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EXECUTIVE SUMMARY

In response to the agreed need to develop a primary care property strategy for the NHS
Greater Glasgow & Clyde area, East Dunbartonshire became the fourth Health & Social Care
Partnership (HSCP) area formally reviewed, through a project that commenced in February
2022.

The project, which was delivered with the support of hub West Scotland, sought the often-
complexanswersto four simple questions thatare atthe heart of any strategicestate plan:

e What dowe want?
e Whatdowe have?
e Whatdowe need?
e Whatistherefore required? (Whatare ouroptions?)

Overall, as with previous project elements, the work undertaken to date has been extensive
and featured: the review and analysis of historical and new data; structured visitsto all key
sites; and extensive dialogue with a number of stakeholder groups including GP’s, service
providers, local management teams, estates staff, the third sector and local authority
representation. It has identified the main core elements of a future primary care property
strategy forthe East Dunbartonshire HSCP areainthe short and mediumtolongterm.

This developingEast Dunbartonshire component of an NHS Greater Glasgow & Clyde Property
Strategy is consistent with the needs of the local and wider organisation whilst supporting
delivery of thefacilitieselement of Moving Forward Together, NHS Greater Glasgow & Clyde’s
blueprint for health and social care services. It is also consistent with the early phases of
“place-based decision making” as advocated by the Scottish Government through informing
the estate element of local vision and strategy. In summary it recommends that East
Dunbartonshire HSCP should:

In the short-term (0-3 years)

e Review the data, assumptions and scenarios presented within this report to ensure
they are valid and amend or update as appropriate.

e Support operational re-alignment of existing services/staff where feasible to make
better use of existing available property resources based on the data collected and
reviewed.

o Seekformal support from the Capital Planning & Premises Team to undertake project
supportand development activities.

e Review and re-present the augmented argument for a new “West Locality Health &
Care Complex”, supported by an amended Schedule of Accommodation (S of A),
intended primarily to address those issues identifiedin the original “Milngavie Heal th
and Care Centre” paper (presented as a component of the previous NHSGG&C
prioritisation process) but with an added understanding of the substantial risk
associated with existing premises inthe area and space requirements as highlighted
by thisreview.

e Finalise work already underway relating to the alternative means of delivering
“shared satellite space” across the HSCP areato physically increase capacity available
to support the delivery of clinical services and support short-term contractual and
policy obligations whilst mitigating those risks identified associated with GP
owned/leased premisesin the area.



e Secure the funding required to implement those preferred solutions identified as
essentialinthe short-term.

e Seek the inclusion of the preferred strategic option(s) identified in local HSCP plans
withinthe next appropriate NHSGG&C capital prioritisation processto understand the
actual timetablefordevelopmentand/or any remedial actions required.

e Continue toreview emerging proposals in the context of the “Place Based Approach”
advocated by the Scottish Govt. that has been at the heart of the process followed to
date.

In the short to medium-termterm (0— 10 years)

e Seek appropriate local and Board-wide agreement to develop the required business
case(s) in support of capital investment or an alternative to this.

e Develop the business case(s) agreed as being required to support infrastructure
developments in response to the findings of the option appraisal conducted and in
the context of the relevant NHSGG&C Capital Planning & Prioritisation
process/project programme.

e Developthedetailed briefing documentation requiredto support the development of
detaileddesigns forany capital projects approved, ensuring that these can deliverthe
required range of services forthe required planning period (including more detailed
assumptions relating to changing demand and capacity requirements)

e Implement any remedial actions required in reflection of projected differences
between strategic capital investment programmes and local demand/facilities (if
required).

In the mediumto long-term (3— 10 years plus)

e Use “otherwise essential investment” and new monies secured through the capital
business case process to maintain, develop, refurbish and/or construct the physical
infrastructure associated with approved business cases in line with the overarching
NHSGG&C Primary Care Estate Strategyand place-basedinvestment approach. Thisis
likely toinclude, most notably:

o The replacement of Milngavie Clinic, +/- local GP Practices, (The proposed
“West Locality Health & Care Complex” or “hub”).

o The provisionof HSCP “shared satellite space” in the Bishopbriggs/Auchinairn
areaor an alternativeto this agreed through an option appraisal process.

Overall, work across the East Dunbartonshire HSCP area has been well received, with lessons
learned continuing to be incorporated into the developing review methodology ultimately
intendedto develop an NHSGG&C-wide primary care property strategy.

Such a strategy will support the practicalimplementation of Moving Forward Together, whilst
enabling the Board to review and prioritise future facility developments across Primary Care,
furtherensuring that the rightinvestment decisions are being taken atthe righttime and for
the right reasons as components of an over-arching integrated services and propertystrategy.



1. INTRODUCTION

In reflection of a broad range of historic primary care property-relatedchallengesbut growing
clarity on the developing future vision for health and social care services, hub West Scotland
(hWS) were asked by NHS Greater Glasgow & Clyde (NHSGG&C) to provide operational
supporttoits development of a Primary Care Estate Strategy (PCES).

Based on a series of preliminary meetings and dialogue with representatives of NHSGG&C, a
methodology was agreed relating to how this work should be progressed, initially as a pilot
withinthe Renfrewshire Health & Social Care Partnership (HSCP) area.

Following the successful completion of the Renfrewshire HSCP pilot, the project has been
expanded across the Board area, with this report addressing relevant strategic property
considerations across East Dunbartonshire HSCP. It has three primary objectives:

1) To provide a significantly abbreviated summary of the extensive property review
process undertaken to date.

2) To identify the emerging core elements and apparent “direction of travel” of the East
Dunbartonshire component of a developing Primary Care Estate Strategyand;

3) To presentabrief series of recommendations relating to specificactivitiesthe review
team believe are now worthy of further consideration.

2. BACKGROUND

Inresponse toanumber of defined propertychallengesacross primarycare areas, NHSGG&C
identified a requirement to develop a primary care property strategy. This was intended to
step back from the day-to-day operational premises challenges currently being experienced
across primary care to ensure that evenshort-term solutions and investments were ultimate ly
contributing to amedium-longer term vision.

Recognising the challenging nature of this activity, especially given significant short-term
pressures,the workwas conceived as anindependentlyfacilitated “conversation” that sought
engagement and commentary from all stakeholders before developing evidence-based
proposals relating to the required longer-term property strategy. These proposals were to
reflect the wants and needs of all affected internal stakeholders along with data relating to
the current condition, capacity, and functional suitability of the existing property portfolio. In
so doingthey would also support the development of an appropriate investment strategy and
ensure that best use was made of any new and otherwise essential investment.

3. THE PROJECT TEAM

This project has been delivered by an extensive project team that represents:

NHS Greater Glasgow & Clyde

East Dunbartonshire Health & Social Care Partnership
East Dunbartonshire Council

Hub West Scotland

The core team supporting the project are indebted to a wide range of staff and supporters
from within these teams; other planning partners; and GP practices across East
Dunbartonshire without whomthis activity could not have been completed effectively.



3.1 NHS Greater Glasgow & Clyde

Greater Glasgow and Clyde Health Board commissioned the Primary Care Property Strategy
Pilot and supported the selection and scheduling of relevant HSCP areas for participation.
Jeanette Hawthorn, Service Manager Property, led this work on behalf of the Board supported
by colleagues from Property and Capital Planning.

3.2 East Dunbartonshire HSCP

East Dunbartonshire Health & Social Care Partnership (HSCP) deliver all adult, children’s, and
criminal justice social care services as well as community health services for adults and
children in the East Dunbartonshire area. East Dunbartonshire HSCP leadership of the pilot
was provided by Jean Campbell, Chief Finance & Resources Officer with extensive support
fromVandrew McLean, Business Manager and the HSCP senior management team.

3.3 East Dunbartonshire Council

East Dunbartonshire Council isthe relevant local authority and covers the same geographical
area as East Dunbartonshire HSCP. The Review Team are indebted to a range of Council staff
who supported thisreview processin recognition of the roletheyplayin deliveringarange of
facilities from which HSCP staff operate and HSCP-led services are delivered.

3.4 hub WestScotland

Established in April 2012, hub West Scotland (hWS) is the joint-venture development
company appointed to work in partnership with public bodies in the Greater Glasgow and
Clyde area, also known as the West Territory. The pilot study and subsequent reviews have
been delivered through hWS’s Strategic Support Partnering Services with the support of
Higher Ground Health & Care Planning Ltd (HGHCP), a specialist healthcare and master
planning consultancy selected by NHSGG&C from hWS’s pre-qualified list of suitably
experienced suppliers. The hWS team supporting the project was led by Angeline Robertson,
hWS Partnership Director, with core support from Gary Smithson, hWS Senior Project
Development Manager and Billy Murray hWS Supply Chain Manager. HGHCP supportfor the
project was primarily delivered by Norman Sutherland, HGHCP’s Director (Health).

4. THE PROCESS

As with previous review activity, the project was progressed through anamended version of
HGHCP’s established Strategic Estate Review (SER) process. This process recognises that
optimal investment/dis-investment decisions can only be achieved through realising the
optimum balance between fixed assets and service delivery models and is in line with
established estate and asset management methodologies. In summary, it seeks the (complex)
answers tofoursimple questions:

What dowe want?
What dowe have?
What dowe need?

What thereforeisrequired?

This processis shown graphically in Diag. 1. (Overleaf).



4.1 Phase 1: “What Do We Want?”

It is essential to identify and document the desired operational outputs of any project or
processto understand and be able to explore the alternative means of achieving these. This
project phase therefore involves seeking agreement on the proposed methodology,
programme, and activity schedule; supporting initial interactions with the NHS client; and
attempting to understand stakeholder “wants”, as well as recognising where differences of
opinion may exist.

4.2 Phase 2: “What Do We Have?”

Establishing the range of existing services along with the resources and assets available to
support them is essential to the identification of a baseline against which future service
developments and the assets required to supportthem can be measured. This project phase
is therefore primarily about baseline data collection and specifically about relating people,
servicesand activityto places and fixed assets (facilities).

4.3 Phase 3: “WhatDo We Need?”

Phase 3 relates to delivering robust clinical, operational, asset/building-specific,and strategic
challenge. Specifically, it is about understanding the real emergent issues and challenges —
which are often different to those previously identified; supporting the development of the
evidence base forcurrent and future capacity requirements; presenting alternative means of
achieving the same output goals; and understanding the actual service and associated site
development/consolidation implications of any alternative options emerging.

Strategic Estates Review: Process Employed

Phase 2: What do we have?
(Current Fixed Assets)

Phase 2: What do we have?
(Current Services)

Phase 3: What do we need?
(Future Services)

“Modeling”
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Phase 3: What do we need? Phase 4: What is required?
(Future Assets) (“Asset Options”)

Diag. 1. The HGHCP Strategic Estate Review Process
4.4 Phase 4: “Whatis Required?
Phase 4 of the process involves identifying how existing servicesand facilities could change in

future in response to baseline opportunities for improvement and anticipated strategic
challenges agreed. Thisincludes:



e The generation of primary options relating to a more appropriate distribution of
servicesand utilisation of facilities in key geographical locations.

e The identification of apparent priority investment/dis-investment opportunities
across the area for further consideration/review and business case development as
appropriate.

e A developingvisionfor the property portfolio and clear sense of “strategic direction
of travel”.

5. WHAT DO WE WANT?

The methodology employed in the first phase of the projectinvolved two separate butlinked
elements:

e  Workshops with local stakeholders to help understand and discuss local services and
propertyissues.
e Avreview of widerlocal and national policy and context.

5.1 Stakeholder Workshops: What Do We Want?

A series of stakeholder workshops were held that were designed to explore the first key
question posedby the process: “What do we want?” and importantly, totestif everyonewho
participated “wanted the same thing”. These workshops, which were all held virtually, used
a semi-structured format but adopted a safe, conversational style. Appendix A presents a
summary of the people and organisations who participated in these sessions.

The workshops, which were independently facilitated, used a series of trigger questions to
break down the main question “what do we want?” into a series of more manageable
discussions.

In the event, the workshops were well attended (despite significant pressures); constructive;
and characterised by extensive positive discussion and widespread agreement on the key
issues. Collated feedback, which is presented in Appendix B, summarised a desire on behalf
of those who participatedfor:

e Openness, honesty & inclusiveness.

e Recognitionthat some challenges can’t wait for a strategicresolution.

e Equity of access to all services across all areas and over an extended day where
appropriate.

e Astrategythatsees “the bigger picture” ...even where thisis atodds with individual
aspirations and presents the basis for securing structured investment.

e C(Clearproposalsoroptionsaboutthe wayforwardthat are linkedto local and national
strategy.

e Support (and investment) for developments that take us towards the preferred
strategicdirection of travel.

e Facilities that are able to support delivery of the GP contract and offer a “soft landing”
for GP’s who are affected by any changes proposed .

e Theability to deliverthe Primary Care Improvement Plan (PCIP).
Agreement on how we will be working in a “post COVID” world that retains the
positive elements of recent rapid change.

e An understanding of what this will mean for services and the premises required to
supportthem.



e An understanding of defined local communities and how they must influence
strategy.

e More flexibility, more sustainability (buildingsand services).

e Fitfor purpose spaces, where peopleof all ages wantto be —and can be safely.
A new Milngavie Health & care Hub in response to what was seen as a collection of
HSCP and GP facilities in this area that are no longer fit for purpose. (This had also
been presented in a feasibility study that had been considered by a previous
prioritisation panel but failed to secure the required funding)

The workshops provided animportant insight intolocal thinking and specificconcerns butalso
broadly reflected the issues, challengesand objectivesreflectedin the formaldocumentsand
strategies subsequently reviewed.

In overview, feedback demonstrated a need for equity of access to flexible accommodation
that can respond to increasingly challenging policy initiatives; service requirements; and
demands whilst maximising opportunitiesfor more integrated working.

5.2 Wider Policy Context: What Do We Want?

As well as seeking the views of individual local stakeholders and groups, the process also
sought to answer the question “what do we want?” at a corporate and national level by
considering it in the wider policy and guidance context as this relates to either buildings
and/orservices. Whilst thisinvolved a very broad review, key issues, documents and agreed
strategiesidentified that are deemed worthy of specific note include:

e NHSGG&C Property Asset Management Strategy (PAMS)

e East Dunbartonshire HSCP Property Strategy
East Dunbartonshire HSCP Strategic Plan (2022 — 2025)

e East DunbartonshirePrioritisation Report (Milngavie Health & Care Centre Feasibility
Study)

e COVID-19response

e NHS Scotland Property Appraisal Manual and associated Estate Asset Management
(EAMs) alongside wider premises guidance

e Thenew GP Contract and GP Premises National Code of Conduct

e Moving Forward Together, NHSGG&C’s vision for healthand social care services

5.2.1 East Dunbartonshire HSCP Property Strategy

The East Dunbartonshire HSCP Property Strategy identifies that national planning guidance
states:

“The Chief Officer of the Integration Joint Board is recommended to consult with the Local
Authority and Health Board partners to make best use of existing resources and develop
capital programmes. The Integration Joint Board should identify the asset requirements to
support the Strategic Plan. This will enable the Chief Officer to identify capital investment
projects, or business cases to submit to the Health Board and Local Authority for
consideration as part of the capital planning processes, recognising that partnership
discussion would be required atan early stage if a project was jointly funded.”
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It identifies that East Dunbartonshire Health and Social Care Partnership (HSCP) collectively
make use of property across both East and West localities where health and social care
functions are carried out. It also recognises that thereis “an opportunityand clear need to”:

Review the approach taken to strategic planning and utilisation of the estate available
to the Partnership.

Support the aims of integration and delivery of effective, efficient health and social
care servicesin East Dunbartonshire.

Utilise an agreed Property Strategyforthe HSCP to informaspecific property strategy
group and the Council’s Transformation Programme Board.

Key objectives of the property strategy identified are:

To gain bestvalue from our use of property.

To ensure that health and social care services are provided in and from fit-for-
purpose, modern buildings.

To enhance provision of health and social care services in local communities.

To rationalise our estate to reinvest savings into frontline services.

Stated principles are:

2.
3.
4.

Designingand delivering accessible servicesto meet the needsof individuals, carers,
and communities.

Beingopen and showingthat we are fairwhen allocating resources.

Delivering services to people in their local communities.

Making best use of the assets available to us.

A range of “key strategicissues for East Dunbartonshire HSCP” are also identified withinthe
Property Strategy. These include:

The development of anintegrated health and social care centre proposalin the West
locality to provide further integration of health and care along with GP and third
sectorservicesin line with the national policy direction.

The need to identify space for the Older Peoples Mental Health service within the
West locality.

Additional plansforremodelling existing space in and around KHCC.
Implementationof the older people’sday care strategy and learningdisability review.
Consolidation of HSCP accommodation within the East locality.

5.2.2 Milngavie Health & Care Centre Proposal

East Dunbartonshire HSCP have previously identified a significant challenge associated with
premises and servicedeliveryin the West localityand consequently developeda proposal for
a new strategic hub facility to address these. This proposal, which was included in the
NHSGG&C capital prioritisation process but did not receive funding support, states that the
provision of Milngavie Health & Care Centre is integral to the vision of East Dunbartonshire
Health & Social Care Partnership (HSCP)vision for the transformation of healthand social care
services within the locality and to improving access to services, tackling inequalities, and
delivering better outcomes forlocal people.
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The proposal identifies that existing facilities in the area are unable to accommodate the
expanding GP practice population orthe developmentsin services and new ways of working
brought about by the current GP contract. It also notes that the proposed new build facility
would enable the HSCP to provide a range of otherservices currently unavailable within the
West Locality (including Milngavie, Bearsden, and local villages) and, by bringing together a
few practicesinto asingle facility, have future sustainability benefits and economies of scale.
Existing facilities to be consolidated within the new facility as proposed are:

Milngavie Clinic (HSCP Hub facility withno GP services at present)
Ashfield Medical Practice (GP)

Denbridge Surgery (GP)

Kersland House Surgery (GP)

Kessington Medical Centre (GP)

The Terrace Medical Practice (GP)

Collectively, these facilities support alocal practice population of just under 40,000 people or
36% of the East Dunbartonshire population. Services that it is proposed would be delivered
fromthis new facility include all existing HSCP and GP services/clinics, although it would also
act as the base for a wider number of defined teams. The early schedule of accommodation
for the proposed facility identifies a Gross Internal Floor Area (GIFA) of circa. 7,500m2,
including:

e 1,300m2 of GP area
1,700m2 HSCP area
e 752 m2 of agile workingareaincluding 120desks
e 210m2 of Community space
e 100 consulting, treatment, orinterview rooms
e 20 group/meetingrooms (Baselineforall East Dunsis 37 rooms)

For comparison purposes:

e The total area associated with the existing GP practice facilities it is proposed to
replace is 1,830m2 — although this includes circulation space (corridors, stairs, etc)
plus walls and structure that are listed separately in the proposed S of A. The Project
Team’s assessmentisthatthe current proposal probably represents asimilar overall
areafor the GP practice element.

e Thetotal areaassociated withthe existing Milngavie Clinicis 576m2 - although again,
thisincludes circulation space (corridors, stairs, etc) plus walls and structure that are
listed separately in the proposed S of A. The Project Team’s assessment is that the
current proposal probably represents an increase of around 400% for the HSCP
component of the facility taking the current Milngavie Clinicas the baseline.

e Existingfacilitiesinclude 71 consulting, treatment, orinterview rooms(9in Milngavie
Clinic, 62 across the five GP practicesincluded)

e Existingfacilitieshave no group/meeting roomsidentified within the data gathered in
support of the review but the baseline number of group/meeting rooms identified
across East Dunbartonshire is 37 rooms. This includes 24 small meeting rooms; 9
medium meeting rooms; and 4 large meeting rooms including 18 in KHCC; 8 in
Southbank; and 4 in Lennoxtown Hub.

