I Strong agresment (5) ¥ |
and segregated from public and staff access whem
appropriate
Farticufar afienfion should be given fo ensure unsightiy, large or noisy vehicles are kapt awsy from pedesiian
Feas.
05 Pedestrian access routes are obvious, pleasant and | Highi2 v | Little agresment (3} ¥| |Eaf nocaions woud suggest yes” oul mars
suitable for wheelchair users and people with other Mol 15 fEqUiTed IoIowing furiher design
disabilities | impaired sight devaiopment.

The major and mingr routes should be obwious with confinuiy of line and materiais. They should be well
signpasted They shouid be safs from vehicies and with safe crossings where they cross roads or other vehicular
access. They should be free from obsizcies and changes of levels. in particular sofated siaps should be syvoided
and approprizfely shallow ramps prowidsd where changes of fevel are necessary.

L06  Outdoorspaces are provided with appropriate and safe | High (@) wf | Little agreemant (3} ¥
lighting indicating patha, ramps and steps

They should be pleasantly iandscaped and wali [if 2f night Safe lighing is of course a requirement of Health and
Safsly reguiafons. Compliance with legiglasion i not generally the main purpose of ifis AEDET svaluanion

Early nOicaions Would SUggest Yes Ul Mo
Inotmation s requirad Tollowing furiher design
devalopment.

LO7  The fire planning strategy allows for ready access and | Normal (1) ¥ | Little agreemant (3} ¥|
egrEss

The fire planming strategy should ba infegrafed with the design in order fo aliow easy scoess and egrass in
emergency as wall s in normal uss. The design must comply with Frecods and have provision for asfe horzomis
escape routes These must be sagy, drect free and unhindered acoess for fire fighiing appfiances fo the whole of
the buiiding perimeder. The same comments abou! comofiance with leqisiafon aoply a3 thoss found in LOE

4 Lsa b Aesulls summary

Wore informalion &= requred 1o 2w panel 1o
miSka N nicmed SecEOn

Spaca »




FUNCTIONALITY: Spaco Average score: 3.9

Secfon Jconcantrates on the amount of space in the buiiding in refation to its purpose. It asks if this space & wail
located and eficent and whether paople can move around in it efficienty and with dignity.

1] Description Weighting Score Notea

J0H  The design achiewes appropriate space standards: I I‘hrmdﬁ]'ll Fair agresmant (4) ¥ [E=fl ndcations wolsd sugpsst yes’ nut mare
iminemanon 1 requitad folowing furiher design

I addition to the technical spaces, ail general spacss must be adequats & meet normal demand comfortably and
ek demand af least adequalely. In particular enfrance areas shoukd be unduttered and spacious as must alf
circulation and social spacea Provision for special areas for children should be considered. Space for extemal
franci¥ses and other add-ons should be thought 2bout. The design must cleary foliow and af lesst safsfy all the
MEMmum requirsments of fhe refevant HBNs amd H TNz A good design strafegy will have lisfed all the refevant
spedfic nofes and shown how the design meats these as opposed fo making general statements.

402 The ratio of usable space to the total area is good Iwu]rl' Fai:qraemantt-ﬂ'!’[ Earty InGications 'Wousd Eugoest Yes" Dt mone
minemation 5 requinad foilowing further design
oevalopment.

The naf fo gross rafivs should be caloulafed and show figh fgurea Where possible spaces should be capable of
being shared fo maximise utiissfon. The design siafegy and the brsf should see space a5 a resource nof
personal termitony. Dual use of oroulation space should be exploted wherse this can be effective. For exampls fo
create informal soo'sl and gathening spaces. The overall proporiion of space devoled exdusively & croulation

should be kept o 8 mnmum.
403 The circulation distances travellad by staff, patients and | High {2} rl | Fai:qlaemantt-ﬂ'!'l Earty incications wouid sugpes! yes” bl mone
visilors are minimised by the layout iritoemalion |s requirad Ioilowing further design
devalopment.
Consider using double welghting. Thiz fem may be particufary imporant where smergency reatiments are
common It iz also fkaly fo be parioularly importsnt for those groups of stalf who need fo move sround 8s 8
rormal part of thar job. Giin'cal sdfacencies 25 defsrmined by the cars mods( are minmisaed. Pafents and visitors
are faced with journeys thal are as logical and short a5 possibla
404 Any necessary isolation and segregation of spaces is | High vl | Fair agreement (4) w| [ESny indications woud stggsst yes” but mars
achieved rioemation i5 requirad Ioliowing furihes design
devalopment.
Any required ciinical iaddafion should be achisved. In addition inherantly nosy areas should be kept away from
ief ones. Simiary inherently messy or unoeasanf visual aess showd be faolated. Insporopriate adacendes
that might ofend sensibifties should be avoided The design ehould naturally isolate and screen areas, which
pafients and visitors may nof wish o see.
JLO5  The design makes appropriate provision for gender | Mormad (1) w | Strong agreement (5) ¥ |
segregation
Consider using double weighting. This fsm may be particulary imporant where there are in-pafients. The care
model should be clear about the locafon and exfent of desired gender segregation. The design should reflect and
orovide this. Areas where the boundaniss bawesn genders may nead fo change in use should be ceanly identiisd
‘and sofutions for providing this made apparent
JL0E  There is adequate storage space | High@ ] | LitHhe agreement (3) w| |More delated anaieis of siorage requrements
Wil b compieted =S part of e design
oavaiDpment procass.

iz very &gy fo undereatimate the amount of storage space required. This requently leads fo other major fafures:
n the use of buifding=s. Common results are fo see mafenals stored in public aress cauaing resiicions, and gvng
2 sense of ciunter, (N particular sforage nesds o be adscent fo places where it will be needed 1o snsure ffems are
anpropriately stored in aciual use. The design should avoid aresiing sforage spaces wivch can easiy be
dimnated. Storage may be required at seversl siages in the vanous supplyise'disposal systems.