Work undertaken on the Primary Care Premises Strategyfor East Dunbartonshire isultimately
supportive of this proposed hub development, having identified a broader range of factors
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and risks that need to be included within the case forinvestment that are explored further in
latersections of thisreport.

5.2.3 OtherKey Policy Context

Other, developing project-wide policy contextinformation can be found in Appendix C. This
includesinformation on arange of issuesincluding:

COVID-19
NHS Scotland Property Appraisal Manual and associated Estate Asset Management
(EAMs) alongside wider premises guidance
e Thenew GP Contractand GP Premises National Code of Conduct
Moving Forward Together (MFT), NHSGG&C’svision for health andsocial care services

5.3 Summary: What Do We Want?
In consideration of the issues raised in Phase 1 as well as those identified through the wider

process to date, it can be concluded that a Primary Care Property Strategy for East
Dunbartonshire—inline with programme-wide developing thinking - should in summary:

Be open, inclusiveness and engaging —with no surprises.

Considerlonger-term, strategic property needs.

Reflect on short-term risks and opportunities where feasible.

Deliver abetter quality, more functionally suitable estate that meets all standards.
Deliverfairand equitableaccessto services.

Help to better match demand and supplyin property terms.

Supportsustainabilityin property, service, and financialterms—including the further
consolidation of facilities where appropriate.

e Informall future property decisions (Including as theyrelate to GP practice premises).
e Reflectonandsupportthe delivery of local and national strategy, including MFT.

e Developavisionandagreed “directionof travel” forall Primary Care premises.
Remain flexible —especially overthe mediumto long-term.

Consider the relative merits of those existing capital proposals developed, most
notably the proposal for anew Milngavie Health & Care Centre.

6. WHAT DO WE HAVE?

Inorderto understandand record “what we have” in terms of the existing Primary Care estate
andthose services currently delivered from it, this project phase involved:

e Theidentification of all premises/partthereof to be included in the review process.

e The robust collection and review of baseline clinical and service data, to understand
the relationshipbetween current services and the facilities reviewed.

e Visits to key NHS/Local Authority owned/leased sites identified by members of the
project teamto supplement our sharedunderstanding of existingaccommodation, its
condition, current clinical functionality, strengths, weaknesses, opportunities, and
threats.

e A desktop review of GP owned facilities based on current EAMS building condition
and functional content data entries.
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e The development of appropriate assumptions, basedon experience and learning from
historical project activity, where no oronly minimal data is available.

e The cross-referencing of data by service and physical accommodation to determine
current global utilisation, indicative capacity available and options for strategic
consolidation that may release space foralternative use.

e The geo-referencing of propertiesto determine their relative strategicimportance
and overall level of risk based on geographical location.

e The generation of a Strategic Infrastructure Database (SID) that pulls all collated
services and facilities data together into a single master document to aid evidence-
based planning.

Anoverview of thosefacilities included in the review processis shown in Diag. 2., below.
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Diag. 2. East Dunbartonshire HSCP: All Premises Reviewed by Type
6.1 The StrategicInfrastructure Database (SID): Overview

The StrategicInfrastructure Database (SID)is the programme’smeans of collating all relevant
data collected inresponse to the question “what do we have?”.

The SIDis an expansive spreadsheet used for data analysis and planning purposes that relates
existing services to the facilities/locations they are being delivered from. Its main objective is
to provide a single repository for all relevant information/data and ultimately to inform a
developing property strategy that is derived from the best data currentlyavailable. An
overview of the detailed contents of the SID is presentedin Appendix D, with Appendix E
outlining the implications of space and room types recorded in the SID on the analysis
undertaken. The SID itself is presented in Appendix F. As a database with nearly 7,000
individual datacells, the full SIDis not reproduced in paper copies of thisreport.

Much of the historic property data analysed during the pilot project was extrapolated from

the HSCP’s existing and comprehensive EAMS database, although this was supplemented by
extensive sitevisits and additional data collection/review by various members of the Property

14



and Capital Planning Team including the Board’s Project Director, Property Asset Manager,
Senior Property Manager, GP Premises Development Manager, Project Support staff and
Asset Senior General Manager.

Services data used in the SID was all as provided by East Dunbartonshire HSCP and
reviewed/agreedwith them prior to and throughout analysis.

6.2 The Strategic Infrastructure Database (SID): Detail

To aid decisionmakingat astrategiclevelaround what, if any, role existingassets may play in
a future strategic estate model, the SID ultimately attempts to consolidate all available
informationinto 4 summary criteriathatreflect:

e Theoverall quality/fitnessfor purpose of existing buildings.
e Theirbaseline utilisation.

Their strategicsignificance as aservice delivery location.
Their potentialto support future change/deliver service needs.

In the context of a developing property strategy this supports strategic analysis by allowing
individual premises to be plotted graphically on a range of different chartsaccordingto how
they score against each criterion to allow readyvisual comparison and analysis. The relevance
of these criteriais shownin Diag. 3. (Below)

6.3 Buildings Assessment & Backlog Maintenance Reporting

One criteriaused as a proxy forthe relative “quality” of abuildingis “backlog maintenance”.
Backlog maintenance is expressed as acost (£), but it isimportant torecognise thatthere is
currently nosingle accepted descriptor of this across the publicsector which makes any kind
of direct comparisonimpossible.

Poor Buildings Good Buildings
Less important More important
locations locations

Low Utilisation High Utilisation
NOTable to change Able tochange

Diag. 3. The Relevance of Consolidated Criteria Used to Summarise Existing Properties
To ensure that the project was able to merge NHS and Local Authority facilities assessments

and make reasonable over-arching comparisons, a workshop was held between relevant
estates professionals from both organisations to better understand the pertinentissues.
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6.3.1 NHS GG&CBuildings Assessment & Backlog Maintenance Reporting

NHS GG&C undertake cyclical condition surveys of its property portfolio to report into NHS
Scotland’s Estate and Asset Management System (EAMS). The survey categorises condition
based upon surveys by independent survey partners that is subsequently verified by local
Estatesteams. Italso generates an overallassessment regarding the standard and suitability
of the building, classifying these as follows:

A = Excellent/as newcondition (Generally less than 2years old)

B = Satisfactory condition with evidence of only minor deterioration

C = Poor condition withevidence of majordefects

D = Unacceptable condition, reached the end of its usefullife

X = Supplementary rating added to D only to indicate cases where it is impossible to
improve the building without replacement

The aim of NHS backlog maintenance appraisalis to assessthe costand risk level of any works
required toreturn the estate to a physical condition “B” (satisfactory condition withevidence
of only minordeterioration) and statutory compliance. They do this by assessing the lifecycle
period and lifecycle replacement costforeach asset. Overall, allitems withagrade Cor D, or
withinYearOand 1 (NHS)/Year1and 2 (LA) should be classed as backlog.

Itisimportant to recognise that backlog maintenance costs are expressed as works costs (i.e.,
the base costs to undertake works) and that consequentlya wide range of additional costs are
excluded. Theseinclude:

e Professionalfees

VAT

Contingencies

Inflation

Risk

De-cant costs

Temporary services to otherareas
Overtime/out of hours working
Disruption

Etc

As a result of these additional considerations —which incur a real cost — NHS Scotland now
widely recognises a three times multiplier to generate a more accurate reflection of true
“investment cost” to address identified backlog maintenance as recorded. Itis normal practice
to assume that the actual costs to undertake background backlog maintenance is around
three times the reported backlog maintenance costs.

6.4 Core Space (Room) Types
For the purposes of this strategic exercise, the review team worked on the principal that all
facilities have 3 core types of accommodation in scheduled planning terms. These were
defined as:

e Primarydeliveryareas (PDA’s)

e Desk & administrative areas (Desks)
e Secondary supportspaces
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6.4.1 PrimaryDelivery Areas (PDA’s)

“Primary delivery areas” or sometimes “primary clinical delivery areas” (PCDA’s) depending
on context, are those key rooms/spacesthat deliver core client-facing service functions. In the
context of this Primary Care strategy work they primarily include:

consultingrooms

treatmentrooms

interview rooms; and

other specifically defined/identified clinical /service delivery spaces/rooms. E.g., Gyms

It should be noted that simplifying room types for the purposes of analysis can lead to specific
challenges/errorsin some, especially smaller properties, butthatit is seen as an appropriate
means of simplifying data and analysis in the context of a 15 — 20-year strategic property
strategy involving multiple individual premises such as this. It is also noted that the SID
includes a more detailed breakdown of rooms and key spaces should furtherinvestigation or
analysis be required.

All the data relating to room numbers and types recorded in the SID has been provided or
verified by relevant Capital Planning and HSCP staff, with more detail on the nature of all the
spaces recorded and theirimplications in the context of the developing property strategy to
be foundin Appendix E.

6.5 GP Owned/Leased Premises & Activity Datain the SID

Although extensive property surveydatais available to the Board and HSCP, the data available
relating to GP owned/leased premises is still considerably less informed/detailed than that
available for NHS owned/leased premises. As a result, the information/data relating to GP
owned/leased premises has been supplemented by structured discussions with over-arching
GP premises/contract staff who know the buildings and published practice population
informationin support of this review.

The initial assessment of individual GP facilities should therefore be taken as indicative only
at thistime andintended to support ageneral assessmentof the overall GP premisesstrategic
property challenge ratherthan toinform specific practice by practice investment decisions.

In terms of GP activity data, practice population has been used as a simplified proxy for
relative activity levels. (See Appendix G) Whilst acceptable fora high-level, strategicexercise
such as this it is acknowledged that many factors affect the relationship between practice
population and actual appointments that will have to be considered in any detailed plans
subsequently developed. Theseinclude, but are not limited to:

e Variationinlocal services offered.
Local need/demand.

e Demography.

e Uptake.

e Accessibility.

e Deprivation.
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Consequently, this data has only been used to highlight a general apparent view of PDA’s
available by GP practice and cluster to determine where the most acute space issues may be
and where further, more detailed analysis and immediate action may be required.

Itis alsoimportantto underlinethat thisinformation will need to be discussed in detailwith
individual GP practicesbeforeitis usedto inform any specificchanges orinvestment decisions
and that future decisions around whatGP practices choose to do with their premisesliessolely
with them asthe premises owners/lease holders.

6.6 Summary: What do we have?

In summary, the East Dunbartonshire SID (Appendix F) identifies a wide range of data in
support of property strategy development. Thisincludes:

e A practice population of circa. 110,000 people.

e GP/HSCP managed services that are delivered from 23 physically separate premises
and 26 different delivery locations (further sub-divisions of space).

e Atotal of 10 NHS/Local Authorityowned/leased premises.

e Atotal of 13 GP owned/leased premises.

e Around 153,000 appointments being delivered from HSCP owned/leased premises

e Clinical services being delivered overall through circa. 218 individual PDA’s (rooms)
across all premises —notincluding administrative or support spaces.

e Atotal of 15 GP practices arranged across 3defined but relativelyisolated GP clusters
broadly related to the existing urban conurbations.

e Only 2 GP practices that operate from NHS owned/leased premises and account for
9% of the local GP practice population (Although one further practice has a sub-
branch with two clinical rooms within an NHS health centrefacility)

e 13 GP practices that operate from GP owned/leased premises and account for 91% of
the local GP practice population.

e Propertiesthatrange fromlessthan 10 years old (Lennoxtown Hub) to over 50 years
old (E.g., MilngavieClinic).

e Withinthe NHS/Local Authority owned/leased component of the estatecirca. 846 wte
staff and 555 desks.

e Twofacilitiesthatincludeatotal of 372 desks; representing 72% of the available total
desk/administrative capacity.(KHCC and Southbank)

e A total backlog maintenance figure of circa. £3.1m across all properties thatreduces
to £2.1m when the significant component associated with the shared offices at
Stobhill Hospital is removed. This figure is positively affected by the high number of
Council facilitiesin use where zero backlog maintenance is reported and incl udes:

e £222k associated with the nine HSCP occupied facilities (excluding the NE
sector offices at Stobhill)

e £1.8m backlogassociated with the thirteen GP owned/leased facilitiesin East
Dunbartonshire

7. WHAT DO WE NEED?
To answerthe question “what dowe need?”, phase 3 of the process involved
interrogating the data collated within the SID and identifying core options/opportunities for

improvement/advantageous change that were aligned to the preferred direction of travel
defined previously as “what do we want?”. Specifically, it sought to confirm:
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e Current and future service requirements in terms of client-facing capacity and
functionality, e.g., the broad volume of client-facing and administrative capacity
required now, and in the future, based on agreed future capacity modelling data by
geographical locality.

e How this relates to those assets currently available based on previously assessed
criteriaincluding:

o Theoverall quality/fitnessfor purpose of existing buildings

o Theirbaseline utilisation

o Theirstrategicsignificance as aservice delivery location

o Their potential to support future change/deliver those services identified as
beingrequired

e Those geographical areas/localities/facilities that represent the greatest
challenge/highest priorities for service review and property
investment/consolidation.

7.1 Whatdo we need now?

Assessments of baseline space utilisation were derived using the provided property and
activity data in combination with conservative but appropriate and evidence-based
assumptions regarding key metrics. Theseincluded:

e PDAnumbersavailable

e Numbers of appointments annually
Assumed or calculated clients/PDA/day

e Session utilisation

e wte staff numbers by facility and role

e Desksrequiredbywteandrole

Overall, the project team sought to understand the difference between spaces available and
required based on appropriate optimal utilisation as agreed through discussion with wider
stakeholder participants.

The review team recognise that historicassessments of space utilisation within consultation
areas are frequently based on “session utilisation”, that is to say, the number of rooms
available to support activity booked by clinic. This has historically shown very high levels of
utilisation in some areas and alack of rooms available forthose services who wish to expand
their service/physical footprint. The strategic primary care property review has instead
considered “in-session utilisation”, i.e. How well individual rooms are likely to be used daily
based on the number of clients recorded as accessing them. It has done this, inline with the
wider review process, by attempting to align historical activity with the space available to
supportit.

The review team note that all the metrics and assumptions we have used are clearly
documented within the SID and can be altered to present alternative perspectives/scenarios
to determine the impact of any proposed changes on space required. E.g., The impact of

assuming fewer desks/wte/role

Overall, the review of client-facing (PDA) space availablevs required has identified:
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A total of 218 PDA’s available to the HSCP across all facilities (HSCP and GP
owned/leased) to support the local health and social care needs care needs of the
110,000 local practice population

This equates to an overall average of 2.0PDA’s/1,000 practice population across East
Dunbartonshire (Renfrewshire, the pilot area, by contrast had a ratio of 1.75
PDA’s/1,000 practice population and Inverclyde 2.4)

That circa. 153,000 appointments are currently being delivered each yearwithinthe
publicsectorowned/leased component of the estate (10 propertiesand 59 PDA’s).
For services within HSCP owned/leased facilities this represents a range of between
2.4 and 19.4 clients/PCDA/day.

Overall GP activity is being delivered from 15 different locations and 170 PCDA's.

This represents arange of between 0.9and 2.5 rooms/1,000 population.

This appears to reflect a property portfolio that is overall well-utilised from a client-facing
activity perspective, albeit with understandable/explainable variances in baseline capacity
utilisation thatis explored furtherin subsequent sections of this report.

With respectto administrativeareas, the available data hasidentified:

Within the NHS/Local Authority owned/leased component of the estate circa. 934 wte
staff and 519 desks against a total estimated requirement for 736 desks at 80%
utilisation based on current project assumptions and metrics. (A substantial under
provision)

Fourfacilitiesthatinclude atotal of 443 desks; representing 85% of the available total
desk/administrative capacity and 79% of the identified wte desk requirements base d
on the agreed baseline metrics used relating to desks/wte and utilisation. (KHCC,
Southbank, Milngavie Clinic & Woodlands) NB Milngavie Enterprise Clinic has also
beenincludedinadmin planningtablesasitisanew facilitythatisnotyetinuse that
represents additional capacity that will come onlinein the nearfuture.

These facilities can be seenas the main “administration” areas with large numbers of
desks where additional analysis of desk utilisation may be appropriate.
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Diag. 4. Baseline Desk Utilisation in Key Facilities with Extensive Administrative Areas
(Based on agreed project metrics and assumptions)
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Diag. 4. (Above) presents an overview of the current desk count within the five primary
facilities with large administrative areas along with data relating to wte staff numbers by
professional grouping.ltalsoincludesan overall assessment of baseline desk utilisationbased
on agreed project metrics relating to desks/wte/staffing group.

The table shows a consistently higher utilisation of space than may be expected across three
of the four areas currently in use that the project team hypothesis is a consequence of on-
going “blended working” and may be indicative of the possibility to reduce baseline metrics
inreflection of this.

Diag. 5. (Below) presents an alternative view of the same data but now calculating the
difference between desks available and required at a baseline utilisation of 80% to indicate
the net excess/(deficit) in desk numbers by facility.
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Diag. 5. Baseline Desk Excess/(Deficit) in Key Facilities with Extensive Administrative Areas
(Based on agreed project metrics and assumptions)

Diag. 5. identifies a number of areas where existing baseline demand for desks may be
exceeding supplywhen utilising the metrics agreed —assituation that could resultin desks not
being available when required. Overall, there is a uniformly higher level of desk utilisation
than baseline metrics indicate may be appropriate which the project team hypothesise may
indicate either:

e A lack of available administrative space in KHCC, Milngavie Clinic; and Woodlands
Resource Centres, or

e The on-going medium-long-term impact of changes in working practices originally
developed in response to COVID that have reduced overall desk requirements and
shouldresultin deskplanning metrics beingamended moving forward.

The HSCP Team also note that there has been asignificantincreasein staffing levels because
of Scottish Government investment across a number of policy initiatives that has had a
consequentialimpact on deskutilisation. This includes the Primary Care Implementation Plan
(PCIP); Alcohol & Drug Support Teams; The National Mental Health Strategy; Winter planning
funding; Medication Assisted Treatment (MAT) standards; etc. All these investment
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programmes have resulted in the need to find space for additional staff within existing
facilities, atleastin the short-term, with a consequential increasein utilisation.

It isimportant that this situationis reviewed and addressed if necessary either through:

1) The re-alignment/expansion of teams/desks between facilities to ensure enough
space isavailable, and/or

2) The adjustment of project metrics (desks/wte/professional grouping) to reflect less
desks beingrequired on an on-going basis in reflection of permanent changestothe

amount of time staff will be expected, E.g. To undertake “hybrid working”, including
fromhome.

The project team also note that the limited opportunity to re-distribute baseline capacity (if
required) using theapparent space available at Southbank andthe new capacity likelytocome
online at Milngavie Enterprise Centre which is included within the SID but not yet occupied.
They also note that the space available at Southbank may be underestimated if, as noted,
staffing numbers are indeed a head countratherthan whole time equivalent (wte) number.

7.2 What are the key property challenges and opportunities?

7.2.1 The East Dunbartonshire HSCP Occupied Estate
Diag. 6. (Below) graphically presents SID data relating to the overall review team’sassessment
of existing key primary care infrastructure used by East Dunbartonshire HSCP. This shows

“building quality” (x axis) mapped against “strategic importance” (y axis) on the agreed
“strategic property assessment framework”.
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NON-KEY INERASTRUCTURE | : : GOOD FACILITIES:
DIS-INVEST & DISPOSE Less Important MAXIMISE USE

Diag. 6. Quality of Primary Care Buildings vs Strategic Importance

Thisframework also identifies the core elements and objectives of a property strategy asthey
relate tothe quadrants formed and properties withinthem. These are:
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e The high quality/strategically important quadrant: “Key infrastructure’, important
properties whose use needs to be optimised and that should be maintained
accordingly.

e The high quality/strategically less important quadrant: good facilities whose use
needs to be optimised — potentially in support of services where delivery location is
lessimportant/relevant.

e The low quality/strategically important quadrant: Delivery locations whose strategic
importance are not reflected in the poor-quality facilities available — potential
investmentin new facilities may be required.

e The low quality/strategically less important quadrant: non-key infrastructure where
the primary property objective should be to dis-invest and dispose as soon as
alternative options are available.

It isimportantto note that:

Building Quality scores (x axis) are based on extensive local reporting data along with
structured on-going facility assessments, supplemented by the capital planning teams
additional assessments and site visits. These have been generated by local estates staff from
both the NHS and East Dunbartonshire Council in conjunction with the Capital Planning Team
before being discussed and verified by the HSCP strategic management team to ensure
continuity and robustness. Components of the assessmentsinclude:

Physical condition

Statutory compliance
Environmental management
Functional suitability

Strategic Importance scores (Y axis) are based on the HSCP’s assessment of the strategic
significance of the facilities/sites assessed based on an initial assessment undertaken by the
Capital Planning Team to ensure continuity and robustness. Components of the assessments
include:

e Overall strategic importance of the location from an NHSGG&C/HSCP-wide
perspective.

e Accessibility of the facility/site as a strategicdelivery location.

e Proximitytootherrelevantlocations.

e Proximity/relationship to public/service needs.

e Whether there is any duplication or replication of the relevant facilities/services
locally.

The distribution of premises across the framework is broadly as might be expected, primarily
alongan axis running between the low quality/less important to high quality/moreimportant
guadrants. Thisis probably indicative of an effective historical estates management strategy
that has concentrated available funding on the mostimportant facilities in combination with
a capital planning strategy that has sought to maximise the value of new investment. A
number of properties lie outside this axis and do appear to be worthy of note however, in so
far as theirstrategicimportance seems at odds with the baseline quality assessment of their
buildings. Theseare:

e Milngavie Clinic(Strategicsignificance 10/10, Building Quality 6/10)
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e Kirkintilloch Area Office (Kilsyth Road), Criminal Justice Services(Strategicsignificance
8/10, Building Quality 4/10)
e St Ninian’s Hall (Strategicsignificance 1/10, Building Quality 5.4/10)

Diag. 7. (Below) presents the same assessment of premises but with the additional inclusion
of assessed utilisation. This is conveyed through the simplified use of colour that represents a
range of assessments—developed from SID data - as summarised in Diag.8. (overleaf) where:

e Qualitative assessments range from “Could hardly be better, Perfection, A” to “Could
hardly be worse, D-"

e GP space utilisation activity (in reflection of the absence of detailed patient
appointment numbers) is measuredin PDA’s (rooms)/1,000 Practice Population and
ranges from<0.5 to>2

e HSCP utilisation activity is measured in Appointments/PDA/Day and ranges from Oto
>20 appointments/PDA/day

e Deskutilisationisbased onthe difference between the number of desks availableand
the number of desks assessed as being required utilising agreed desk ratio metrics
and ranges from <30% to >85%

e Utilising a simple red/amber/green annotation, a score of between 1 and 3 is
categorised as “red”; 4and 6 is “amber”;and 7 and 10 is “green”

For clarity, it is noted that, in buildings where both HSCP and GP services are co-located
(Lennoxtown Hub and KHCC) this assessment reflects HSCP activity only. Where buildings
include a mixed client-facing/administrative element, scores are based on an overall
“blended” assessment thatis apportioned to baseline areas.
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Diag. 7. Quality of Primary Care Buildings vs Strategic Importance vs Utilisation
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ASSESSMENT GP ACTIVITY HSCP ACTIVITY| DESK UTLISATION | SCORE
Descriptor PDA's/1,000 Prac' Pop |Appts/PDA/Day| Desk Utilisation | (1 -10)
Could hardly be better, perfection (A) 2.0+
20+ 85% and over
Excellent, almost perfect (A-) 1.8-2.0
18-20 80-85%
Very good (B+) 16-1.8
16-18 75-80%
Good (B) 14-1.6
14-16 70-75%
Quite good (B-) 12-14
12-14 65-70% 6
Adequate (C) 1.0-1.2
10-12 60-65% 5
Less good (C-) 0.8-1.0
8-10 50-60%
Poor (D+) 0.6-0.8
6-8 40-50%
Very poor (D) 0.5-0.6
4-6 30-40%
Could hardly be worse (D-) Lessthan0.5
0-4 Less than30%

Diag. 8. Overall Utilisation Assessment Criteria

Diag. 9. (Below) presents an alternative graphical representation of the SID data relating to
the overall review team’s assessment of existing key primary care infrastructure
owned/leased by East Dunbartonshire HSCP. This continues to show “building quality” (xaxis)
but now mapped against “potential”.
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Diag. 9. Quality of Primary Care Buildings vs Strategic Potential vs Utilisation

“Potential” scores (Y axis) are based on the collective Project Team’s overall strategic
assessment of the potential for each facility/site to change based on an initial assessment
undertaken by the Capital Planning Team to ensure continuity and robustness. Components
of the assessmentinclude:
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e Ownership. Whetherthe site/facilities are owned orleased, etc.
Willingness of the owners/relevant stakeholders to support change.

e The presence of options to support change of existing facilities (Modify, extend,
vacate, alteruse, etc).

e The availabilityof options to make additional/alternative use of the site.

e Value, saleability, transferability, income generation potential, other financial
considerations, etc.

The key differences highlighted here reflect how the additional consideration of site/facility
“potential” affects analysis with, most notably:

e Milngavie Clinicbeingidentifiedas a poorer quality but well-utilised and strategically
important facilitythat may have the potential to be developed/replaced initscurrent
location. (Need toinvestin orotherwisesecure along-term alternative?)

e Kirkintilloch Area Office being identified as a poorer quality but well utilised facility
with limited potential and verylimited optionsfor change. (Need to findan alternative
location forthe existing 9desks and 2 rooms?)

e Lennoxtown Hub beingidentified as a high-quality, strategically important facility
with limited opportunity for further development, but available consulting room
capacity based on the activity data provided. (Opportunity to make better use of
consulting space?)

e St Ninian’s Hallbeing identified as asmall but well-used facility that is poorer quality,
has no potential for change and is of no strategic significance. (Requiring the re-
provision of atleast the baseline 13 desks currently provided)

7.2.2 The East Dunbartonshire GP Owned/Leased Estate

As noted previously, although survey data is now available related to GP premises that
includes room numbers and backlog maintenance assessments, lessis still knowninrelation
to these privately owned/leased facilities. It is also important to recognise that, unlike for
HSCP owned premises, meetings have not taken place with all GP stakeholders to agree an
overall detailed assessment (scores) for individual properties against the criteria assessed.
(Other than capacity based on rooms/1,000 practice population where scores are allocated
based on actual data provided)

Notwithstanding this, a desktop review did take place involving representatives of the project
team and NHSGG&C Primary Care commissioning team with knowledge of the facilities in
question. Thisidentified that of the thirteen facilities reviewed:

e Sixwere purpose built as GP facilities whilst the remainder have been converted
forthisuse.

e Eleven are ownedby GP’s andtwo are leased (One from a private landlord, one
from a third party).

e There is a substantial difference in the likely suitability of these facilities for the
short-medium term delivery of GP/Primary Care services based on their current
location, configuration, status, etc.

e Five GP owned/leased practice buildings appear to have an effective long-term
future as healthcare delivery locations; two appear suitable for the medium to
long-term delivery of GP services; and six that are highly unlikely to be fit for
purpose in medium-long-term.

e Collectively, they account forjust over £1.8m of backlog maintenance.
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e Utilising the nationally recognised multiplier (3x) indicates a likely cost to address
backlogissues across the GP owned/leased estate of around £5-6m.

In terms of utilisation, available data identified two practices with 1 or lessthan 1 room
available/1,000 practice population that may represent an early physical capacity challenge.
These were:

e The Terrace Medical Practice (0.9 PCDA/1,000 practice population)
e Woodhead Medical Practice — located within the Local Authority owned KHCC
facility (0.9 PCDA’s/1,000 practice population)

The Project Team note that, whilst the overall quality and utilisation of the GP owned/leased
estate in East Dunbartonshire is broadly similar to that seen in other parts of the NHSGG&C
Board area reviewedthus far, East Dunbartonshireis uniquein terms of thevery highvolume
of GP services delivered from GP owned/leased premises. Specifically, itis noted that only 2
GP practices in East Dunbartonshire operate from NHS owned/leased premises, accounting
for only 9% of the local GP practice population whilst the remaining 13 operate from GP
owned/leased premises and account for 91% of the local GP practice population. (Diag. 10)
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Diag. 10. GP Premises by Ownership/Lease Responsibility

Thisis clearly a riskin terms of the current GP contract (See Appendix C) which seeks ashift,
over 25 years, toa new sustainable model in which GPs willno longer be expected to provide
theirown premises. The riskis considerably more than just contractual however, asanalysis
and detailed discussions have also identified that:

1) East Dunbartonshire is serviced by relatively isolated clusters of GPs that serve the
existing urban conurbations asidentifiedin Diag. 11.
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2) Those facilities identified as potentially not suitable for the medium to long-term
delivery of health services, based on the assessments undertaken thus far, are
concentrated inthe Bearsden/Milngavie area.

3) Whilst potentially not suitable for the long-term delivery of primary healthcare
services, these facilities are in highly desirable residential areas and therefore likely
to command strong values if marketed and to sell easily. (Unlike existing facilities
reviewed in other parts of the NHS board area)

4) This potentially meansthatthe owners (partners) are lesslikely to be dependent upon
NHSGG&C torealise asale as they might be in other parts of the Board area and that
this COULD lead to the loss of physical premises without a sufficient lead time to
develop replacement capacity should existing partners decideto retire and sell their
premises onthe open market without referenceto the Board.
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Diag. 11. GP Clustersin East Dunbartonshire

Collectively, these factors should be seen as a unique and substantial risk in terms of the
delivery of GP capacity across East Dunbartonshire but specifically in the Bearsden &
Milngavie and Bishopbriggs & Auchinairn areas.

7.2.3 WhatDo We Need Now: In Summary?

Overall, with respect to the existing owned/leased estate, itis possible to conclude that East
Dunbartonshire benefits from a majority of good/very good buildings, in strategically
important delivery locations across the areathat appear to have animportant medium/long-
term role (economic considerations such as lease costs aside). These include:

e LennoxtownHub

e Kirkintilloch Health & Care Centre (KHCC)
e Southbank Children & Families/Community Centre
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e Woodlands ResourceCentre
e Milngavie Enterprise Centre

Whilst these facilities are primarily well used, the opportunity may existin the short-term to
re-align some services to make better/optimal use of the space available and address
potential “over-crowding” when (if?) desk utilisation returns to pre-COVID levels. It is
recognised however, as noted previously, that such opportunities will be further constrained
by the substantial investment in additional staff to support a wide range of relevant policy
initiatives.

East Dunbartonshire alsofeatures asmaller number of poorer/less appropriate facilities, that
are also strategically important but appear to have a strategicsignificance thatexceeds their
baseline quality. These are:

e Milngavie Clinic
e Kirkintilloch Area Office

Of these, Milngavie Clinicis clearly the most significant as it is difficult to see any strategic
solutionto this challengethat does not involve substantial capitalinvestment.

This requirement to consider a substantial capitalinvestment in the Milngavie/Bearsdenarea
is only exacerbated by wider detailed consideration of the existing GP owned estate. Thisis
because the Project Team believe, as detailed previously, that:

1) existing GP capacity inthe Bearsden/Milngavie areais already notthe mostsuitable
forthe mediumtolong-term delivery of healthcare

2) the existingfive practices in the Bearsden/Milngavie area currentlyaccount for £768k
in backlog maintenance costs and are all owned by the practices usingthem

3) all this capacity could be lost to the NHS with minimal notice — and certainly not
sufficientlead timeto develop a built solution —if practices decided to vacate current
premisesforwhateverreason

4) ifthishappened—evenin part—the additional demand would fall on Milngavie Clinic
as the only existing HSCP owned/leasedclinical facility in the area

5) Milngavie clinicis already awell utilised but poor-qualityfacility. Assuch it wouldnot
be able to cope with the additional demand, possibly resulting in a substantial failure
of the local service.

This must be seen as a unique and substantial challenge.
With regards to the balance of the estate, itis also important to recognise that within the

Bishopbriggs and Auchinairn area, whilst existing GP owned/leased facilities are more fit for
purpose inthe medium-long term:

1) Thereisno existing HSCP facility capacity.

2) (Thismakesthe delivery of PCIP and CTAC commitmentsimpossible)

3) AllGP practice capacity is again owned/leased by General Practitioners.

4) A level of risk relating to ownership of premises similar to that highlighted in

Bearsden/Milngavie is evident that needs to be considered and mitigated.

St Ninian’s Hall must also be considered, with available data and HSCP’s assessments
highlighting it as afacilitythatis neither strategicallyimportant or functionally suitable, where
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the preferred strategy is likely to be to vacate by transferring the existing small number of
staff and services —which are not geographically relevant —to an alternative facility. These
assessments are considered furtherin phase 4 of the process: whatis required?

7.3 What may we need in future?

Whilst considering the difference between what we “have” and what we “need” now is a
relatively clear (if complex) task, understanding what we may need in the future is
considerably more challenging. The project has however identified a range of factors that
needto be considered during detailed future facility planningincluding:

e Overall population change and demographics.

Populationshift, including the creation of new/different population centres.
Addressinginequalities.

The impact of improved facility utilisation and flexibility.

Changesinthe kind of spaces neededas deliverymodels change and other factors.
The impact of shifting the balance of care and MFT.

Whilst the impact of COVID, MFT and improved utilisation is considered elsewhere in this
report — and across the entire PCES programme - it is necessary to reflect on broader
demographic and inequality considerations here to understand the impact they are likely to
have on facility planning moving forward.

7.3.1 Overall Population Change and Demographics

Latest National Records Scotland (NRS) Mid 2020 Population Estimates published by NRS on
25th June 2021 record that East Dunbartonshire’s estimated population as of 30 June 2020
was 108,750.

Data also indicates that East Dunbartonshire has experienced a very slight increase in

populationinrecentyears butthatthisis broadly inline with the Scottish averageataround
0.1% between 2019and 2020 as highlighted in Diag. 12. (Below)

Scotland

scotland - .

Diag. 12. Scotland % Population Change 2019 - 2020
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Diag. 13. (Below) highlights the population breakdown of East Dunbartonshire by age and
sex in 2018 and is taken from NRS population data sets used to project population change
for the next 25 years from then. Full details of NRS population breakdowns and projections
can be found here:

https://www.nrscotland.gov.uk/statistics-and-data/statistics/statistics-by-
theme/population/population-projections/sub-national-population-projections/2018-
based/detailed-datasets

East Duns by Age Total Males Females
0-14 18,225 9,384 8,841
15-29 17,012 9,156 7,856
30-44 17,475 8,433 9,042
45-59 23,607 11,104 12,503
60-74 20,639 9,717 10,922
75+ 11,792 4,890 6,902
Total 108,750 |52,684 56,066

Diag. 13. NRS mid-year population estimates for East Dunbartonshire in 2020

Diag 14 highlights anticipated changes to this baseline population of East Dunbartonshire by
age and sex for the next 25 years based on 2018 baseline data published by NRS. Although
data is available by year on the NRS website, only summary information has been included
here relatingto 10, 20 and 25 years afterthe baseline. (2018)

As can be seen, current NRS population projections indicate a likely increase in the
population of East Dunbartonshire of around 8,000 people or circa. 7% over the next 25
yearsif currenttrends continue.

2018 2028 2038 2043
Age Group

Number (% Number |% Number (% Number (%
0-15 19,224 18% 20,088 18% 19,841 17% 20,016 17%
16-29 16,196 15% 15,115 13% 16,187 14% 16,021 14%
30-44 16,998 16% 20,249 18% 18,998 16% 18,764 16%
45-59 24,478 23% 20,554 18% 23,094 20% 24,163 21%
60-74 20,022 18% 22,028 19% 19,642 17% 18,562 16%
75+ 11,412 11% 14,365 13% 17,645 15% 19,010 16%
Total 108,330 112,399 115,407 116,536

Diag. 14. NRS Population Projections for East Dunbartonshire to 2043
(NB Breakdown % shown to nearest whole number so totals do not always equal 100)
As well as a generalincrease in population over time, NRS projections also indicate a
significant increase in the average age of the population over the next 25 years, including a

substantialincreasein the share of the overall population represented by those aged 75years
andover.
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Thisis highly relevant, as these are the age groups who are statistically most likely torequire
higher levels of health and social care support due to increased frailty, co morbidity and
complexity of need.