Achieving Excellence Design Evaluation Toolkit (AEDET Evolution)

Project details: Title
St Benedict's Hospica, Ryhope, Sunderiand

Workshop details: Location Date
Pemberton House, Sunderiand 31 August 2011

Results summary:

» I N I N I O Y N T r]

: 1 ] = ] |
C: » Staff and patient environment 16 of 8 scored

> ---:--

NOTE: A filied traffic light dot [«] in the fable above indicatas e valid average score, & hollow dot [o] indicates that one or more statements have bean marksd as ‘unable



8.9 Traffic impact assessment and travel plan (Attached as a separate
document)

8.10 Extended phase 1 habitat survey
Due Friday 9™ Sept

8.11 Noise survey and assessment
Due Friday 9™ Sept



8.12 Construction Programme

ST BENEDICTS HOSPICE )
Project Programme - 31st August 2011 WILLMOTT DN
CINSTRLE
1D [Task Hame =T Finish [EiiH | EGE]
F I ™ [ AW 71 Jd 1 A&A]s 0N D] JF W] A]TW]J]JA&]S 0] N]TD][JF]W]aATW]J

7 | REY MILESTONES Won 15061 | Fo 210613, = =
72| 01 -Appoirt Design Team Mon 15061 | Mon 150811 01 - Appoint Dazign TEam g1
E3 2 - Submi Dran Full Busness case o SHA FriOZ0onT | Foo2mat 02 - Submit Draft Full Business cass to $HY
R 03 - SHA Board Meelng Approval (D Proceed | FR3ODSFT | FAl 30041 03 - SHA Soard Maating Approval fo Hré
5 | 0 - Submi Fianning Agpication | FRDZAZAT | Faoenzm 04 - Sutjmi \pp on '.‘.n:n'z
B3 05 - Planning Approva | FAOZDEN2 | FA0RAmanz 05 - Planning Approval .-Luzrus_l
8 0% - Confract Award 1o PSCP | FAOMDSAZ | FriO&mSAz : 06 - Confract Awdrd to PSCP ‘43"‘“
8| o7 -Stanon sae MoOn ZES12 | MO 25512 ] PT - Start on Sithpg 2805
5| 03 - Bukding Compistion FHZIIGNS | FriZimais : 05 - Bullding Compistion ¢,
0
71 |8) PRE COMSTRUCTION | Mon 150811 | Fr Z306H2 =Eot -
E4 DESIGN DEVELOPMENT | Won 150611 | FA 23062 ,
EEl Feasilly Siage Design: RIBA, - A-C MOn 15/08/11 | Fr 3011 iy Stage Design: RIEA - A-C]
4| PuDiic Consufaiion Svent | FAzZaDnl | FRzEAdl Pubdic Nt g 28M0
|75 Stakeholder Consutation Mon 220611 | Frzsiaii -
3 Tender Stags Design: RIBA -0 Mon DVIDET | Froeal hwt
7 Tender Siags Design: RIBA -E | Mon OS2 | FAi0mai2
I8 Constuction Stage Design: FIEAF Wion 1502HZ | Frl SoaHE ] Conatruction Stags Design: RISA F
B STATUTORY PERIODS | Won 05211 | Mon 0310442
Ed Flanning Azprova Period | MonCsAzZAT | FA02mans 2
El Euicing Controd Appeoval Pedod Mon 130212 | Mon DOE2 2 Control Appreval Period
[2=] PROJECT TEAM Mon 1510811 | Frl04M0sA2 ;
|23 Sunveys Mon 150811 | Fr sl
Ea Stage D Cost Plan | Mon 14711 | FAoiE
5] B0 & Market Test | Mon 130242 | Fri 13042 E 0Q [§ Markst Teat
E Complie & Submit Confrol Document | MonDSD4AZ | FA27Rai2 Compia & Submit Control Document
27 | Client Approval Penod | Mon 300412 | FRD4ASHZ 'H lent Approval Pertod
E: Confract Awand to WDC FriDH0SHZ | Fri0dDSiz Contract Award to WDC: % $4105
"2 C) CONSTRUCTION Mon 070512 | Frl 2100613 =
Ed Place Eary Orders & Mooiisation I MonOT0S2 | FAZSASHZ E ﬁ;;fqm Early Orders & Mobillsation

k Esimaiad Constructon Sencd Wion SEi0ad2 | FAaiais Estmiated Conatruction Pardd T ! —

Task — ol Milestone @ Project Summary T Extemal Miesions &
Critical Patn e Progress. e Summary ey ExemalTasks [ Deadin <&
Paga 1 Author: Soott Coray




8.13 Project Management Structure

Project Sponsor < North East SHA

Sunderland End of Life Facilities Project-

Governance arrangements

Sunderland Local
Engagement Board

PPI Consuultation

Sunderland LA
Overview and Scrutiny
Committee

External auditting

Sunderland Clinical
Commissioning Group

Primary Care
consultation
External audit

Louise Robson- Planned
Care Programme Board

4

SHA Board

Project Lead <

Sheila Cooper- Planned
Care Programme Lead

4

Project Board

Board of Trustees (St
Benedict's hospice)

Consultation and audit

Principal supply chain
partner

Turner and Townsend
Wilmott Dixon
construction

South Tyneside NHS
Foundation Trust

Provider- Community
services

- Louise Robson (NHS SoTW) Project Sponsor
- Sheila Cooper (NHS SoTW) Project Lead

- Mark Girvan (NHS SoTW) Project Manager

- Kath Henderson (St Benedicts hospice) Senior
Nurse Business Manager

- Dr Peter Robson (St Benedicts hospice) SPC
Consultant

- Derek Moss (St Benedict's hospice) Chair,
Board of Trustees

- Stephen Naylor (NHS SoTW) Head of Estates
- Kate Hudson (NHS SoTW) Finance Manager

|- Colin Smith (NHS SoTw) Community

Contracts Manager

- Scott Watson (NHS SoTW) Head of Business
Management

- Dr Henry Choi (Sunderland CCG) GP Lead
EoL

- Julie Whitehouse (NHS SoTW) Patient and
public involvement officer

- Pauline Forster, (Sunderland Local Authority)
Commissioning Specialist

- Michael Armstrong, (NHS SoTW) IT Lead

Administrative support

QIPP Reform
Caroline McGrath
Holly Teasdale

4

Sub Group

Time limited
Task specific
Membership as required




8.14

Project Boards- roles and responsibility

Project Sponsor (NHS SoTW Integrated Board)

The project sponsor will be the TPCT Board being advised by their delegated representative on
the Project Board (Louse Robson, Chief Operating Officer). The key responsibilities for the
TPCT Board will be to:

Act as investment decision maker with ultimate responsibility for the delivery of the project
within the agreed cost envelope

Commits financial resources to the project

Ensure the submitted business case is viable. Ensuring that the revenue consequences
are clearly identified and

Ensure that appropriate management arrangements are in place for the successful
delivery of the project from inception to completion.

Project Lead (Sheila Cooper)

The project lead is responsible to the project sponsor. The project lead’s key responsibilities will

be to:

Ensure that the project is successfully delivered to time, cost and quality

Appointment of the contractor and associated design team

Appointment of a project team

Provide regular progress reports to the TPCT Board, identifying cost, time and quality
performance and

Is responsible for ensuring that linkages are maintained between the project and the
organisations strategic direction

Appraises the project sponsor and make recommendations for future action

Arrange the post-project evaluation of the scheme.

Project Manager (Mark Girvan)

Responsible to the project lead and Project Board. The project manager’s key responsibilities will

be to:

Establish a multi-disciplinary Project Board

Establish task specific sub-groups as and when required. e.g. clinical and operational, to
identify, schedule and carry out tasks to effect the development of the proposed build
Manage communication and transfer of information between the Project Board, sub-
groups, project lead and sponsor

Set up reporting and communication procedures for the Project Board

Co-ordinate and facilitate the work of the project team

Monitor and review progress of activities and

Provide regular progress reports to Project lead and sponsor



Project Board

The Project Board was established to steer and oversee the development of the most
appropriate accommodation and facilities for end of life care service provision in Sunderland.
The board is overseen by the Planned Care Programme Board as well as the project sponsor.
Key responsibilities include;

Ensure patient safety and service provisions are maintained

Ensure a project plan is developed and delivered to plan

Develop an option appraisal for future accommodation/facilities for Sunderland taking into
account the impact of all End of Life services provided out of Sunderland

Develop a business case

Oversee the development of the hospice in accordance with the business case

To ensure recommendations have agreement of all group members and their

respective organisations.

Ensure the project remains on track throughout its development and concentrated on
achieving its agreed objectives

Monitors and controls the project through its reporting and planning arrangements

Refers problems/issues to the project sponsor as appropriate

Proactively manage the risks as identified by the project manager

Membership:

Louise Robson, Chief Operating Officer, (NHS SoTW) Project Sponsor
Sheila Cooper, Commissioning lead Planned Care (NHS SoTW) Project Lead
Mark Girvan, Project manager (NHS SoTW) Project Manager

Kath Henderson, Senior Nurse Business Manager (St Benedict's hospice)
Dr Peter Robson, SPC Consultant (St Benedict’'s hospice)

Derek Moss, Chair, Board of Trustees (St Benedict's hospice)

Stephen Naylor, Head of Estates (NHS SoTW)

Kate Hudson, Finance Manager (NHS SoTW)

Dr Henry Choi, GP Lead EoL (Sunderland CCG)

Julie Whitehouse, Patient and public involvement officer (NHS SoTW)
Pauline Foster (Sunderland Local Authority)

Scott Watson, Head of Business Management, (NHS SoTW)

Colin Smith, Community Services Business Manager, (NHS SoTW)
Michael Armstrong, IT Lead, (NHS SoT)

Key relationships:

Project Sponsor

Project Lead

Sunderland Clinical Commissioning Group
Sunderland Local Authority

City Hospitals Sunderland NHS Foundation Trust
St Benedict’s hospice

North East SHA



Work areas:

Development of business cases

Risk management (identify, monitor and manage)

Work plans for each stage of the project, identifying objectives, deliverables, activities and
resources required.