Whilst it is difficult to definitively estimate the potential impact the ageing population will
have on Primary Care capacity requiredand not appropriateinterms of thisstrategic property
planning exercise, historic QR RESEARCH data collated by the Office for National Statistics
(ONS) on behalfof NHS in England that ceased to be reported on after 2008 identified, atthis
time, the relationship between age and gender on consultation rate peryear.Elements of the
2008 data are reproduced inDiag 12 (Overleaf)to provide a (historic) indication of thegrowth
inappointment activity that might be expected basedon an ageing population.

As can be seen, historically at least, those aged 75 or over were likely to require more than
three times as many appointments per annum as those aged 40-45 with a broadly similar
patternformenand women.

Consultation Rate by Age and Gender PA
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== \a|e Consultation Rate per person peryear

Diag.15. Historic ONS QR RESEARCH Data From 2008 Showing the Relationship Between
Age and Consultation Rate Per Year by Sex

7.3.2 Population shift, including the creation of new/different population centres

Asa 15-20-year strategy, itis essentialto consider the difference between currentand future
population centres and distribution to understand the impact on existing and future
infrastructure. The Project Team have considered this through the review of a range of
relevant documentation that indicates how the population may change and grow through
planned housing developments.

7.3.2.1 The East Dunbartonshire Local Housing Strategy and Strategic Housing Investment
Plan

The East Dunbartonshire Local Housing Strategy 2017 — 2022 sets out the strategic policy

approach to the Local Authority and its partners to deliver high quality housingand housing
related services across all tenuresto meetidentified need in East Dunbartonshire.
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The East Dunbartonshire LHS identified 5 priority outcomes:

Enable asuitable, efficient, affordable supply of housing
Enhance the role of housing options in preventing homelessness
Encourage independent living

Address housing condition, fuel poverty, regeneration
Improving service delivery, quality, and valuefor money

uhwN e

All Scottish local authorities are required to prepare and update a Strategic Housing
Investment Plan(SHIP) annually. The SHIP is supplementary to The East Dunbartonshire Local
Housing Strategy (LHS) which has the core purpose of meeting the varying housing
requirements of residents across East Dunbartonshire. The current East Dunbartonshire SHIP
sets out how investment in affordable housing will be targeted over the five-year period
2021/22 to 2025/26, and outlines howthe Council and its partners will deliver these priorities.

The East Dunbartonshire LHS identifies housing need and demands across the council area
using the Scottish Govt’s HNDA tool. The Tool collatesevidence relating to key criteriasuch as
demographic projections and economicindicators, to estimate futurelevels of housingneed
and demand.

The HNDA Tool calculation combines the number of existing households who require
additional housing with an assessment of the number of new households that will formeach
year and produce a total annual housing requirement. This requirementis then broken down
by housing tenure by assessing the ability of households to meet housing costs.

https://www.eastdunbarton.gov.uk/filedepot download/35878/1828

https://www.eastdunbarton.gov.uk/filedepot download/301631/3458

7.3.2.2 East Dunbartonshire Local Development Plan (2017)

East Dunbartonshire Council are currently preparing anew Local Development Plan(LDP) that
will guide the future use of land in East Dunbartonshire. By setting out planning policies and
identifying sites for development and protection. As a result of this on-going process the
current (existing) plan was published in 2017. Full copies of the relevant documents can be
found here:

https://www.eastdunbarton.gov.uk/filedepot download/26637/1760

The Local Development Plan sets out a land-use strategy for East Dunbartonshire to deliver
the Community Planning Partnership’s Local Outcome Improvement Plan. The planning
policies in this documentare intended to improve the quality of East Dunbartonshire as a
place tolive,work and visit. The Plan reflectsthe Council’s desire to create high-qualityplaces
forresidentsto live, facilitate sustainable economic growthand the development of ourtown
centres, maximise ourtourismand business potential, and protect and enhance the quality of
ourlocal historic, natural and water environment. It also ensures that essential infrastructure
forenergy, broadband, minerals, and waste is provided.
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The planalsoincludes asummary of “Housing Development Opportunity Sites” thatidentify
where future replacement or additional housing provision could be developedthatis likely to
be directly relevant to the developing Primary Care Estate Strategy.

7.3.2.3 Local Population Shift & Housing Developments

As well as the additional capacity required to address any overall increase in the size of the
health needs of the patient population across East Dunbartonshire (if not population
numbers) and addressexisting inequality, thereis alsoarequirement to consider newhousing
developments and population moves that have the potential to place significant strains on
local health servicesif not planned for appropriately.

The Local Development Plan identifies all sites currently zoned for housing as well as the
indicative number of units planned for each. Whilst there is no clear timetable for these
developments—in recognition of the wide number of factors out with the Council’s control
that may impact upon this—itis reasonableto assume thatall are likely to have animpact on
health and social care service delivery within the lifespan of assets considered within this
strategy.

East Dunbartonshire Spatial Strategy Map
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Diag. 16. A Spatial Strategy for East Dunbartonshire (Extract from the Local Plan)
Diag. 17 (Overleaf) presents a simplified overview of existing facilities beingconsideredby this
review with the approximate locations of the main areas of potential housing development
identified to outlinethe likely relationship between the two.

As can be seen, the mainsites currently identified (100 units or more) include:

e WithinBearsden & Milngavie
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Craigton Road, Milngavie (120 units)
Kilmardinny, Bearsden/Milngavie (320 units)

Former St Andrews College, Bearsden (107 units)

Within Bishopbriggs, Torrance, Balmore & Bardowie
BishopbriggsEast (194 units, 99 remaining)
Former Cadder Sewage Works, Meadowburn West & Jellyhill Nursery,

Bishopbriggs (108 units)

Within Kirkintilloch, Lenzie, Waterside & Twechar
Braes O’ Yetts, Kirkintilloch (200 units)
Broomhill Hospital, Kirkintilloch (135 units)
Fauldhead, Kirkintilloch (125 units)
WoodleaHospital, Lenzie (926 units, 561 remaining)

Within Lennoxtown, Milton of Campsie, etc
Lennox Castle, Lennoxtown (274 units)

] GP Location | :--'.,. i Ag \M,:,: :[l\l;lzs_):
8 Offices ' .":' ': o
5 Health Centre/Hub '\A\ /

A Other, E.g. Resource Centrei | \ s
'. Significant Housing Dvpts ’ 274 Units jl \ \\\

l'} . ;L)

el e T
L L

x ' ./;: oA
Q ] % 100 Umts ,‘i

Diag.17. The Relationship Between Key Housing Development Sites in East Dunbartonshire
and Existing Primary Care Infrastructure

In addition to these larger development sites however, a substantial number of additional
units are planned on arange of smallersites across the area. Theseinclude:

e Within Bearsden & Milngavie, afurther 318 units planned across 11additional sites
e Within Bishopbriggs, Torrance, Balmore & Bardowie, a further 326 units planned

across 13 additional sites
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e WithinKirkintilloch, Lenzie, Waterside & Twechar a further 637 units planned across
16 additional sites

e Within Lennoxtown, Milton of Campsie, etca further 322 units planned across 13
additional sites

It is important to contextualise all these potential developments to understand the impact
they could have onlocal health and social care services and the Primary Care Estate required
tosupportthis. Tothis end, several variablesare relevant that need to be consideredforeach
development to support modelling. These include:

e The numberof units planned.

e Thesize/natureof these units (Number of bedrooms, etc).
Theirlocation relative to existing health and social care provision.

e Theanticipated occupancy perunit (Impact on population shift).

e An assessment of how many of these people are movingtothe areaas compared to
moving withinit, i.e. Dothey represent additional or new demand or simply a
geographical shiftin the locus of this? (Impact on overall population)

e Anassessment of theirlocal health and social care needs and where these are likely
to be met, E.g. The impact on local specified GP practice population sizes and;

e Consequently (in the context of this strategic primary care property strategy
development)theirlikely impact on specificexisting delivery locations or;

e Theirrequirementtodevelop completely new/additional local capacity.

Whilstthe size of the units identified in the LDP is currently not known and likely to continue
to change as planning approvals are developed, itis possible to estimate arange forrequired
variables based on recent similar developments and more detailed analysis undertaken in
support of these. One example of this used previously in the PCES programme is Dargavel
Village, Bishopton, a relatively remote/self-contained new housing development in
Renfrewshirewhere:

e The anticipated occupancy per unit was modelled at between 2 and 4 persons per
unit based on actual occupations.

e Up to100% of new occupations were deemedto be “additional population” based on
the close correlation between known occupations and the local GP population.

o The impactof this additional population on existing local GP premises was modelled
to determine the likely impact on space requirements over and above any baseline
currently available.

Diagrams 18-21 present one potential scenario modelled and the potential impact on space
requirementsassociated with these developments as they relate to each of the four planning
areas identified in the LDP. In this scenario, which reflects the final variables agreed in the
Bishopton/Dargavel example:

e Estimated units are asidentified in the East Dunbartonshire LDP

e Assumed persons/unitissetat2.7 (based onrecent Dargavel modelling)

e Assumed impact is set at 75%, i.e. It is assumed that 75% of people establishing
themselves in these new developments will be new to the area and therefore
representadditionaldemand.

e Assumedroomsrequired are setat1.2/1,000 practice population.

e Thetotal numberof rooms(PDA’s)likelyto be required isinthe order of 9-10(against
a total baseline GP number of rooms available of 170).
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The diagrams also show the breakdown of room requirements by practice/housing
development based onthe assumptionsdocumented —which alsoinclude:

o The estimated new population associated with larger developments (100 units or
more) apportioned to individual practices based on first principles. l.e., Visual
assessment based on geographical proximity only; and

e The balance of the estimated population associated with smaller developments
apportioned evenlyacross all practices within the relevant GP clusters.

The Project Team acknowledge that in infinite number of alternative scenarios exist and
would encourage the local teams to review and refine these to understand the detailed
impact they are likely to have on local service requirements as well as the sensitivity
associated with modifying all variables. Notwithstanding this, this baseline scenario hasbeen
usedtosupportall furtheranalysisin the context of this strategic planning exercise.

5 rio: B den & Milngavie "For Strategic Planning”

Craigton Rd | Kilmadinmy | St Andrews | Additional
Site Milngavio Bear/Miln | Bearsden | Dispersed Total
Estimated Units (Total) 120 320 107 318}
Assumed Ave Persons/Unit 2.7 2.7 27 2.7
Est local population change (Units ave persons/unit) 324 864 2889 8586
Assumed impact of pop change on GP Provision (%) 75% 75% 75% 75%
Assumed impact of pop change on GP Frowsion (Pop) 243 6548 217 644)
A ¢ additional rooms required/1.000 practice population 1.2 1.2 1.2 1.2]
Assumed gross additional rooms required (Number) 0.3 0.8 0.3 0.8] 2.1
Assumed % Impact: Kessington MC 0% 20.0% 33.0% 20.076[
Est Population Impact {Numbers) Kessington MC 0 130 72 129) 330{
Assumed % Impact: Denbridge Surgery 0% 20.0% 33.0% 20.0%)
Est Population Impact (Numbers) Denbeidge Surgery 0.00 130 72 129] 3304
Assumed % Impact: The Terrace 0% 20.0% 33.0% 20.0’6[
Est Population Impact (Numbers) The Terrace 0 130 72 129[ 330
Assumed % Impact: Ashfield MP S0% 20.0% 0.0% 20.0%)
Est Population Impact [Numbers) Ashfield MP 122 130 0 129) 380]
Assumed % Impact: Kersland House 50% 20.0% 0.0% 20.0%)| |
Est Population Impact [Numbers) Kerstand House 122 130 0 120] 350

Diag.18. The Potential Impact of Key Housing Development Sites in Bearsden & Milngavie
on Room Requirements (A potential scenario)

Scenario; Bishopbriggs, T , Balmore & dowle "For Strategic Planning”™

Cad, Mead' &  Additional
Site Bishop' East | Jelly' (Bish') | Dispersed Total
Estimated Units (Total} 100 108 326|
Assumed Ave Persons/Unit 2.7 2.7 2.7]
Est local population change (Units ave persons/unit) 270 291.6 880.2
Assumed impact of pop change on GP Prowsion (%) 75% 75% 75%)
Assumed impact of pop change on GP Prowvision (Pop) 203 219 660
Assumed additional rooms required/ 1,000 practice population 1.2 1.2 1.2
Assumed gross additional rooms reguired (Number) 0.2 0.3 0.8] 1.3]
A d 3% Impact: K e MC 25% 25% 25%] l
£t Population Impact (Numbers) Kenmure MC 51 55 165] 270|
Assumed % Impact: Springlield MP 25% 5% 25%] ]
Est Population Impact (Numbers) Springflisld MP 51 55 165} 270
Assumed 3% Impact: Auchinairn MP 25% 25% 25% |
Est Poputation Impact (Numbers) Auchinairm MP 51 55 165 270
Assumed % Impact: Brackenbrae Surgery 25% 25% 25%] |
Est Poputation Impact (Numbers] Brackenbrae Surgery 51 55 165| 270

Diag.19. The Potential Impact of Key Housing Development Sites in Bishopbriggs, Torrance,
Balmore & Bardowie on Room Requirements (A potential scenario)
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Sconarie: Kirkietilloch, Lenaie, Waterside & Twochar “For Strategic Manning”
Beaes O Yett | Meoomhil | Favidhead | Woodles | Additiona :

Site Kirkintilioch | Kirkintsiloch | Kirkintiloch | Lemle | Dispersed | Total

2 d Units {Tceal) 200| 115 125 a26| 637}
Assumed Avw Pursons/Unit 27| 27 27 27| 2.7]

Est local poptation change (Units ave persons/unit) 580 3645 337.5 2500.2] 1719.5|

Assumed impact of pop thange oo GP Pravision [%) 75% 5% 5% 5% 75%)|

Assumed impact of pop change on GP Frovision (Pop) 405 273 253 1875 1220]

Assumed additions] rooms reguired/ 1,000 practice population 12 12 12 1.2 13

Assumed gross acdditional rooms reguired [Number) 0.5 03 0.3 23 1 [E
A d % Impact: L MP o% o% 0% 0% 16%] |
Est Papedation Impact (Numbers) Lennoxtown M _.o o [} ol % n#
Assumed % Impact: Woodhead MP 20% 0% 20% 20.0% 1

£5t Poxdation Impact (| 3) Woodhead M# 81 5% 51 375 % 71.1
Assumed % Impact: Regent Gardens MC 20% 2% 20% 20% 1

Est foprdation Impact [Numbers) Regent Gardens MC 81 s 51 375 zg* n1
A ¢ % Iimpact: The Turret MC 20% 2% 20% 20.0% 16%

Est Popudation Impact () 3) The Turret MC 81 <5 51 375 206] = |
Assumed 5% Impact: Southbank Surgeey 20% 2% Wk 20% 16%] 1
Est Popudation Impact ( ) Southbanks Surgery 81 5 51 375 208| 762
Assumed 5% Impact; Peslview MC 20% 2% 20% 20% 16%| |
Est Popudation Impact [ ) F MC 81 55 51 'ﬁ' 208| 768]

Diag.20. The Potential Impact of Key Housing Development Sites in Kirkintilloch, Lenzie,
Waterside & Twechar on Room Requirements (A potential scenario)

Sconario: Lermcxtown, Milton of Camgnie, Etc “For Strategic Planning™

Estimated Units {Totad) 274 32|
Assumed Ave Persons/Unit 2.7 2.7
Est local popdation change {Umits ave persons/unt) 7398 865.4]
Assumed impact of pop change on GP Provision |%) 75%] 5%
A impact of pop change on GF § {Pep) sss) 652)
Assumed additional rooms required/ 1,000 practios population 12 1.2
o d gross rooms required {! ber) 0. 0.8 14
|Assumea % Impact: ¢ MP 100% 16%|
Est Popdation Impact [Numbers) Lennoxtawn MP 555 109 659
o % Impact: Woodhead MP o 16%
st Population impact (Numbers) Woodhead MP 0 104 104}
A d % Impact: Regent MC o% 16%
Est Pogedation tmpact (Numbers) Regent Garders MC 0 104 104}
A d % Impact: The Turret MC o 16%)
Est Popudation impact [Numbers) The Turret MC 0 104 104}
% Impact: Southbank Surgery o% 16%)
Est Popedation impact (Numbers) Southbanks Surgery 0 104 104
% Impact: Peclview MC % 16%)
w-w Impact (Numbers) Pesiview MC 0 104} 104}

Diag.21. The Potential Impact of Key Housing Development Sites in Lennoxtown Milton of
Campsie, etc on Room Requirements (A potential scenario)

Baseline
List Size

7389

[Bearscen & Milngavie ul_ e61
Bearsdon & Miingavie 7673

7671
7897
9296
7142
1697

| 3,353

| Kirkartilloch & Lennotown % . 6,785

| Kirkinnilioeh & Lennaxtown B 10331

| rarkartilloch & Lennaxtown urces Med: 5 6389

Kitkertilloch & Lennaxtown 7241

Kirkirtilioch & Lennaxtown [P 10396

Diag.22. The Potential Global Impact of Housing Development Sites in East Dunbartonshire
on Room Requirements by Practice and Cluster (A potential scenario)
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Diag. 22 summarises the global potential impact associated with housing development across
East Dunbartonshire by individual GP practice and GP cluster based on the preferred scenario
developed for planning purposes. This scenario, which is seen as “pessimistic” indicates that,
were no additional capacity created—and in the absence of any other changes:

e All practices are likely to be impacted negatively in space terms by potential future
housing developments based on identified sites and unit numbers.

e Anumberofindividual practices may increasinglystruggle to cope withthe additional
physical capacity requirements suggested.

e Three of the practices (Denbridge Surgery, Springfield Medical Practice and
Lennoxtown Medical Practice) are likely to go from being green (“good”) in relative
capacity terms based on current project assumptionsto (amber) “reasonable” due to
adropinrooms/1,000 practice population available (although these assessments are
relatively arbitrary)

e Woodhead Medical Practice — which appears already seriously compromised in
relative capacity terms becomes even more challenged, moving from (amber)
“reasonable” tored; however,

e when considering existing services on a “cluster” basis — even although existing
clustersdo not have any “shared” responsibility for local service delivery - all housing
development associated demand appearto be “collectively” manageable; and,

e none of the developments planned appear to pre-empt the requirement for
completely new GP facilities where none exist at present, although they will place
further pressure on PCIP and CTAC implementation, especially in Bishopbriggs &
Auchinairn, where no shared HSCP capacity currently exists.