Estates (Lead- Stephen Naylor)

The lead for estates is the interface between the PSCP and the Project Board. Responsibilities
include:

Day-to-day management of the construction of the project
Management of the contractor and associated design team in partnership with the

Project Manager

Contract control and performance;

Advises the Project Board of construction risks, that are likely to affect the projects
objectives or timescales

Ensures the building design supports its clinical functionality incorporating the facility and
environmental requirements of the hospice

Ensure the building is constructed in accordance with the health care specification
Organises site visits as and when required

Completes the ‘snags’ list

Key relationships:

Project Board
PSCP
Local Authority

Work areas
e Design development
e Planning application
e Construction phase design development
e Liaison with external suppliers in relation to specification and instillation of medical

equipment

Construction phase

Identify security requirements following the commissioning of the building from the
contractor



8.15 Post project evaluation plan

Objective Task Activities Outcome Completion date Responsibility
Complete an | To evaluate the | Collect information: Written report outlining | Summer 2013 Project Lead
evaluation  of  the | processes put in place | ¢ Review project documentation | ¢ What went well
project following | to deliver this project, (business case/project | e Lessons learnt
completion of the | including project documentation/minutes of How to improve
construction phase management, meetings) current and future

procurement and | e« Review risk register performance

design e Distribute  questionnaire to

project team/design champions

Post construction- | To evaluate the | Collect information (face to face | Written report outlining | Summer 2013 Estates lead
complete an | procurement process | interviews/ ¢ What went well
evaluation of the | and the performance | questionnaires/meetings) to | ¢ Lessons learnt
building including | of Wilmott Dixon review the construction phase: e How to improve

review of AEDET and
BREEAM

assess Willmott
Dixon’s performance against
programme

review relationship
with  Willmott Dixon’ team
assigned to project

review quality of
build and materials

evaluate
responsiveness to views of
TPCT  during  construction
phase

Review snagging
issues

Review the design
— positive issues of the design/
areas of innovation and the
benefits and outcomes

Collect patient/staff
feed back on the design and
layout of the building
(questionnaire/face to face
interview)

current and future
performance




. Lessons learned
and best practice
. Review challenges

during the construction phase
and responses

Evaluate the
commissioning of the
building

To evaluate the
process 0 preparing
the building for
occupation and
service delivery

Review Willmott Dixon

performance by examining a

number of areas, e.g. delivered on

time/number of shagging

issues/compliance  with  TPCT

guidance in terms of quality of

materials and construction

Collect information to assess the

effectiveness of internal

processes to prepare building for

occupation:

e Feed back
providers

e Review of performance
against planned programme

e Internal review of contractors
(installation  of  specialist
equipment/IT/telecommunicat
ions)

from service

Written report outlining

¢ What went well

e Lessons learnt

e How to improve
current and future
performance

Summer 2013

Project lead

12 month post
completion evaluation
to assess the success
of the project against

the stipulate aims
within the business
case

To assess to what
extent the original
objectives have been
achieved

o Identify the kinds of
data to be collected, the teams
responsible currently for
collecting this data and internal
constraints

o Agree timing of this
evaluation

o Collect feed back
from patients

Evidence which
demonstrates the
extent to which the
expected benefits and
objectives of the
project were met in
relation to patient
experience and the
wider health economy

Summer 2014

TBC




8.16 Risk evaluation

CURRENT
REF CATEGORY RISK DESCRIPTION RISK MANAGEMENT STATUS
1 Planning Planning department and the statutory consultees unhappy with the | Early and frequent meetings with the planning department Live
proposed use of the site or proposed design and the statutory consultees to establish requirements
2 Building Regulations Building Regulations conditions with potential impact on cost Early liaison with Building Control and produce a Building Live
Regs approval discharge matrix to be produced to manage
process
3 Client Sign-off Approval by Client/User of the layout, aesthetical appearances Frequent meetings diarised with the end users and Client to Live
throughout the building (areas of fabric repair, ceiling downstands, develop the design collaboratively
material selection and colours, etc.).
4 Obstructions Obstructions in the ground including services and old culverts, may affect Site required and design developed to mitigate findings in most cost Live
construction. effective manor
5 Existing Buildings Construction may cause damage to adjacent existing structures due to vibrations, Site to be established, design and construction methods to be Live
collisions or by undermining the structures. developed to mitigate impact
6 Existing Services There is a risk that unidentified services could be damaged or could become Full CAT scan required to establish what services will need diverting Live
obstructions, thus increasing the cost of the project. or considering.
7 Mining Areas There is a risk that old mine workings are more extensive than Site required and design developed to mitigate findings in Live
envisaged, as mining records are not definitive. most cost effective manor
8 Contamination / Gas / There is a possibility that gas and contaminated ground may be present Site to include gas monitoring, ground water measurements Live
Groundwater on site together with adverse ground water levels. This may lead to and contamination tests.
additional costs as protection measures may be required.
9 Migration of There is a risk that the migration of contaminants may occur. Site to establish risk and mitigation measures put in place Live
Contaminants
10 Water and Drainage Potential that the water board may ask us to attenuate drainage on site leading to Early application made once outline discharge rates are known Live
an increased cost.
11 Public Utility Quotes There is arisk that quotations for services may be high. Early applications made to establish outline budgets and network Live
conditions.
12 Northumbrian Water Detailed quotations for new connections have not been received from NWL. It Costs may increase due to traffic management which may be Live
Quotes would be prudent to include a contingency cost of approximately £1500 per building | required to make the connection.
to include for the new connections and meters.
13 Planning Restrictive conditions imposed by the Local Authority when granting | Early engagement with LA, who have confirmed no Live
planning permission anticipated problems with approval
14 Commercial Unaffordable scheme, growth in revenue costs to fund uplift in running | Revenue stream calculation carried out and finance engaged Live
costs
15 Commercial Unaffordable scheme; growth in build cost Clear specifications within design brief and transfer of risk Live

through contracting arrangements




8.17

Contribution to the NHS North East Vision and Aims

Local Health
Economy Aims

The proposed developments contribution

No Dbarrier to
health and well-
being

No inequality

¢ In line with the End of Life Strategy, there will be no barrier to

services at the end of life. This space will provide a future
proofed facility with an environment which is appropriate for
this specific patient group.