Overall, itis possible to conclude that, whilst these proposed developments will affect space
requirements locally, itis highly likely that they will be manageable within existing collective
capacity. They will however inevitably challenge the ageing infrastructure already identified,
most notably associated with local GP premisesin the Bearsden/Milngavie area and Milngavie
Clinic, further underpinning the case for investment in these facilities. They will also further
expose the lack of shared HSCP capacity in Bishopbriggs and Auchinairn and exacerbate the
impactthisislikelyto have on the development of these important programmes —potentially
underlining the requirement for additional shared support space in this area.

7.3.2.4 Addressing Inequality

The Scottish Index of Multiple Deprivation (SIMD) is a relative measure of deprivation across
6,976 small areas (called data zones) that coverthe whole of Scotland. If an areaisidentified
as ‘deprived’, this can relate to people having a low income, but it can also mean fewer
resources or opportunities.SIMD looks at the extent to which an areais deprived acrossseven
domains, income, employment, education, health, access to services, crime, and housing.

SIMD s the Scottish Government's standard approach to identify areas of multiple deprivation
in Scotland. It can help improve understanding about the outcomes and circumstances of
people living in the most deprived areas in Scotland. It can also allow effective targeting of
policies and funding where the aim is to wholly or partly tackle or take account of area
concentrations of multiple deprivation.

SIMD ranks data zones from most deprived (ranked 1) to least deprived (ranked 6,976). People

using SIMD will often focuson the datazones belowa certain rank, for example, the 5%, 10%,
15% or 20% most depriveddatazonesin Scotland.

39



SIMD is an area-based measure of relative deprivation: not every personinahighly deprived
areawill themselves be experiencing high levels of deprivation.

Data zonesin rural areas tend to covera large land area and reflect amore mixed picture of
people experiencing different levels of deprivation. This means that SIMD is less helpful at
identifying the smaller pockets of deprivation foundin more rural areas, compared to the
larger pockets found in urban areas. SIMD domain indicators can still be useful inrural areas
if analysed separately from urban datazones orcombined with other data.

Al Doties

Diag.22. SIMD 2020 Index Breakdown Graphic(Source SIMD, 2020 v2)
Aninteractive map showingallSIMD data can be found here:

https://simd.scot/#/simd2020/BTTTFTT/10.853333333333328/-4.8531/55.8736/
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Diag.23. SIMD 2020 Local Authority Analysis (Source SIMD, 2020v2)
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In property terms, simplistically, deprivation is likely to translate into more space being
required/head of population in more deprived areas in reflection of the direct relationship
between local demand for services and the space required to support their delivery. (More
and/orlongerresponses plus more pro-activeinterventions)

Thisis unlikely to be a significant factorin East Dunbartonshire as, whilstitfeaturesisolated
pockets, overall, the area doesnot suffer from significant deprivation.

Itis currently anticipated that theimpact of addressing inequality froma property perspective
will be considered on a programme-wide basis.

8. WHATIS REQUIRED?

Phase 4 of the processinvolves identifying how existing services and facilities should change
in future in response to baseline opportunities for improvement and anticipated strategic
challenges agreed. Thisincludes:

o The generation of primary options relating to a more appropriate distribution of
services and utilisation of facilities in key geographical locations.

e The identification of apparent priority investment/dis-investment opportunities
across the area for further consideration/review and business case development as
appropriate.

e A developingvisionfor the property portfolio and clear sense of “strategic direction
of travel”.

8.1 The Options Framework

The developing options strategy is presented on a continuum that is broadly representative
of key stagesin the strategic estate development process, i.e. What may be appropriatein the
short (0-3 years), medium (3-10years) and longer-term (10+years). The rationale for this is:

e Inline with the original intended purpose, it presents the long-term vision required
froma Primary Care Premises Strategy.

e |nreflection of the comments received from local stakeholders, it references aseries
of more practical, shorter-term options/solutions/actions to help address those
capacity/premises related challenges that cannot/should not wait for a longer-term
strategy toimplementand/orthe detail required to help develop the same.

e It presents a sense of an evolving strategy in which even short-term
changes/investments/dis-investment decisions are wholly contributory and taking
the whole Primary Care estatein a preferred “direction of travel”.

In reflection of the desire to address immediate challenges, the options framework
acknowledges that short-term options are inevitably more “property-led”, i.e., primarily
responding to oraddressing property-related challenges or opportunities. Over time however,
the goal of the developing strategy and the options generated in support of it is for the
strategy to be increasingly service-driven.

The framework also recognises the relationship between time and level of investment

required, with larger investment decisions inevitably taking longer to develop, support and
fund through the national capital business case process. (Diag. 24)
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Diag.24. A Continuum forthe Development of Primary Care Property Strategy Options
8.2 Property Strategy Phases

The three phases of the developing Primary Care Property Strategy for East Dunbartonshire
(as proposed) might currentlybe seen as:

e Phase 1 (Short-term): Data review and operational re-alignment (as appropriate);
undertaking updated planning for a new “West Locality Hub” in the
Bearsden/Milngavie area; progressing work already underway relating to the
alternative means of delivering “shared HSCP capacity” or “shared satellite space”
across the HSCP area to support short-term contractual requirements; and securing
the necessary funding to deliver these preferred solutionsin the short-term.

e Phase 2 (Short — medium-term): Additional business case development & facility
planningrelating to larger/longer-term/more permanent premises solutions.

e Phase 3 (Medium - long-term): Physical implementation of these more substantial
built solutions — that will inevitably require proportionately more preparation and
business case development work - as agreed.

8.2.1 Phase 1 (Short-term): Data review and operational re-alignment (as appropriate);
undertaking updated planning for a new “West Locality Hub” in the Bearsden/Milngavie
area; finalise work already underway relatingto the alternative means of delivering“shared
HSCP capacity” or “shared satellite space” across the HSCP area to support short-term
contractual requirements; and securing the necessary funding to deliver these preferred
solutionsinthe short-term.
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Phase 1 of the developing strategy is seen as being deliverable within the short-term,
identified as a period of between 0and 3 years. During this time, the strategy proposes an
opportunity to:

Review the data, assumptions and scenarios presented within thisreport to ensure
theyare valid orto amend and update as appropriate.

Support operational re-alignment to make best use of existing available property
resources based on data collected and reviewed. (If possible)

Review and re-present the augmented argument for a new “West Locality Health &
Care Complex” (or “hub”), intended primarily to address thoseissues identifiedinthe
original “Milngavie Healthand Care Centre” paper presented by East Dunbartonshire
HSCP as a component of the NHSGG&C prioritisation process but with an added
understanding of the substantial risk associated with existing premisesin the area as
highlightedwithin this review.

Finalise work already underway relating to the alternative means of delivering
“shared HSCP capacity” or “shared satellite space” across the HSCP areato physically
increase capacity available to support the delivery of clinical services and support
short-term contractual and policy obligations whilst mitigating those risks identified
associated with GP owned/leased premises in the area.

Secure the funding required to implement those preferred solutions identified as
essentialinthe short-term.

The rationale for reviewing data, assumptions and scenarios presented within this reportis

that:

A huge volume of data has been collected and reviewed in support of this project.

All this data has been supplied by the HSCP, NHSGG&C or other national sources as
referenced however, itisimportant howeverthat the local HSCP Team recognise this
data, are comfortable with the way it has been used and can agree with those
conclusions drawn.

Thisis particularly true where assumptions have had to be developed in the absence
of detail to understand the potential future picture, E.g., Relating to housing
developments and the impact on future service delivery.

It isalsoimportant that they have the opportunity to use it to support more detailed
local planning that falls out with the scope of this strategic exercise.

(The Project Team note that all original data and planning documentation will be
made available to the local HSCP Team in order that they can review all identified
variables and amend these as required to present alternative scenarios for detailed
planning purposes.

The rationale foroperational re-alignmentin the short-termis that:

Whilst most facilities are well/very well utilised, data analysis based on agreed
assumptions indicates variance and a mismatch between some areas available and
required on asite-by-site basis with both overand under provision indicated.

There may be an opportunity to betteralign these services and facilities promptly.
One example of this relates to KHCC, where there is an apparent mismatch between
the space available within the HSCP area of the facility and the GP element.
Specifically, Woodhead Medical Practice has the lowest rate of rooms/1,000 practice
populationof any GP facility in the locality (0.9 based on sixrooms and 6,800 people),
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whilst the HSCP element includes 19 rooms seeing an average of 12
appointments/room/day?

The rationale for reviewing and re-presenting an augmented argument foranew, potentially
re-branded “West Locality Health & Care Complex” is that:

e Although the original proposal for a Milngavie Health & Care Centre, intended to
replace the existing Milngavie Clinicand a number of existing GP practicesinthe area,
as presented for consideration by the NHSGG&C capital prioritisation process,
remainsvalid;

e data collected appears to have presented an opportunity to review, re-align and
potentially reduce the spaces proposed in some areas substantially; and

e a wide range of additional factors have been identified through this review process
that add significant weight to the argumentforinvestmentinthe areainresponse to
a majorassessed risk.

These additional factorsinclude:

e The perception of Bearsden and Milngavie as an affluent area, with a healthy albeit
ageing population to the detriment of the alternative arguments forinvestmentinthe
area.

e The poor functional suitability of the existing GP estate in the Bearsden/Milngavie
areathatis not suitable forthe mediumto long-term delivery of primary healthcare.

e The relatively high backlog maintenance costs associated with Milngavie Clinic but
especially practice-owned accommodationin the area.

e The fact that all GP practice premises in the Bearsden/Milngavie area are owned by
the practices, placing asubstantialand concentratedrisk to the Board with respect to
the premises element of the current GP contract.

e That all these premises are likely to be “high-value” in property terms, with a ready
private buyer’s market and therefore probably less dependence on the Board with
respecttoany future disposals.

e Asaconsequence, the reality thatall local GP capacity could be lost to the NHS with
minimal notice—and certainly not sufficient lead time to develop abuilt solution—if
practices decided to vacate current premises for whatever reason without reference
to the Board.

e The poor state, high utilisation, and strategic significance of the existing Milngavie
Clinic, the only existing HSCP owned/leased clinical facility in the area, that would be
unable to meetany of this additional demand.

e The consequential potential rapid loss of some or all local GP consulting capacity in
an area that is affluent but has a significant ageing population with little or no
warning.

e Theneedtoseethissituation asaunique and substantial riskthat must be considered
alongside moretraditional prioritisation arguments.

The rationale for finalising work already underway relating to the alternative means of
delivering “shared HSCP capacity” or “sharedsatellite space” across the HSCP areais that:

e Aphysicalincrease in capacityisrequiredto supportthe delivery of clinical services,
national policy implementation and contractual obligations in the short-term based
on the datareviewed.
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The exposure to risks associated with the premises element of the GP contract is
broadly similar across the areaand immediate, in so faras a majority of GP practices
operate from facilities that are owned by the practices.

It is noted however, that - unlike in Milngavie - there is currently no existing HSCP
capacity in either Bearsden or Auchinairn, making PCIP, CTACand other commitments
associated with the GP contract virtually impossible to implement.

The complete lack of HSCP owned/leased capacity in these areas also means that
there are currently no mitigation options available with respect to any continuity or
assuredness of supplyfrom a premisesperspective.

In recognition of these concerns, East Dunbartonshire HSCP has already evaluated a
range of alternative options to deliver the additional capacity they have assessed as
required in the short-term across the area and the potential alternative means of
procuring/otherwise funding these. This includes a range of local property solutions
such as business premises and shop fronts.

It may be possible toidentifyat least one optionwhere satellite capacity is generated
as a new build, with the space created the first phase of the suggested “Western
Health & Care Complex”.

The rationale for securing the funding required to implement those preferred solutions
identified as essential in the short-termis that:

Any essential expansion of capacity will have an associated cost.

It may not be possible to meet these essential short-term costs within existing
budgets/funding streams.

Even schemes/options that seem modest from an NHS Board-wide perspective may
be prohibitivelyexpensive in East Dunbartonshire and require additional funding.

8.2.1.1 Shared Satellite Space (SSS or “S3”)

“Shared satellite space” is a concept developed as a result of property strategy work
undertaken throughout the review process to date as a means of addressing short-term
capacity needs — particularly within or between GP premises - through the re-distribution or
creation of additional collective space by GP cluster.

“Shared” because the space does not belong—in operation atleast-to any one single
practice.

“Satellite” because whilstin the same geography/GP clusterarea, itis not necessarily
physicallyattached to any of the GP practicesitis supporting.

“Space” because its core aimisto deliver physical space (rooms) to ease pressure on
practices and supportlocal servicedelivery.

Shared satellite space may be able to ease immediate capacity concerns and deliver local
solutions to whatis acomplex, time-consuming and often impossible challenge to address at
individual practice premises level. Depending on the local situation it may be:

In defined cleared/currently vacant areas within virtual hub premises, or;

in defined cleared/currentlyvacant areas within existing GP practice premises, or;

in defined cleared/currently vacant areas within the wider public sector property
portfolio—subjectto furtherdiscussions.

Used to free up space at practice level to optimise local care delivery and successful
implementation of the practice-based model oraugment existing HSCP capacity.
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e A first, important step in the transition of GP premises space from GP partner
ownership/lease to NHS Board ownership/lease.

Development of Shared Satellite Space SWOT Analysis

Strengths

* Delivers capacity to GP practice clusters

* Can be actioned relatively quickly

* Acknowledges the (often impossible?)
challenge of trying to extend/modify
muitiple individual GP premises

* Re-enforces the GP cluster model

* Supports virtual hub planning

= Supports early transition from GP to
NHS owned/leased premises

Weaknesses

Does not directly create capacity at all GP
delivery locations

Alters the physical location of some services
(Requires patients to travel for some
supporting services historically delivered
within their local practice)

Requires detailed local discussion, agreement
and planning

May fragment services If not planned in detail

Opportunities

* To maximise local capacity

* To separate virtual and physical
consultation activity

* To use local space not historically
avallable to the NHS

* To allow GP practices to offset the cost of
un-used but available spaces

Threats
GP practice “buy-in®
Staff/services insist on un-justifiable
Investment
Implications of public engagement

Diag. 25. Development of Shared Satellite Space SWOT Analysis

The concept appearsrelevantin East Dunbartonshire:

e Due to the lack of HSCP capacity in the Bishopbriggs/Auchinairn area — and
consequentialinability to supportimplementation of the GP contract, CTACand PCIP.
e Due to the potential loss of wider capacity in the Milngavie/Bearsden and

Bishopbriggs/Auchinairn areas.

e To support the growing capacity needs of all GP clustersin the face of increasing

demands across the HSCP area.

In addition, the availability of land adjacent to the existing Milngavie Clinic—a potential site
fora replacement facility —may present the opportunity for the creation of new build shared
satellite space as the first phase of the suggested “West Lcality Health & Care Complex”. This

has the potential to:

e Secure the required funding sooner than may be possible for a full replacement

facility.

e Negatethe requirementfor “sunk costs” or short-term solutions.

e Furtherconsolidate capacityinthe area.

e Mitigate anumber of the risks identified by the review process.
e Instigate a masterplan for the development site and potential phased construction

programme.

e Presentacredible and affordable programme moving forward.

8.2.2 Phase 2 (Short — medium-term): Business Case Development & Facility Planning
Relating to Larger/Longer-term/More Permanent Premises Solutions
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Phase 2 of the developing strategy is seen as being deliverable within the short —medium-
term, with the medium term notionally being identified a period of between 0and 10 years.
Duringthis time, the strategy proposes arequirement to:

e Seek appropriate local and Board-wide agreement to develop the required business
case(s) in support of substantial capital investment or as an alternative to this.

e Developthebusiness case(s) agreed as being required to supportmajorinfrastructure
developmentsin response to the findings of the option appraisals conducted and in
the context of the relevant NHSGG&C Capital Planning & Prioritisation
process/project programme.

e Developthedetailed briefing documentation requiredto support the development of
detailed designs for any capital projects approved, ensuring that these are able to
deliverthe required range of services for the required planningperiod (including more
detailedassumptions relating to changing demand and capacity requirements)

¢ Implementany “shared satellite space” solutions identifiedas required.

8.2.3 Phase 3 (Medium - long-term): Physical Implementation of These More Substantial
Built Solutions — That Will Inevitably Require Proportionately More Preparation and
Business Case Development Work - As Agreed.

Phase 3 of the developing strategy is seen as being deliverable within the medium to long-
term, notionally identified as a period of between 3 and 10+ years. During this time, the
strategy proposes an opportunityto:

e Deliver those physical construction/re-furbishment projects associated with
approved business casesin line with the overarching NHSGG&C Primary Care Estate
Strategy and place-based investment approach.

6 SUMMARY & RECOMMENDATIONS
Overall, in summary, the East Dunbartonshire project has:

1) Identified the emerging core strategic elements and apparent “direction of travel”
and vision of the strategic East Dunbartonshire component of a developing Primary
Care Estate Strategy for NHSGG&C.

2) Followed a clear, transparent, and agreed process that responded to the key
guestions: What do we want? What do we have? What do we need? And what is
required? In pursuit of this objective.

3) Engagedwith alarge number of stakeholders and stakeholder groupsin the process.

4) Continued to add to accrued learning so that the review process and methodology
used can continue to be modified and simplified for on-going application across the
NHSGG&C Board area.