The move to single bed units will significantly improve patient
experience, equity of access in dignity at the end of life.

To support the delivery of the integrated model of care for
end of life patients, services will be collocated.

No avoidable
deaths, injury or
illness

Provision of a range of services in the right setting meaning
that people get seen by the right person, at the right time and
in the right place

Provision of a safe, therapeutic facility

No un-
necessary
waiting or
delays

No avoidable
suffering or pain

Provision of a range of services for assessment and
treatment in the community.

Choice during the end of life provides opportunities;
- Avoid hospital admission.
- Reduce length of stay

Respite beds help avoid delay in discharge from acute bed to
an appropriate care setting

Services to cater for a complex range of needs including pain
management and carer support

No helplessness

Public, Users, Carers and Patients involved and engaged in
the development and implementation of the new service
model contributing to the improvement in services / provision
of services that meet their needs

Opportunities for people to take control of their end of life
care through integrated model of care and advance care
planning.

No waste

Full Business Case developed by TPCT in partnership with
local authority colleagues, Clinical Commissioning Group.

Collocation of facilities with other 24 hour health providers
creates economies of scale;

- Design

- Build

- Utilities




8.18 Letter of support- Sunderland TCPT Sunder|and m

Teaching Primary Care Trust

Chair and Chief Executive’s Office
Pemberton House

Colima Avenue

Sunderland Enterprise Park
Sunderland

SR5 3XB

Susan Winfield

Chairman

Tel: 0191 5297008

Fax: 0191 5297396

Email: sue.winfield@sotw.nhs.uk

7-Sep-11

Mr Tim Watkinson

Head of Capital Investment

c/o North East SHA

Riverside House

Goldcrest Way

Newburn Riverside

Newcastle upon Tyne, NE15 8NY

Dear Tim
Re: End of Life Care facilities, Sunderland

I am writing to endorse the submission of the Full Business Case for a new purpose built hospice facility
in Sunderland. | understand that the case is being submitted for consideration by the North East SHA
Board at its September meeting.

I am happy to take ‘Chairs Action’ in the endorsement of this document and will take my decision to the
next NHS South of Tyne and Wear Integrated Board meeting on 14 September for ratification. Due to the
tight timescales for this development it has not been possible to submit this business case to the Board
prior to this stage however the Board has been given a verbal update prior to agreement to take ‘Chairs
Action’.

The provision of a purpose built hospice facility has been part of Sunderland Teaching Primary Care
Trust's estate strategy for a number of years and the Board wants to ensure that we deliver this last piece
of the jigsaw as our legacy commitment to the people of Sunderland. Non Executive Directors have been
regularly briefed on the progress of the proposed facility and we all strongly support the submission.

I am happy to confirm that Sunderland TPCT considers the proposal outlined in the business case as
beneficial and affordable.

| would strongly recommend this business case to you.

Yours sincerely

Sue Winfield
Board Chair



8.19 Letter of support- Sunderland Clinical Commissioning Group

SUNDERLAND CLINICAL COMMISSIONING GROUP

Sunderland Clinical Commi ssioning Group
GP Commissioning

Sunderland Teaching Primary Care Trust
Pemberton House

Colima Avenue

Sunderland Enterprise Park

Sunderland
SR5 3XB
Our Ref: IPIMA
Your Ref:
Contact: Michae Anderson
Direct Did: 0191 529 7135
Email: michael .anderson@sotw. nhs.uk

Consortia Email: SCC@sotw.nhs.uk

2811

RE: End of Life Facilities; Sunderland

Dear Sheila,

| amwriting in my role as Chair of the Sunderland Clinical Commissioning Group. Following your attendance at
our recent board meeting | would like to offer the groups formal support for the proposed devel opment of end of life

facilities in Sunderland.

The group agreed that the devel opment of a new purpose built facility represented an opportunity to ensure the
provision of sustainable palliative care services for the residents of Sunderland.

We look forward to working with you d osdy throughout the ongoing deve opment of this project.

Best Wishes

. fatr

lan Pattison
Chair Sunderland Clinical Commissioning Group



8.20 Letter of Support Lead GP

Mr. Mark Girvan

Project Manager

End of Life Facilitators-Sunderland
Sunderland TPCT

Loftus House

Colima Avenue

Sunderland

8.8.2011
Dear Mark,

| am writing in my capacity of Sunderland Primary Care Cancer Lead to support the
Relocation of St. Benedict Hospice.

The focus of palliative care has shifted from secondary care to community based service
and the scope of palliative care has extended from cancer to non cancer in the past few
years. There is a better recognition of the condition in Primary Care as practices are
actively promoting end of life care such as Liverpool care pathway and Advanced Care
Planning. We anticipate the demand for Specialist Palliative Care mainly delivered from
the hospice will increase. We need modern facilities with adequate capacity to take us
thorough the next 10 or 20yrs as the growth for palliative care service will rise. The
uncertainty of current site creates anxiety among GPs.

| hope our concerns can be shared with the Project Board and | look forward to hearing
the decision about the relocation of St. Benedict Hospice Project.
Yours sincerely,

Dr. H. Choi
Primary Care Cancer Lead



8.21 Letter of Support Board of Trustees, St Benedict’s hospice

11 Aupgust 2011

St Benedict’s

MHOSPICE

Regestaned Charty 1013410

Meggadaved afloo
B84, Baradist's Heosploo
B ok sarm ot Hosaital
Mwearcmetla Road
Sundarland, SRS 1NE
Telophos: 019 SEDDE 54
Focsimibie: DN E1RREEIRD

B Sheil www. hospice. ik
Sar LN

RE: 5t Banedicts Hosples

Fm defightad to be able to offe the full support of The Board of Trustees for 5t

genedict’s hospice Lo Lhe proposed redevelopment in Ryope.