In recognition of all the data reviewed and work undertaken to date, the review team have
also developed a number of strategic recommendations. These include that NHSGG&C and
East Dunbartonshire HSCP, withthe support of wider stakeholders as appropriate, should:

e Consider and provide formal comment on the developing Primary Care Estate
Strategy for East Dunbartonshire to ensure that the developing options have the
widespread support required before they are used to inform discussions with
planning partners and the wider community.
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e Review andamend as appropriate any dataand assumptions presentedinthe SID or
text of this report before considering the impact such changes may have on the
analysis conducted and recommendations made.

e Complete an evaluation of the activity undertaken with a view to continuous
improvement of the developing process as it seeks to ultimately create a Board-wide
Primary Care Property Strategy. Thereafter, use thisstrategy as akey tool:

o tosupportthe practical implementation of Moving Forward Togetherfrom a
property perspective

o to enable the Board to review and prioritise future facility developments
(including GP practice requirements) across Primary Care, further ensuring
that the rightinvestment decisions are being taken at the right time and for
the right reasons as components of an over-arching integrated services and
property strategy.

o Review and considerthose options presented relating to the future strategic
development of the Primary Care estate in East Dunbartonshire in an area,
regional, national, and service-specific planning context before finalisingthe
Primary Care Estate Strategy for East Dunbartonshire. Currently, core
elements of the proposed strategy are:

In the short-term (0-3 years)

e Review the data, assumptions and scenarios presented within this report to ensure
theyare valid and amend orupdate as appropriate.

e Support operational re-alignment of existing services/staff where feasible to make
better use of existing available property resources based on the data collected and
reviewed.

e Seekformal support from the Capital Planning & Premises Team to undertake project
support and development activities.

e Review and re-present the augmented argument for a new “West Locality Health &
Care Complex”, supported by an amended Schedule of Accommodation (S of A),
intended primarily to address those issues identifiedin the original “Milngavie Heal th
and Care Centre” paper (presented as a component of the previous NHSGG&C
prioritisation process) but with an added understanding of the substantial risk
associated with existing premises inthe area and space requirements as highlighted
by thisreview.

e Finalise work already underway relating to the alternative means of delivering
“shared satellite space” across the HSCP area to physically increase capacity available
to support the delivery of clinical services and support short-term contractual and
policy obligations whilst mitigating those risks identified associated with GP
owned/leased premisesin the area.

e Secure the funding required to implement those preferred solutions identified as
essentialinthe short-term.

e Seek the inclusion of the preferred strategic option(s) identified in local HSCP plans
within the nextappropriate NHSGG&C capital prioritisation processto understand the
actual timetablefordevelopmentand/or any remedial actions required.

e Continue toreview emerging proposals in the context of the “Place Based Approach”
advocated by the Scottish Govt. that has been atthe heart of the process followed to
date.
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In the short to medium-termterm (0— 10 years)

Seek appropriate local and Board-wide agreement to develop the required business
case(s) in support of capital investment or an alternative to this.

Develop the business case(s) agreed as being required to support infrastructure
developments in response to the findings of the option appraisal conducted and in
the context of the relevant NHSGG&C Capital Planning & Prioritisation
process/project programme.

Develop the detailed briefing documentation requiredto support the development of
detaileddesigns forany capital projects approved, ensuring that these can deliverthe
required range of services forthe required planning period (including more detailed
assumptions relating to changing demand and capacity requirements)

Implement any remedial actions required in reflection of projected differences
between strategic capital investment programmes and local demand/facilities (if
required).

In the mediumto long-term (3— 10 years plus)

Use “otherwise essential investment” and new monies secured through the capital
business case process to maintain, develop, refurbish and/or construct the physical
infrastructure associated with approved business cases in line with the overarching
NHSGG&C Primary Care Estate Strategyand place-basedinvestment approach. Thisis
likely toinclude, most notably:
o The replacement of Milngavie Clinic, +/- local GP Practices, (The proposed
“West Locality Health & Care Complex” or “hub”).
o The provisionof HSCP “shared satellite space” in the Bishopbriggs/Auchinairn
areaor an alternativeto this agreed through an option appraisal process.

The review team respectfully commend these strategic recommendations to East
Dunbartonshire HSCP and NHS Greater Glasgow & Clyde for their further consideration and
feedback at thistime.

Norman Sutherland

Director (Health)

For and on behalf of

Higher Ground Health + Care Planning Ltd
(hub South Supply Chain Member)

1°t September 2022
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APPENDIXA
What Do We Want? Workshop Participants

Workshop 1: HSCP Management Team, Operational Managers & Third Sector (24/2/22)

Chris Bancroft, Podiatry Lead

Jean Campbell, Chief Finance & Resources Officer

Claire Carthy, Criminal Justice

Leanne Connell, Interim Chief Nurse

Gordon Cox, Volunteer Service User Representative

Lorraine Currie, Service Manager Mental Health & Learning Disability
Carolyn Fitzpatrick, Clinical Pharmacists

Susan Frew, Interim General manager, Oral Health

Caroline Galloway, MSK Team Lead

Suzanne Greig, C& F Fieldwork service manager

Kathleen Halpin, Interim Senior Nurse, ANS

Jeanette Hawthorne, Service Manager, Property

Angus Hunter, Project Support Officer, Capital Planning

Vandrew MclLean, Business Manager

Jillian Mitchell, Service Manager, Children’s Services

Richard Murphy, Registered Services Manager, East Dunbartonshire Council
Derek Pearce, HSCP Head of Service, Community Care and Health
David Radford, Health Improvement

Diane Rice, Primary Care Development Officer

Norman Sutherland, Healthcare Planner, HGHCP (Facilitator)

Workshop 2: HSCP Management Team and GP’s (3/3/22)

Jean Campbell, Chief Finance & Resources Officer

PamelaDoran, Practice Manager, Kenmure Medical Practice
Jeanette Hawthorne, Service Manager, Property

Angus Hunter, Project Support Officer, Capital Planning

James Johnstone, Practice manager, Turret Medical Centre
Vandrew McLean, Business Manager

AinsleyMcGroarty, GP, Kirkintilloch/Lennoxtownand Cluster Lead
Derek Pearce, HSCP Head of Service, Community Care and Health
Diane Rice, Primary Care Development Officer

Tracey Secrett, GP, Bearsden

Norman Sutherland, Healthcare Planner, HGHCP (Facilitator)
AlastairTaylor, GP, Bearsdenand PCIP Lead

Paul Treon, Clinical Director

Christine Wilson, GP, Bishopbriggs & Auchinairn
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APPENDIXB

What Do We Want? (Summarised Cumulative Responses/Workshop Feedback)

A Summary of responses received to date at two scheduled workshops with participants as
identified in Appendix A including representatives of:

the HSCP Management Team;
Local GP’s;

service managers;
professionalleads;

the local authority;

third sectororganisations

In the short-term?

recognitionand acknowledgement ofthose problems/challenges that are time critical
and can’t waitfora long-term strategy E.g., Vaccinations

Agreement on how to work best post COVID— probably a combination of digital and
face to face

to be able to continue to work (and consult) from home where this is appropriate
(Including the ability toissue prescriptions)

to retain the positive elements of recent rapid change including virtual appointments
and home working —where these work

to return to more face-to-face consultations/interactions where this is
essential/virtualis not asuitable alternative

to be kept up to date with the developing strategy

From the process?

openness, honesty & inclusiveness

a clear proposal oroptions about the way forward

to understand what effects our property needs

to include learning from COVID

investment decisions that are based on effective prioritisation

realism and pragmatism

a property strategy that is fit for purpose, able to support our service needs and
supported by abroad consensus

to feelinvolved and valued

to addressour critical property needs

From the Strategy?

clear proposals or options about the wayforward that are linked to local and national
strategy

a strategy that reflects the inter-dependency of many different services and the
impact of changing any single service

a strategy that provides equity of access to all services across all parts of the area
more flexibility, more sustainability (buildings and services), more joined-up
planning/working.
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e Astrategythatsees “the biggerpicture” ...even where thisis at odds with individual
aspirations and presents the basis for securing structured investment

e astrategythatcan provide contextand support forany required business cases

e astrategythatisstrongly linked to wider HSCP, NHS Board and national strategies
agreement on how we will be working in a “post COVID” world that retains the
positive elements of recent rapid change

e (an understanding of what this will mean for services and the premises required to
supportthem)

e to optimise the use of those high-quality, functionally suitable buildings we do have
whilst developing proposals for addressing the challenges associated with the balance

e health to be able to respond better, more quicklyand in a more informed way to
widerdevelopments, E.g., Newschools, housing, infrastructure, etc

e to be able to address the needs of the wider teams and the relationships between
them

e tosupportdelivery of the GP contract

e to allow GPs to move from GP owned/leased facilities to NHS/HSCP owned/leased
buildings wherethey wantthis

e (“Buyinginto practice premises and managing the challenges associated with themiis
an increasing barrierto GP recruitment”)

e a“softlanding” for GP’s who are affected by any changes proposed

e support (and investment) for developments that take us towards the preferred
strategicdirection of travel

e recognitionthatsome challenges can’t wait for astrategicresolution

e supportfora Milngavie Health & Care Centre

From our facilities?

e equity of access to all services across all areas and over an extended day where
appropriate

e an estate thatworks forthe community and all stakeholders

o fitforpurpose spacesand facilities, where people of all ages wantto be —and can be
safely
locations thatare easy to getto —and buildings that are easy to move aroundin
places people can walk to or cycle to, along with the infrastructure to support this
(Showers, cycle parking, etc)

e age-appropriate accommodation

e sufficient, appropriate car parking

e tobetogetherwithourcolleagues—atleastona regularbasis

e space tosupportthe full complement of the local enhanced team—and room to allow
thisto expand

e to deliver capacity where it is needed now and in the future —rather than where it
has historically been/was needed in the past

e theabilitytodeliverthe Primary Care Improvement Plan (PCIP).

e spaces where the public can access IT to support remote digital consultation, etc.
(Existinginequalities are affecting disadvantaged populations disproportionately)

e tosupportpersonalinteraction, with our patients and our colleagues

e accessto outdoorspaces—forstaff and the public!

e thecapacity and space we needto deliverservices appropriately
“future proofed” facilities

e togetridof buildingsthatare not fitforpurpose
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e possiblylessbuildings overall—but with a widerrange of services

e potentially, multi-practice multi-agency facilities that include health and social care

o fewer, betterquality, more consolidated deliverylocations

o facilitiesthatare flexible
more shared space, less names on doors, less different room types

e potentiallydifferent kinds of spaces—including those designed to deliver virtual clinic
activity

e greatlyincreased strategicand operationalflexibility
an effective and sustainable IT infrastructure that works across the whole system —
separate LA and NHS systems are a huge frustration at present!

e multi-purpose spaces

e A new Milngavie/Bearsden Health & Care Hub

What are the risks we need to be aware of?

recruitment of staff is still the biggest challenge!

e theavailability of finance/affordability

e increasingdemographicdemands and population shifts

e managingexpectations

e aninability toaddress short-term challengesquickly enough?

e Alackof space within GP premises to supportlocal service delivery/enlarged teams?

e The poor quality of some existing premises

e Practicesfolding because theyfearthe financialimpact ontheirbusiness?

e Keystakeholders not engaging?

e How longit will take to deliver strategic solutions vs how long some of the existing
facilities willbe able to operate!
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APPENDIXC
What Do We Want: Strategic/Policy Context
COVID-19 Learning

The launch of Strategic Estate Review pilot activityin 2020 corresponded almost exactly with
the developing COVID-19 situation across the UK. Consequently the virus had an immediate
impact on programme and project outturns.

The NHS GG&C re-mobilisation plan was produced collaboratively across the healthand care
system led by the Recovery Tactical Group. This presents a COVID re-mobilisation based on a
number of shared principles. These include:

e Flexibility, in orderto respondto future COVID waves.
e Social distancing will shape the way we deliver servicesin future.
Embracing new ways of working.
e Continued cross system working, which has beensuccessfulinthe COVID response.
e Maximisingthe opportunities to use digitaltools to enable and sustain recovery.
e Supportingstaff health and well-being.

Overall, although the exactimpact of COVID on services —especiallyoverthe mediumtolong-
term - isstill unknown, it still seems appropriate to conclude that:

e COVIDhasreduced face to face clinical activity substantially since March 2020.

e Whilst many services will increase traditional consultations asand when the current
emergency subsides, this will vary by service and specificneeds.

e Traditional consultation activity will not return to pre-COVID levels, with the Board’s
aimthat 70% of activity in future with remain virtual.

e Whilstthe number ofinteractionsrequired may notchange substantially, the waythis
activity is conducted and the nature of spaces requiredto support it may be different.

e In the longer-term, some activities may continue to be delivered virtually/in a
different way wherethis has been found to be advantageous and appropriate.

In terms of staff areas, it may also be reasonableto assume that:

e The hugeincreaseinhome workingislikely to be maintained to some extent witha
consequentialreductioninthe number of permanent desk spaces required.

e Itis highly likely that traditional office-based working will not return to pre-COVID
levelsforthe foreseeable future with home working taking up the difference.

e Whilst the volume of administrative support required will not change substantially,
the way this activityis conducted and the nature of spaces requiredto support it, will.

e Thisislikely to mean fewer desks but with more space around them and in support
areas to facilitatesocial distancing.

NHS Scotland Estate Asset Management (EAMs)
The Estate Asset Management Project (EAMs) is being delivered by Health Facilities Scotland
(HFS) to improve the management of the NHSScotland estate by ensuring that an accurate,

consistent and meaningful database of assetinformationis putin place and maintained. This
is intended to assist with the development of Property and Asset Management Strategies
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(PAMS), as well as with the management and riskbased prioritisation of backlog maintenance.
The datais also used by Scottish Government Health and Social Care Directorates (SGHSCD)
to compile aProperty Performance report on an annual basis.

The Scottish Government policy document 'A Policy for Property and Asset Management in
NHSScotland' requires that all NHSScotland bodies must have a current Property and Asset
Management Strategy (PAMS) which reflects the following policy aims:

e toensure that NHSScotland assets are used efficiently, coherently and strategically to
support Scottish Government's plans and priorities and identified clinical strategies
and models of care;

e to provide, maintainand develop a high quality, sustainable asset base that supports
and facilitates the provision of high quality health care and better health outcomes;

e to ensure that the operational performance of assets is appropriately recorded,
monitored, reported and reviewed and, where appropriate improved;

e to ensure an effective asset planning and management with other public sector
organisations.

PAMS have generally only covered premises which were owned or occupied by the Health
Board and have not historically included premises which were owned by GPs or leased
bythem from private landlords. However, in reflection of changes associated with the GP
Premises National Code of Conduct, all Health Boards must now include GP owned/leased
premisesintheir Property and Asset Management Strategies.

GP Premises National Code of Conduct

The Scottish Governmentand BMA Scottish GP committee (SGPC) have agreeda national code
of practice for GP premises that sets out how the Scottish Government will support a shift,
over 25 years, toa new sustainable model in which GPs willno longer be expected to provide
their own premises. This includes a provision for interest free sustainability loans and a
planned transition to health boards leasing these premises ratherthan GP contractors.

Itis planned that NHS boards will gradually take on the responsibility from GP contractors for
negotiating and entering into leases with private landlords and the subsequent obligationsfor
maintaining premises. Principles for all participants, as outlined in the code are that Health
Boards and HSCPs should:

e have regard to their statutory duty to provide or secure the provision of primary
medical servicesintheirarea;

e haveregardtothe needs of the populationintheirareas;

e haveregardtotheirbudgets;

e considerwhetherassistanceis an efficient and effective use of theirresources;

e haveregardtotheir HSCP’s plansfor primary care;
share their plans with practices through the local consultative bodies; and

e have regard to the level of co-operation and information they receive
from GP contractors.

The National Code of Practice for GP Premises also recognises that:

e Health Boards, in conjunction with HSCPs, must take an active approach to the
management of the whole of their GP estate.
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e HSCPs and Health Boards must work together to identify their priorities for
investment in primary care premises. Their priorities for investment must
support HSCPs’ primary care improvement plans.

e HSCPs must take into account the needs of their population, the need to sustain
general practice and, working with Health Boards, address the need to providefitfor
purpose premises for the provision of primary medical services when they identify
theirpriorities forinvestmentin primary care premises.

Historically it was extremely difficult for NHS Boards and HSCP’s to plan for required
investment in GP premises due to the independent nature of the contractors involved and
consequential limited data on premises condition and capacity available. In support of the
changing environment however, the Scottish Government commissioned surveys of
all GP premises, whetherowned by Health Boards, GPs or third parties, so as to better
understand the GP estate and to help plan forthe future. They have also acknowledged that
the GP estate will now need to be surveyed at regularintervalsinfuture inline with existing
obligations on Health Boards such as that of CEL 35(2010).

Health Boards and GP contractors are required to co-operate with survey work, in the
understanding that such inspections are necessary to assist GPs to manage their premisesand
to allow Health Boards to manage the primary care estate better. Other specific
considerationsinclude that:

e HSCPs and Health Boards should consider the potential benefits to GP sustainability
of making space available in existing Health Centres for GP contractors which are not
currently in publicly owned facilities.

e GP contractors who are offered the opportunityto relocate to existing Health Centres
should consider the benefits to their long-term sustainability of doing so.

e The HSCP, together with its Health Board, must consider how best to use
any GP premises purchased or leased by the Health Board.

e The HSCPand Health Board should also consider whether the premisesshould be
usedforany otherhealth and social care purposesin addition to GP services.

The full national code of practice for GP premises can be found here:

https://www.gov.scot/publications/national-code-practice-gp-premises/

Moving Forward Together

The NHSGGC Board approvedthe Moving Forward Together (MFT) Visionfor Health andSocial
Care services as the blueprint for the development of future modelsof care On 24 June 2018.
MFT is aligned to Scottish Government, national and West of Scotland regional strategies as
well as the projected needs of the GGC population. The aim of the Moving Forward Together
Programmeis:

“To develop and deliver a transformational change programme, aligned to national and
regional policies and strategies, that describes GGC’s delivery plan to provide safe, effective,
person centred, accessible and sustainable care to meetthe currentand future needs of our
population”.

MFT adopts a tiered network approach across health and social care spanning a local and
community-based element which can then escalate care as required into specialist or hospital-
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based care. This tiered network of care delivery seeks to provide access as locally as possible
with access toincreasingly specialist care provided for a geographical sectororindeed forthe
whole of GGC or sometimes forthe West of Scotland.

Central tothe MFTtiered approachisthe list based system of primary care, where people are
registered with a GP practice. This provides a foundation for the delivery of a full range of
preventative and treatmentservices, as well as a network of locations for the deliveryof care.
This also provides an opportunity for coordinated care within a defined geographical area,
with awide networkof services. MFT also highlights that each HSCP willneed to balancelocal
accessibilitywith colocation to meet need and provide safe and effective deliveryof services.
In each HSCP and locality therein, the vision suggests that services will come togetherin a
virtual network orin some placesthere will be asingle physical hub fromwhich services reach
out. Thiswill requireaclearstrategy forthe development of community-based premisesand
accommodation to ensure that premises are fit-for-purpose and support the new models of
working at practice, cluster, health and care centre orcommunitynetwork levels.

Discussion with representatives from the MFT team have identified that any future Primary
Care property strategy mustrespond to the objectives of MFT but also act as a key property
enablerforit, recognising that buildings —especially in local communities - will have amajor
impact on enabling the shift required in the balance of care proposed.

Full details on Moving Forward Together can be found here:

https://www.movingforwardtogetherggc.org
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APPENDIXD

The Strategic Infrastructure Database (SID): Core Elements

Within the SID, individual properties/part there-off are presented in rows whilst data
collected/calculated/otherwise assessed as it relates to each property is presented in

columns.

Main property (row) sub-sections are:

e HSCPowned/leased premises
e GPowned/leasedpremises

Main data (column) sub-sections are:

e Buildingsinformation:

o

O O O

0 O O O

Property location and classification.

Build year.

Gross internal area (GIA)

Historic 6 facet estate classification (Building, engineering, functional
suitability, space, quality and physical condition).

Backlog maintenance costs and breakdown by building element andrisk level.
Tenure/leaseinformation whererelevant.

Block name (To identify accommodationat a departmental /practice level).
List of core rooms, service delivery and support spaces by type (Consulting
rooms, interview rooms, office desks, meeting rooms, etc).

e Staffinformation:

o
o

Numbers of staff located within the facility by professional group and role.
Desk/wte assumptions by professional group and role (to assess number of
desksrequired).

Desks required (Calculated based on staff numbers and assumptions
regarding desks required/wte/role).

e Activity information:

o

Practice population information (For GP practice locations—used as a proxy
foractual appointmentactivity where no detailedinformation is available).
Actual activity appointment numbers (including attendancesand DNA’s by
sub-specialty asreported).

Operational activity assumptions to support high-level capacity analysis
including: assumed working days PA; calculated appointments/day;
assumptionsre: optimal appointment numbers/day; assumptionsre: optimal
session utilisation; and rooms potentially available for alternative/enhanced
use based onthese assumptions.

e Anassessment of refreshed property and activity data plus consideration of “strategic
significance” and “potential” to support the development of strategic estate
recommendations (utilising agreed scoring criteria) including:

O O O 0O O O

Property actual physical condition (Scored /10).
Property actual statutory compliance (Scored /10).
Property environmental management (Scored /10).
Property space utilisation(Scored /10).

Functional suitability (Scored /10).

Quiality (Scored /10).
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o Strategicsignificance (Scored /10).
o Strategicpotential (Scored/10).

“Strategic significance” and “strategic potential” are additional assessed elements recorded
inthe SID thatare overand above conventional 6facet surveyinformation. Theyare intended
to ensure that the developing property strategy considers each building/block in a broader,
more strategic context, as 6facet surveys only assess individual building blocks inisolation.

“Strategic significance” is about understanding how important a facility/site/block is in the
context of an existing services/facilities strategy and whether or not it is consequently seen
as havingalonger-termrole. Keyprompts used to generate ascore in thisregard were:

e Strategicimportance of the location (How important a site appears to be from an
overall service delivery perspective in overview).

e External accessibility (How easy it is to access/get to from across the area being
reviewed).

e Proximityto otherrelevantlocations(Including whether or notitisimportant because
itis close to otherfacilities/services).

e Proximity/relationship to public/service needs (Including whether ornotitisclose to
currentdemand/future need/demand).

e Duplication/replication locally (Including whether or not a facility is important
because the servicesitdelivers are notreplicated locally).

“Strategic potential” is aboutunderstanding the potential role a facility/site has inthe context
of a developing future services/facilities strategy and whether or not it has the ability to
respond appropriately to changing needs. Key prompts used to generate ascore here were:

e Ownership (Isthe property owned or leased and how this might affect its ability to
change/developin support of afuture strategy).

e Willingness/preparedness of the owners and other relevant stakeholders to support
change (irrespective of who owns the building, whether there is likely to be a
willingness to supportits change/re-modellingif required).

e Availability of facility options? (Whether options exist to change, extend, modify, re-
model orre-use existing facilities as required).

e Availability of site options? (Whether options exist to re-use the existing site
alternatively as required).

e Proximity/relationship to changing public/service needs (Including whether or not it
is close to future demand/need, E.g. Based on population change, housing
projections, etc).

o Abilitytosupportthe “what we want?” element of the process to date.

Inorderto aid decision makingat astrategiclevel around what, if any, role existing assets may
play inafuture strategic estate model, the SID then attempts to consolidate all ofthe available
data and evidence-based assessments into 4 summary criteria that reflect:

e Theoverall quality/fitnessfor purpose of existing buildings.
e Theirbaseline utilisation.

Theirstrategicsignificance as aservice delivery location.
Theirpotentialto support future change/deliver service needs.
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APPENDIXE
The Strategic Infrastructure Database (SID): Core Space (Room) Types

The SIDincludes adetailed summary of all of the roomsby type and functionidentified within
the buildings reviewed. For strategic analysis purposes however the planning team have
worked on the principal that these facilities feature 3 core types of accommodation in
scheduledplanningterms. We have defined these as:

e Primarydeliveryareas (PDA’s)
e Desk & Administrative areas (Desks)
e Secondary supportspaces

Primary Delivery Areas (PDA’s)

“Primary delivery areas” or sometimes “primary clinical delivery areas” (PCDA’s) depending
on the context, are those key rooms/spaces that deliver core client-facing service functions.
In the context of this Primary Care strategywork they primarily include:

e consultingrooms

e treatmentrooms
interview rooms; and

e otherspecifically defined/identified clinical/service delivery spaces/rooms for client-
facingactivity. E.g. Gyms, group rooms, etc.

It should be noted that simplifying room types for the purposes of analysis can lead to specific
challenges/errors in some, especially smaller properties, but thatit isseenas an appropriate
means of simplifying data and analysisin the context of a 15 year strategic property strategy
involving multipleindividual premises suchas this. Itis also noted that the SIDincludesamore
detailed breakdown of rooms and key spaces should further investigation or analysis be
required.

All of the data relating toroom numbers and types recorded in the SID has been provided or
verified by relevant Capital Planning and HSCP staff.

Desk and Administrative Areas

Desk and administrative areas represent a significant percentage of the overall property
portfolio reviewed and deliver an important and growing role in health and social care
delivery. As well as acting as a base for permanent administrative staff, they also provide
important areas for other staff with a primarily client-facing role to undertake essential
administrative functions, meaning that specialist areas such as consultingrooms can be used
to optimal effect.

As aconsequence of COVID, the on-going role of administrative areas in delivering direct client
support “virtually” has also been accelerated, although this has been significantly offset —in
the short-termatleast—by increased “working from home”.

Within the SID, desks are primarily defined as:

e Desks within offices
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e Receptiondesks

It should be noted that properties reviewed fall into three broad types with respect to desks
and administrative accommodation. These are:

e Administrative buildings whose main purpose is to deliver desk/administrative space
with little or no client-facing PDA type spaces. (Almost entirely “desk based”
resources)

e Mixed client facing/clinical buildings with a combination of PDA rooms, support
spaces and separate administrative areas. (A mix of “client-facing” and “desk based”
resources)

e Client-facing buildings whose main purposeis to deliver face to face clientinteraction
with desks only provided in support of this activity. (Almost entirely “client-facing”
resources)

Whilstitis possibleto determine desk requirements in definedadministrative areas based on
agreed metrics and known wte staff numbers, E.g. “A 6 to 10 desk ratio for Social Workers”,
itis considerably more challengingto do this in mixed facilities or where the primaryrole is
client facing due to the higher range of relevant factors and variance. These include but are
notlimitedto:

e Thevariable impact of visiting staff

e The complexity of scheduling “client-facing” and administrative sessions
e Thegenerally smallernumbers of people and desks involved

e Theimpact of un-scheduled/drop-inactivity

o Etc

As a consequence, administrative area utilisation data should be treated with more caution
where desksrepresent a relativelysmallcomponent of a larger client-facing facilitythanit can
be when presenting a picture of the difference between desks available and potentially
requiredinlarger, defined administrative areas/facilities.

All of the data relating to desk numbers recorded in the SID has been provided or verified by
relevant Capital Planning and HSCP staff.

Secondary Support Spaces

Secondary support spaces represent the balance of rooms/accommodation supplied which
can, depending onfacility purpose, represent a significant percentage of the “Gross Internal
FloorSpace” (GIFA) of abuilding. They include things such as:

e Clinical support spaces

e Facilities Management (FM) support spaces
e Whole facility support spaces

e Staff supportareas

e FEtc

Despite the substantial amount of floor area they represent, these areas are not reported
upon in detail in the SID because of the strategic nature of the review process and the fact
that theiractual required numberand size can broadly be determined/understood from the
other core data collectedrelatingto activity, staffing, facility size, function, etc. They may
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howeverbe seento have animpact uponthe overall “quality score” afacility receives based
on the detailed assessment given in defined scoring areas such as:

e Statutory compliance

e Environmental Management
e Functional suitability

e Etc
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APPENDIXF

The East Dunbartonshire Primary Care Strategic Infrastructure Database (SID)

NB Thisdocumentis an extremely large database with nearly 8,000individual data elements.
It is not therefore reproduced in paper copies of this report. It can however be accessed
electronically here:

Linkto be inserted to the East Dunbartonshire Primary Care SID
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APPENDIXG
Estimating GP Practice Room (PCDA) Requirements

Scottish Health Planning Note (SHPN) 36, Part 1, General Medical Premisesin Scotland does
not provide any specific guidance on calculating room numbers required in GP practice
premises. Health Building Note HBN 11-01: Facilities for Primary & Community Care Services
(The English equivalent) however, recommends a capacity model that considers a range of
factorsthat are relevanthere. Theseare:

e Catchmentpopulation

e Accessrate

e Openingtimes

e Apptduration

e Assumedroom utilisation

In an NHS Greater Glasgow & Clyde context, based on the reasonable assumption that each
patient on a practice list attends for 3 appointments PA on average (which is broadly
consistent with local data for those practices where both practice population and actual
attendance is known); that practices are open 250 days PA; appointments last on average 20
minutes (roomoccupiedtime);and aroom occupancy of 60% is expected (as indicatedin HBN
11-01) it is reasonable to assume in general terms — and for the purposes of a strategic
property review such as this - per 1,000 practice population:

e 3,000 appts PA intotal
12 appts/working day

e 240 minutes consultation timerequired/day

e 360 minutes available/room/day (Based on 2 x 3 hour consulting sessions being
available)

e 400 minutes of “room time”/dayrequired at 60% occupancy or
1.1 rooms/1,000 practice population as a minimum (Before the addition of additional
servicestraditionally delivered in otherareas)

Although no nationally published datais available to test this high-level assumption, HGHCP’ s
experience, based on work completed in other parts of Scotland, is also that lessthan 1
rooms/1,000 population begins to be highly problematic. This can vary however and is
affected by issuessuch as:

e diseconomies of scale (lessflexibilityin smaller premises)

e room flexibility

e roomfunctionality

® roomaccess

e space “ownership”issues

e consultingmodels

e service delivery models (Partners and other health professionals)
e local operating procedures

The measure of PCDA’s/1,000 practice population is intended to present a broad indicative
comparison between capacity in different GP premises only; to identify those specific

practices where space may be more of a problem; and where more detailed analysis may be
required.

64



	Structure Bookmarks
	 
	 
	  
	Figure
	Figure
	 
	 
	Figure
	 
	 
	Primary Care Estate Strategy: East Dunbartonshire HSCP FINAL REPORT 
	 
	 
	 
	 
	 
	26 October 2022 Version 1.5 
	TABLE OF CONTENTS 
	EXECUTIVE SUMMARY 4
	EXECUTIVE SUMMARY 4
	EXECUTIVE SUMMARY 4

	 

	1 INTRODUCTION 6
	1 INTRODUCTION 6
	1 INTRODUCTION 6
	1 INTRODUCTION 6
	1 INTRODUCTION 6

	 


	2 BACKGROUND 6
	2 BACKGROUND 6
	2 BACKGROUND 6
	2 BACKGROUND 6

	 


	3 THE PROJECT TEAM 6
	3 THE PROJECT TEAM 6
	3 THE PROJECT TEAM 6
	3 THE PROJECT TEAM 6

	 


	3.1 NHS Greater Glasgow & Clyde 7
	3.1 NHS Greater Glasgow & Clyde 7
	3.1 NHS Greater Glasgow & Clyde 7
	3.1 NHS Greater Glasgow & Clyde 7
	3.1 NHS Greater Glasgow & Clyde 7

	 


	3.2 East Dunbartonshire HSCP 7
	3.2 East Dunbartonshire HSCP 7
	3.2 East Dunbartonshire HSCP 7
	3.2 East Dunbartonshire HSCP 7

	 


	3.3 East Dunbartonshire Council 7
	3.3 East Dunbartonshire Council 7
	3.3 East Dunbartonshire Council 7
	3.3 East Dunbartonshire Council 7

	 


	3.4 hub West Scotland 7
	3.4 hub West Scotland 7
	3.4 hub West Scotland 7
	3.4 hub West Scotland 7

	 



	4 THE PROCESS 7
	4 THE PROCESS 7
	4 THE PROCESS 7
	4 THE PROCESS 7

	 


	4.1 Phase 1: “What Do We Want?” 7
	4.1 Phase 1: “What Do We Want?” 7
	4.1 Phase 1: “What Do We Want?” 7
	4.1 Phase 1: “What Do We Want?” 7
	4.1 Phase 1: “What Do We Want?” 7

	 


	4.2 Phase 2: “What Do We Have?” 8
	4.2 Phase 2: “What Do We Have?” 8
	4.2 Phase 2: “What Do We Have?” 8
	4.2 Phase 2: “What Do We Have?” 8

	 


	4.3 Phase 3: “What Do We Need?” 8
	4.3 Phase 3: “What Do We Need?” 8
	4.3 Phase 3: “What Do We Need?” 8
	4.3 Phase 3: “What Do We Need?” 8

	 


	4.4 Phase 4: “What is Required? 8
	4.4 Phase 4: “What is Required? 8
	4.4 Phase 4: “What is Required? 8
	4.4 Phase 4: “What is Required? 8

	 



	5 WHAT DO WE WANT? 9
	5 WHAT DO WE WANT? 9
	5 WHAT DO WE WANT? 9
	5 WHAT DO WE WANT? 9

	 


	5.1 Stakeholder Workshops: What Do We Want? 9
	5.1 Stakeholder Workshops: What Do We Want? 9
	5.1 Stakeholder Workshops: What Do We Want? 9
	5.1 Stakeholder Workshops: What Do We Want? 9
	5.1 Stakeholder Workshops: What Do We Want? 9

	 


	5.2 Wider Policy Context: What Do We Want? 10
	5.2 Wider Policy Context: What Do We Want? 10
	5.2 Wider Policy Context: What Do We Want? 10
	5.2 Wider Policy Context: What Do We Want? 10

	 


	5.3 Summary: What Do We Want? 13
	5.3 Summary: What Do We Want? 13
	5.3 Summary: What Do We Want? 13
	5.3 Summary: What Do We Want? 13

	 



	6 WHAT DO WE HAVE? 13
	6 WHAT DO WE HAVE? 13
	6 WHAT DO WE HAVE? 13
	6 WHAT DO WE HAVE? 13

	 


	6.1 The Strategic Infrastructure Database (SID): Overview 13
	6.1 The Strategic Infrastructure Database (SID): Overview 13
	6.1 The Strategic Infrastructure Database (SID): Overview 13
	6.1 The Strategic Infrastructure Database (SID): Overview 13
	6.1 The Strategic Infrastructure Database (SID): Overview 13

	 


	6.2 The Strategic Infrastructure Database (SID): Detail 14
	6.2 The Strategic Infrastructure Database (SID): Detail 14
	6.2 The Strategic Infrastructure Database (SID): Detail 14
	6.2 The Strategic Infrastructure Database (SID): Detail 14

	 


	6.3 Building Assessment & Backlog Maintenance Reporting 15 
	6.3 Building Assessment & Backlog Maintenance Reporting 15 

	6.4 Core Space (Room) Types 16
	6.4 Core Space (Room) Types 16
	6.4 Core Space (Room) Types 16
	6.4 Core Space (Room) Types 16

	 


	6.5 GP Owned/Leased Premises & Activity Data in the SID 17
	6.5 GP Owned/Leased Premises & Activity Data in the SID 17
	6.5 GP Owned/Leased Premises & Activity Data in the SID 17
	6.5 GP Owned/Leased Premises & Activity Data in the SID 17

	 


	6.6 Summary: What do we have? 18
	6.6 Summary: What do we have? 18
	6.6 Summary: What do we have? 18
	6.6 Summary: What do we have? 18

	 



	7 WHAT DO WE NEED? 18
	7 WHAT DO WE NEED? 18
	7 WHAT DO WE NEED? 18
	7 WHAT DO WE NEED? 18

	 


	7.1 What do we need now? 19
	7.1 What do we need now? 19
	7.1 What do we need now? 19
	7.1 What do we need now? 19
	7.1 What do we need now? 19

	 


	7.2 What are the key property challenges & opportunities? 22 
	7.2 What are the key property challenges & opportunities? 22 

	7.3 What may we need in future? 30
	7.3 What may we need in future? 30
	7.3 What may we need in future? 30
	7.3 What may we need in future? 30

	 



	8 WHAT IS REQUIRED? 41
	8 WHAT IS REQUIRED? 41
	8 WHAT IS REQUIRED? 41
	8 WHAT IS REQUIRED? 41

	 


	8.1 The Options Framework 41
	8.1 The Options Framework 41
	8.1 The Options Framework 41
	8.1 The Options Framework 41
	8.1 The Options Framework 41

	 


	8.2 Property Strategy Phases 42
	8.2 Property Strategy Phases 42
	8.2 Property Strategy Phases 42
	8.2 Property Strategy Phases 42

	 



	9 SUMMARY & RECOMMENDATIONS 47 
	9 SUMMARY & RECOMMENDATIONS 47 


	APPENDICES 
	Appendix A: “What Do We Want?” Workshop Participants 50 
	Appendix B: “What Do We Want?” Workshop Feedback Summary 51 
	Appendix C: “What Do We Want?” Strategic/Policy Context 54 
	Appendix D: The Strategic Infrastructure Database (SID): Core Elements 58 
	Appendix E: The Strategic Infrastructure Database (SID): Space Types 60 
	Appendix F: The East Duns Strategic Infrastructure Database (SID) 63 
	Appendix G: Estimating GP Practice Room Requirements 64 
	EXECUTIVE SUMMARY 
	 
	In response to the agreed need to develop a primary care property strategy for the NHS Greater Glasgow & Clyde area, East Dunbartonshire became the fourth Health & Social Care Partnership (HSCP) area formally reviewed, through a project that commenced in February 2022. 
	 