The Board feels that this location is in fine with our visions for tha future delivery of care
and s pleased to Fave had full invelverient in the decisicn making process.

We look forward 1o working inca laboration with the project steering group to Take this
development lurward into the next phase.

Yours Sincerely,

;__3'.. . .-‘”9.:'_.;""'_'_
Der ek B 0s5

Chair- 5t Banadicts Board of Trustess

wEalat

Tf;!li;.ﬂﬂl'\*l Award Pairon:
Tor Voluriery Service Chalrman The Duchess of Prasident: IS RS 5und=a-_r|and m
TLVEE e i Derzk Mass JP Morturmbedand Canise Aobortaor I PENFLE T iy s Trai:

- e o M G e R - O IR DI
G Papddicts Hoaoios, Sanasraied (2 8 privids campany linbed iy gemanten. Heghsiarsd @ BERg anc. asn Al Lomp =g B -



8.22 Letter of support, South Tyneside NHS Foundation Trust

Preliminary support has been provided in principle by South Tyneside NHS Foundation Trust. A
formal letter of support is pending the Trusts Board meeting on 27" September.



8.23 4 Tests

In May 2010, the Secretary of State for Health set out four tests against which substantial NHS
reconfigurations are to be assessed. The tests are designed to build confidence within the
service, with patients and communities. The tests require reconfiguration proposals to
demonstrate:

1. Support from GP commissioners

2. Strengthened public and patient engagement

3. Clarity on the clinical evidence base

4. Consistency with current and prospective patient choice.

Further guidance developed by the Department of Health in July 2010 states that the goal of any
change to services must be to ensure patients get the best care possible, delivered to the
highest standards in the most effective, efficient and personalised way. The guidance is not
prescriptive but requires commissioners to design and lead a local process to gather evidence
and formally review the level of support for any proposed changes.

The table below outlines where the evidence is included within this report which demonstrates all
four tests have been considered and met.

Test FBC Section
1) Support from e Letter of support from Sunderland Clinical | 8.14
GP commissioners Commissioning Group

e Letter of support from GP Cancer lead 8.15

e GP Questionnaire distributed electronically | 2.5
to every GP in Sunderland designed to
identify future service requirements.

e Lead GP for end of life care sits on Project | 8-8

Board
2)  Strengthened e Focus group with existing service users | 2.5
public and patient (Patients and families) to identify what their
engagement priorities would be when considering the

selection of the new hospice site.
Information collated was used to determine
guestions for consideration in the options
appraisal and their weighting scores.

e Staff, patients and carers from the hospice
inpatient unit were asked to list their ‘vision’ | 2.5
for a new hospice build. They were
specifically asked to include the non
tangible; their thoughts and feelings of what
the hospice would represent 2.5

e 2 patient ‘design champions’ were included
in the sub group who reviewed the selection
of architect.

e A paper has been submitted to the 2.4
Sunderland Local Engagement Board with




an agreement to attend their next meeting
to present a progress update.

A detailed programme of consultation
exercises has been developed in
collaboration with the TPCTs engagement
officer.

Attendance at an opening event of
Houghton Primary Care Centre provides an
opportunity to carry out significant public
consultation and engagement

Confirmation of support from Sunderland
Local Authorities Overview and Scrutiny
Committee

3) Clarity on the
clinical evidence
base

End of Life Care Strategy 2008

NICE (2004) Improving Supportive and
Palliative Care for Adults with Cancer
Department of Health’s Building on the
Best: end of life care initiative (2004)

The National Framework for NHS
Continuing Healthcare and NHS-funded
Nursing Care (2007)

The Preferred Priorities for Care, NHS End
of Life Programme, December 2007

Gold Standards Framework
www.goldstandardsframework.nhs.uk
Department of Health  Transforming
Community services (2009)

Palliative and End of Life Care Quality
Markers 2009

3.1

4) Consistency
with current and
prospective patient
choice.

Provision of specialist community based
services which will help to sustain care at
home, reducing the need for admission to
acute care.

Provision of services which align with the
integrated model for specialist palliative
care services

3.2

3.2




8.24 Equality impact assessment

NHS

NHS South of Tyne and Wear

serving Gateshead Primary Care Trust, South Tyneside Primary Care Trust and

Sunderland Teaching Primary Care Trust

When deciding if your function/plan/strategy/service/policy has a high or low impact, you will

have to make a judgement about the potential risk to each of the equality groups.
data will help to identify these potential risks.
In these circumstances you may need to carry out some further

assume that there is no risk.

Background
If there is no data available then you cannot

investigations before you can carry out the Equality Impact Assessment.

1. Name of St Benedict’'s Hospice Business case
function/plan/strategy/service/policy:
2. Aim of To outline the aims and objectives of a new purpose built

function/plan/strategy/service/policy:

development for hospice care in Ryhope. To outline the
business model to support the development and the
progress made so far.

3. Directorate:

Commissioning and Reform

4. Manager(s) completing assessment:

Mark Girvan and Sheila Cooper

5. Date:

9™ August 2011

6. Does this
function/plan/strategy/service have direct
impact on service users/public or staff?

Yes or No

Yes —the re-location of the hospice and its allied
services will have an impact on staff, service users
and the public.

7. Patients, Community or staff groups High If high, please list some examples of
by equality strands or Low | evidence, e.g. PALS, low uptake by minority
Risk group,

If low, please list some positive examples of
how patients/public/staff can access your
service.

Race Low The facility outlined in the business case would

What is the risk that Black, Asian or Minority be open to all communities. All communities

Ethnic communities would have problems have been engaged in the development of the

accessing your service or design of the facility and have contributed to the

function/plan/strategy? development of the service content. The
communications strategy for the project outlines
measures to ensure that Black, Asian or Minority
Ethnic Groups have access to accessible
information about the hospice and its services.

Disability Low Due to the nature of the services provided and

What is the risk that patients/public/staff with the intended service users, the building has been




a disability would have problems accessing
your service or function/plan/strategy

designed to accommodate best practice in terms
of a physical environment that is accessible to
people with a range of disabilities. Disabled
parking provision has been made near to the
building. Attention is being paid to the external
environment to make it a stimulating space for
people with sensory impairment.

Gender Low The building has been designed to

What is the risk that people of different accommodate single, en suite bedrooms in the

genders would have problems accessing inpatient unit to ensure that people of different

your function/plan/strategy/service? genders feel that their privacy and dignity is

(This will also include transgender) respected. The communal spaces have also
been designed in a way that allows people to find
a private space.

Age Low It is anticipated that the majority of service users

What is the risk that older people or younger will be aged 65 or over. However families and

people would have problems in accessing carers of all ages will access the facility.

your service, function/plan or strategy? Following engagement with staff and service
users, careful consideration is being given to
making the site feel safe and secure for older
people. Access by public transport has also
been considered. For families with children,
there will be specific facilities for included.

Religion and belief Low It is anticipated that people from all beliefs and

What is the risk that people practicing religions will access the centre. As there are

different religions or beliefs would have inpatient facilities, a multi faith room has been

problems in accessing your service, added to the design to create opportunities for

function/plan or strategy? spiritual reflection. Within the development
consideration will be given to ensure all
appropriate facilities are included, for example
for prayers during Ramadan, which includes the
need for people to cleanse themselves before
praying.

Sexual orientation Low It is anticipated that people who are lesbian, gay

What is the risk that people who are lesbian, or bisexual will attend the centre. No specific

gay or bisexual would have problems in barriers to the facility have been identified.

accessing your service, function/plan or

strategy?

Health equity ** Low The facility itself will be very accessible within the

What is the risk that your service,
function/plan or strategy will be less easy to
access by people from vulnerable groups
with particular health needs? E.g. homeless
people, people with mental ill health, people
living in poverty, people with an offending
past, and people with differing immigration
status. In other words, is the service,
function/plan or strategy more accessible to
people with fewer health needs?

** Health equity can be described as
distributing services and resources relative
to the health needs of different groups and

Ryhope area. The building will be built to be
welcoming and unthreatening. It will have as
least clinical feel as possible there will be a
number of areas such as the communal outside
space which will provide access to non-health
related service. The health need of the local
area and the entire Sunderland region has been
assessed and the decision to place the hospice
in Ryhope was determined by this information.

The engagement work that has been done to
date with service users has included many
groups of people with particular health needs or
those who are considered to be more vulnerable




areas, rather than an equal distribution.

(and their representatives)




8.25 Review of SCAPE

SUNDERLAND TEACHING PRIMARY CARE TRUST
PROCUREMENT USING THE SCAPE FRAMEWORK
PROCUREMENT ADVICE

Instructions

2.

We have been instructed by Sunderland Teaching Primary Care Trust (the “PCT”) to review
the Scape National Framework 2010 (the “Framework”) and the associated OJEU Contract
Notice in order to ascertain if the PCT may utilise the Framework for the construction of a
hospice in Sunderland instead of the PCT procuring the construction works through an
independent procurement process.

This advice has been written by the PCT and may not be relied upon by any third party.

Introduction

3. For the purposes of this advice, we have reviewed the following documents only:

3.1 The Contract Notice for construction works that advertised the single supplier Framework
(2009/S 176-253640) and was dispatched to the Official Journal of the European Union
("OJEU™) by Scape System Build Limited (“Scape”) on 10 September 2009 (the “Contract
Notice");

3.2 The Scape National Framework 2010 between Scape and Willmott Dixon Capital Works
Limited dated 23 April 2010.

4, In order for us to consider if the PCT may utilise the Framework for the construction of a
hospice in Sunderland instead of procuring the works through its own procurement process,
we must consider whether:

4.1 Scape have the authority to procure the works required by the PCT as a central purchasing
body;

4.2 the PCT are adequately defined in the Contract Notice as a potential user of the Framework
to be able to utilise the Framework procured by Scape; and

4.3 the Contract Notice and the Framework covers the type of construction works required by
the PCT.

Our advice

5. Do Scape have the authority to procure the works required by the PCT?



5.1

5.2

5.3

5.4

5.5

5.6

5.7

The PCT are subject to the Public Contracts Regulations 2006 (the “Regulations”) which
means that they must procure contracts for works, goods and services valued above a set
financial threshold, in accordance with specific rules set out in the Regulations.

We assume for the purposes of this note that the works contract that the PCT intend to
procure via the Framework is valued in excess of the current financial works threshold of
£3,927,260.

There is a provision under the Regulations that allows a contracting authority (such as the
PCT) to satisfy the requirements of the Regulations by purchasing works from or through a
central purchasing body instead of procuring works via an independent PCT run process.
However, the Regulations are clear that when relying upon a central purchasing body, the
PCT will have only complied with the Regulations to the extent that the central purchasing
body has complied with them.

A central purchasing body is defined in the Regulations as “a contracting authority which:
a) acquires goods or services intended for one or more contracting authorities;
b) awards public contracts intended for one or more contracting authorities; or

c) concludes framework agreements for work, works goods or services intended for
one or more contracting authorities.”

Therefore Scape can only be classified as a central purchasing body if they are a contracting
authority in their own right.

Under the Regulations, a contracting authority includes “a corporation... for the specific
purpose of meeting needs in the general interest, not having industrial or commercial
character and:

5.6.1 financed wholly or mainly by another contracting authority; or
5.6.2 subject to management supervision by another contracting authority; or

5.6.3 more than half of the board of directors or members of which... are appointed by
another contracting authority.”

The Contract Notice states that Scape is “a company entirely owned and controlled by 6
English Local Authorities” but it gives no further indication as to whether or not it is a
contracting authority for the purposes of the Regulations. Scape’s website would indicate
that they have been set up to meet needs in the general interest and that they do not have
an industrial or commercial character which would support the fact that they are indeed a
contracting authority but the PCT should confirm this directly with Scape. If Scape are a
contracting authority then they will have the authority to procure the construction works on
behalf of the PCT.



6.1

6.2

6.3

7.1

7.2

7.3

Is the scope of the Contract Notice precise enough to allow the PCT to be able to
utilise the Framework procured by Scape?

The PCT may only use the Framework if they are adequately identified in the Contract Notice
as a contracting authority who may, in addition to Scape, utilise the Framework. If the PCT
are not adequately identified in this way, the PCT can not use the Framework without being
at risk of legal challenge under the Regulations.

Guidance from the Office of Government Commerce ("OGC”)! states that a class of users
may be used in a contract notice to describe those contracting authorities who may utilise a
framework agreement but “it must be sufficiently well defined and precise that a contracting
authority can be immediately identified as a member (or not) of that class.”

The Scape Contract Notice states that call off contracts under the Framework may be
entered into by (amongst others) “Primary Care Trusts” and the location of the works
includes the “North East of England”. Therefore, although the PCT are not mentioned
specifically, the PCT fall under a clearly defined class of users.

Does the Framework cover the type of works required by the PCT?

The PCT wish to use the Framework to procure construction works for the build of a hospice
in Sunderland. The Contract Notice describes the scope of the works under the Framework as
including “new build and refurbishment of the following building types... Health,...Day
Care...Elderly Homes...” and the CPV codes in the Contract Notice used to describe the
subject of the contract include “construction work, site preparation work and architectural
services”. Although a hospice building is not mentioned specifically in the Contract Notice, it
does fall within the “Health” category of building types. Also, it is a similar building to a day
care building and elderly homes which would further indicate that it falls within the intended
scope of the Framework.

The overall spend under the Framework (for all users) listed in the Contract Notice is £250 -
£350 million with an annual estimated spend of £62.5 million - £87.5 million and an average
project value of approximately £7 million. If the PCTs project is materially outside the above
value ranges, there is the possibility that the PCT could be legally challenged for using the
Framework. Therefore the PCT should check with Scape that the current spend under the
Framework (by other contracting authorities who have utilised the Framework) has not
materially exceeded the levels set out above.

Although the Framework does refer to it being entered into as the result of a tender process
commenced by the publication of the Contract Notice, it does not specify in detail the works
to be carried out by Willmott Dixon as these are to be detailed within each call-off contract
(Project Agreement) that is entered into under the Framework. Therefore, the PCT should
make sure that when specifying works under a call off contract they do not exceed the scope
of works identified in the Contract Notice.

! Procurement Policy Note 16/10, 8 September 2010



7.4

The only potential issue with the Framework scope that we have noticed is that it refers to
Wilmott Dixon carrying out “services” under the Framework as opposed to works. However,
we assume that this is an oversight as the definition of services under the Framework
includes “construction services” and “construction, testing, commissioning and completion of
premises (including any temporary works)” and further to this, the model Project Agreement
which is used by users of the Framework when they call off a contract, clearly refers to
works.

Summary

8.

Subject to the PCT checking with Scape that Scape are a contracting authority in their own
right and that the spend under the Framework is materially within the anticipated financial
range set out in the Contract Notice, the PCT may utilise the Framework for the procurement
of construction works for the build of a hospice and do not need to procure the design and
construction of the hospice independently under a PCT run procurement process. The PCT
should ensure however that they call off any contract under the Framework in accordance
with the instructions set out in the Framework document and scope of works in the Contract
Notice.

As referred to in paragraph 5.3 above, the PCT will have only complied with the Regulations
to the extent that Scape has complied with them. Although we have no details of the
compliance of the procurement process carried out by Scape, the fact the Framework was
entered into on 23 April 2010 would indicate that no legal challenge was made to Scape’s
procurement process that would have an effect on the validity of the Framework.

EvershedsLLP
24 August 2011



8.26 PSCP Management Structure and Monitoring Control Processes

Principal Supply Chain Partner Structure

PSCP Design Team,
Health Planners and
Design Manager

Project
Director
(visiting)

Project
Manager
(site based)

Gateshead Office
Regional Support Team

Commercial

Manager
(visiting)

Estimating
Manager

Manager
(visiting)

(visiting)

Building Services

Planning
Manager
(visiting)

Building
Manager
(site based)

Supply Chain Engagement at All Stages

Site
Engineer
(site based)

Monitoring and Control Processes

Project
Surveyor
(site based)

Master Master Master Master Master
Programme Programme Programme Programme Programme
detailed to detailed to OBC detailed to FBC fully detailed fully detailed,

SOC to show modified
construction monthly to reflect
intent current progress
Post SOC Design, Design,

items Procurement Procurement
Preliminary and and Construction
detail only Construction periods Detailed Short Term

periods developed to Subs Programmes
identified show main Design
but not detailed categories Proaramme
Weekly Targets