	The project, which was delivered with the support of hub West Scotland, sought the often- complex answers to four simple questions that are at the heart of any strategic estate plan: 
	 
	 What do we want? 
	 What do we want? 
	 What do we want? 

	 What do we have? 
	 What do we have? 

	 What do we need? 
	 What do we need? 

	 What is therefore required? (What are our options?) 
	 What is therefore required? (What are our options?) 


	 
	Overall, as with previous project elements, the work undertaken to date has been extensive and featured: the review and analysis of historical and new data; structured visits to all key sites; and extensive dialogue with a number of stakeholder groups including GP’s, service providers, local management teams, estates staff, the third sector and local authority representation. It has identified the main core elements of a future primary care property strategy for the East Dunbartonshire HSCP area in the shor
	 
	This developing East Dunbartonshire component of an NHS Greater Glasgow & Clyde Property Strategy is consistent with the needs of the local and wider organisation whilst supporting delivery of the facilities element of Moving Forward Together, NHS Greater Glasgow & Clyde’s blueprint for health and social care services. It is also consistent with the early phases of “place-based decision making” as advocated by the Scottish Government through informing the estate element of local vision and strategy. In summ
	 
	In the short-term (0-3 years) 
	 
	 Review the data, assumptions and scenarios presented within this report to ensure they are valid and amend or update as appropriate. 
	 Review the data, assumptions and scenarios presented within this report to ensure they are valid and amend or update as appropriate. 
	 Review the data, assumptions and scenarios presented within this report to ensure they are valid and amend or update as appropriate. 

	 Support operational re-alignment of existing services/staff where feasible to make better use of existing available property resources based on the data collected and reviewed. 
	 Support operational re-alignment of existing services/staff where feasible to make better use of existing available property resources based on the data collected and reviewed. 

	 Seek formal support from the Capital Planning & Premises Team to undertake project support and development activities. 
	 Seek formal support from the Capital Planning & Premises Team to undertake project support and development activities. 

	 Review and re-present the augmented argument for a new “West Locality Health & Care Complex”, supported by an amended Schedule of Accommodation (S of A), intended primarily to address those issues identified in the original “Milngavie Health and Care Centre” paper (presented as a component of the previous NHSGG&C prioritisation process) but with an added understanding of the substantial risk associated with existing premises in the area and space requirements as highlighted by this review. 
	 Review and re-present the augmented argument for a new “West Locality Health & Care Complex”, supported by an amended Schedule of Accommodation (S of A), intended primarily to address those issues identified in the original “Milngavie Health and Care Centre” paper (presented as a component of the previous NHSGG&C prioritisation process) but with an added understanding of the substantial risk associated with existing premises in the area and space requirements as highlighted by this review. 

	 Finalise work already underway relating to the alternative means of delivering “shared satellite space” across the HSCP area to physically increase capacity available to support the delivery of clinical services and support short-term contractual and policy obligations whilst mitigating those risks identified associated with GP owned/leased premises in the area. 
	 Finalise work already underway relating to the alternative means of delivering “shared satellite space” across the HSCP area to physically increase capacity available to support the delivery of clinical services and support short-term contractual and policy obligations whilst mitigating those risks identified associated with GP owned/leased premises in the area. 


	 Secure the funding required to implement those preferred solutions identified as essential in the short-term. 
	 Secure the funding required to implement those preferred solutions identified as essential in the short-term. 
	 Secure the funding required to implement those preferred solutions identified as essential in the short-term. 

	 Seek the inclusion of the preferred strategic option(s) identified in local HSCP plans within the next appropriate NHSGG&C capital prioritisation process to understand the actual timetable for development and/or any remedial actions required. 
	 Seek the inclusion of the preferred strategic option(s) identified in local HSCP plans within the next appropriate NHSGG&C capital prioritisation process to understand the actual timetable for development and/or any remedial actions required. 

	 Continue to review emerging proposals in the context of the “Place Based Approach” advocated by the Scottish Govt. that has been at the heart of the process followed to date. 
	 Continue to review emerging proposals in the context of the “Place Based Approach” advocated by the Scottish Govt. that has been at the heart of the process followed to date. 


	 
	In the short to medium-term term (0 – 10 years) 
	 
	 Seek appropriate local and Board-wide agreement to develop the required business case(s) in support of capital investment or an alternative to this. 
	 Seek appropriate local and Board-wide agreement to develop the required business case(s) in support of capital investment or an alternative to this. 
	 Seek appropriate local and Board-wide agreement to develop the required business case(s) in support of capital investment or an alternative to this. 

	 Develop the business case(s) agreed as being required to support infrastructure developments in response to the findings of the option appraisal conducted and in the context of the relevant NHSGG&C Capital Planning & Prioritisation process/project programme. 
	 Develop the business case(s) agreed as being required to support infrastructure developments in response to the findings of the option appraisal conducted and in the context of the relevant NHSGG&C Capital Planning & Prioritisation process/project programme. 

	 Develop the detailed briefing documentation required to support the development of detailed designs for any capital projects approved, ensuring that these can deliver the required range of services for the required planning period (including more detailed assumptions relating to changing demand and capacity requirements) 
	 Develop the detailed briefing documentation required to support the development of detailed designs for any capital projects approved, ensuring that these can deliver the required range of services for the required planning period (including more detailed assumptions relating to changing demand and capacity requirements) 

	 Implement any remedial actions required in reflection of projected differences between strategic capital investment programmes and local demand/facilities (if required). 
	 Implement any remedial actions required in reflection of projected differences between strategic capital investment programmes and local demand/facilities (if required). 


	 
	In the medium to long-term (3 – 10 years plus) 
	 
	 Use “otherwise essential investment” and new monies secured through the capital business case process to maintain, develop, refurbish and/or construct the physical infrastructure associated with approved business cases in line with the overarching NHSGG&C Primary Care Estate Strategy and place-based investment approach. This is likely to include, most notably: 
	 Use “otherwise essential investment” and new monies secured through the capital business case process to maintain, develop, refurbish and/or construct the physical infrastructure associated with approved business cases in line with the overarching NHSGG&C Primary Care Estate Strategy and place-based investment approach. This is likely to include, most notably: 
	 Use “otherwise essential investment” and new monies secured through the capital business case process to maintain, develop, refurbish and/or construct the physical infrastructure associated with approved business cases in line with the overarching NHSGG&C Primary Care Estate Strategy and place-based investment approach. This is likely to include, most notably: 

	o The replacement of Milngavie Clinic, +/- local GP Practices, (The proposed “West Locality Health & Care Complex” or “hub”). 
	o The replacement of Milngavie Clinic, +/- local GP Practices, (The proposed “West Locality Health & Care Complex” or “hub”). 
	o The replacement of Milngavie Clinic, +/- local GP Practices, (The proposed “West Locality Health & Care Complex” or “hub”). 

	o The provision of HSCP “shared satellite space” in the Bishopbriggs/Auchinairn area or an alternative to this agreed through an option appraisal process. 
	o The provision of HSCP “shared satellite space” in the Bishopbriggs/Auchinairn area or an alternative to this agreed through an option appraisal process. 



	 
	Overall, work across the East Dunbartonshire HSCP area has been well received, with lessons learned continuing to be incorporated into the developing review methodology ultimately intended to develop an NHSGG&C-wide primary care property strategy. 
	 
	Such a strategy will support the practical implementation of Moving Forward Together, whilst enabling the Board to review and prioritise future facility developments across Primary Care, further ensuring that the right investment decisions are being taken at the right time and for the right reasons as components of an over-arching integrated services and property strategy. 
	1. INTRODUCTION 
	 
	In reflection of a broad range of historic primary care property-related challenges but growing clarity on the developing future vision for health and social care services, hub West Scotland (hWS) were asked by NHS Greater Glasgow & Clyde (NHSGG&C) to provide operational support to its development of a Primary Care Estate Strategy (PCES). 
	 
	Based on a series of preliminary meetings and dialogue with representatives of NHSGG&C, a methodology was agreed relating to how this work should be progressed, initially as a pilot within the Renfrewshire Health & Social Care Partnership (HSCP) area. 
	 
	Following the successful completion of the Renfrewshire HSCP pilot, the project has been expanded across the Board area, with this report addressing relevant strategic property considerations across East Dunbartonshire HSCP. It has three primary objectives: 
	 
	1) To provide a significantly abbreviated summary of the extensive property review process undertaken to date. 
	1) To provide a significantly abbreviated summary of the extensive property review process undertaken to date. 
	1) To provide a significantly abbreviated summary of the extensive property review process undertaken to date. 

	2) To identify the emerging core elements and apparent “direction of travel” of the East Dunbartonshire component of a developing Primary Care Estate Strategy and; 
	2) To identify the emerging core elements and apparent “direction of travel” of the East Dunbartonshire component of a developing Primary Care Estate Strategy and; 

	3) To present a brief series of recommendations relating to specific activities the review team believe are now worthy of further consideration. 
	3) To present a brief series of recommendations relating to specific activities the review team believe are now worthy of further consideration. 


	 
	2. BACKGROUND 
	 
	In response to a number of defined property challenges across primary care areas, NHSGG&C identified a requirement to develop a primary care property strategy. This was intended to step back from the day-to-day operational premises challenges currently being experienced across primary care to ensure that even short-term solutions and investments were ultimately contributing to a medium-longer term vision. 
	 
	Recognising the challenging nature of this activity, especially given significant short-term pressures, the work was conceived as an independently facilitated “conversation” that sought engagement and commentary from all stakeholders before developing evidence-based proposals relating to the required longer-term property strategy. These proposals were to reflect the wants and needs of all affected internal stakeholders along with data relating to the current condition, capacity, and functional suitability o
	 
	3. THE PROJECT TEAM 
	 
	This project has been delivered by an extensive project team that represents: 
	 
	 NHS Greater Glasgow & Clyde 
	 NHS Greater Glasgow & Clyde 
	 NHS Greater Glasgow & Clyde 

	 East Dunbartonshire Health & Social Care Partnership 
	 East Dunbartonshire Health & Social Care Partnership 

	 East Dunbartonshire Council 
	 East Dunbartonshire Council 

	 Hub West Scotland 
	 Hub West Scotland 


	 
	The core team supporting the project are indebted to a wide range of staff and supporters from within these teams; other planning partners; and GP practices across East Dunbartonshire without whom this activity could not have been completed effectively. 
	3.1 NHS Greater Glasgow & Clyde 
	 
	Greater Glasgow and Clyde Health Board commissioned the Primary Care Property Strategy Pilot and supported the selection and scheduling of relevant HSCP areas for participation. Jeanette Hawthorn, Service Manager Property, led this work on behalf of the Board supported by colleagues from Property and Capital Planning. 
	 
	3.2 East Dunbartonshire HSCP 
	 
	East Dunbartonshire Health & Social Care Partnership (HSCP) deliver all adult, children’s, and criminal justice social care services as well as community health services for adults and children in the East Dunbartonshire area. East Dunbartonshire HSCP leadership of the pilot was provided by Jean Campbell, Chief Finance & Resources Officer with extensive support from Vandrew McLean, Business Manager and the HSCP senior management team. 
	 
	3.3 East Dunbartonshire Council 
	 
	East Dunbartonshire Council is the relevant local authority and covers the same geographical area as East Dunbartonshire HSCP. The Review Team are indebted to a range of Council staff who supported this review process in recognition of the role they play in delivering a range of facilities from which HSCP staff operate and HSCP-led services are delivered. 
	 
	3.4 hub West Scotland 
	 
	Established in April 2012, hub West Scotland (hWS) is the joint-venture development company appointed to work in partnership with public bodies in the Greater Glasgow and Clyde area, also known as the West Territory. The pilot study and subsequent reviews have been delivered through hWS’s Strategic Support Partnering Services with the support of Higher Ground Health & Care Planning Ltd (HGHCP), a specialist healthcare and master planning consultancy selected by NHSGG&C from hWS’s pre-qualified list of suita
	 
	4. THE PROCESS 
	 
	As with previous review activity, the project was progressed through an amended version of HGHCP’s established Strategic Estate Review (SER) process. This process recognises that optimal investment/dis-investment decisions can only be achieved through realising the optimum balance between fixed assets and service delivery models and is in line with established estate and asset management methodologies. In summary, it seeks the (complex) answers to four simple questions: 
	▪ What do we want? 
	▪ What do we want? 
	▪ What do we want? 

	▪ What do we have? 
	▪ What do we have? 

	▪ What do we need? 
	▪ What do we need? 

	▪ What therefore is required? 
	▪ What therefore is required? 


	 
	This process is shown graphically in Diag. 1. (Overleaf). 
	4.1 Phase 1: “What Do We Want?” 
	 
	It is essential to identify and document the desired operational outputs of any project or process to understand and be able to explore the alternative means of achieving these. This project phase therefore involves seeking agreement on the proposed methodology, programme, and activity schedule; supporting initial interactions with the NHS client; and attempting to understand stakeholder “wants”, as well as recognising where differences of opinion may exist. 
	 
	4.2 Phase 2: “What Do We Have?” 
	 
	Establishing the range of existing services along with the resources and assets available to support them is essential to the identification of a baseline against which future service developments and the assets required to support them can be measured. This project phase is therefore primarily about baseline data collection and specifically about relating people, services and activity to places and fixed assets (facilities). 
	 
	4.3 Phase 3: “What Do We Need?” 
	 
	Phase 3 relates to delivering robust clinical, operational, asset/building-specific, and strategic challenge. Specifically, it is about understanding the real emergent issues and challenges – which are often different to those previously identified; supporting the development of the evidence base for current and future capacity requirements; presenting alternative means of achieving the same output goals; and understanding the actual service and associated site development/consolidation implications of any 
	Figure
	 
	 
	Strategic Estates Review: Process Employed 
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	Phase 1: What do we want? (Understand Outputs/Data/ Gaps) 
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	Diag. 1. The HGHCP Strategic Estate Review Process 
	 
	4.4 Phase 4: “What is Required? 
	 
	Phase 4 of the process involves identifying how existing services and facilities could change in future in response to baseline opportunities for improvement and anticipated strategic challenges agreed. This includes: 
	 The generation of primary options relating to a more appropriate distribution of services and utilisation of facilities in key geographical locations. 
	 The generation of primary options relating to a more appropriate distribution of services and utilisation of facilities in key geographical locations. 
	 The generation of primary options relating to a more appropriate distribution of services and utilisation of facilities in key geographical locations. 
	 The generation of primary options relating to a more appropriate distribution of services and utilisation of facilities in key geographical locations. 
	 The generation of primary options relating to a more appropriate distribution of services and utilisation of facilities in key geographical locations. 

	 The identification of apparent priority investment/dis-investment opportunities across the area for further consideration/review and business case development as appropriate. 
	 The identification of apparent priority investment/dis-investment opportunities across the area for further consideration/review and business case development as appropriate. 

	 A developing vision for the property portfolio and clear sense of “strategic direction of travel”. 
	 A developing vision for the property portfolio and clear sense of “strategic direction of travel”. 




	 
	5. WHAT DO WE WANT? 
	 
	The methodology employed in the first phase of the project involved two separate but linked elements: 
	 
	 Workshops with local stakeholders to help understand and discuss local services and property issues. 
	 Workshops with local stakeholders to help understand and discuss local services and property issues. 
	 Workshops with local stakeholders to help understand and discuss local services and property issues. 
	 Workshops with local stakeholders to help understand and discuss local services and property issues. 
	 Workshops with local stakeholders to help understand and discuss local services and property issues. 

	 A review of wider local and national policy and context. 
	 A review of wider local and national policy and context. 




	 
	5.1 Stakeholder Workshops: What Do We Want? 
	 
	A series of stakeholder workshops were held that were designed to explore the first key question posed by the process: “What do we want?” and importantly, to test if everyone who participated “wanted the same thing”.  These workshops, which were all held virtually, used a semi-structured format but adopted a safe, conversational style. Appendix A presents a summary of the people and organisations who participated in these sessions. 
	 
	The workshops, which were independently facilitated, used a series of trigger questions to break down the main question “what do we want?” into a series of more manageable discussions. 
	 
	In the event, the workshops were well attended (despite significant pressures); constructive; and characterised by extensive positive discussion and widespread agreement on the key issues. Collated feedback, which is presented in Appendix B, summarised a desire on behalf of those who participated for: 
	 
	 Openness, honesty & inclusiveness. 
	 Openness, honesty & inclusiveness. 
	 Openness, honesty & inclusiveness. 
	 Openness, honesty & inclusiveness. 
	 Openness, honesty & inclusiveness. 

	 Recognition that some challenges can’t wait for a strategic resolution. 
	 Recognition that some challenges can’t wait for a strategic resolution. 

	 Equity of access to all services across all areas and over an extended day where appropriate. 
	 Equity of access to all services across all areas and over an extended day where appropriate. 

	 A strategy that sees “the bigger picture” … even where this is at odds with individual aspirations and presents the basis for securing structured investment. 
	 A strategy that sees “the bigger picture” … even where this is at odds with individual aspirations and presents the basis for securing structured investment. 

	 Clear proposals or options about the way forward that are linked to local and national strategy. 
	 Clear proposals or options about the way forward that are linked to local and national strategy. 

	 Support  (and investment)  for  developments  that  take  us  towards  the  preferred strategic direction of travel. 
	 Support  (and investment)  for  developments  that  take  us  towards  the  preferred strategic direction of travel. 

	 Facilities that are able to support delivery of the GP contract and offer a “soft landing” for GP’s who are affected by any changes proposed . 
	 Facilities that are able to support delivery of the GP contract and offer a “soft landing” for GP’s who are affected by any changes proposed . 

	 The ability to deliver the Primary Care Improvement Plan (PCIP). 
	 The ability to deliver the Primary Care Improvement Plan (PCIP). 

	 Agreement on how we will be working in a “post COVID” world that retains the positive elements of recent rapid change. 
	 Agreement on how we will be working in a “post COVID” world that retains the positive elements of recent rapid change. 

	 An understanding of what this will mean for services and the premises required to support them. 
	 An understanding of what this will mean for services and the premises required to support them. 




	 An  understanding  of  defined  local  communities  and  how  they  must  influence strategy. 
	 An  understanding  of  defined  local  communities  and  how  they  must  influence strategy. 
	 An  understanding  of  defined  local  communities  and  how  they  must  influence strategy. 
	 An  understanding  of  defined  local  communities  and  how  they  must  influence strategy. 
	 An  understanding  of  defined  local  communities  and  how  they  must  influence strategy. 

	 More flexibility, more sustainability (buildings and services). 
	 More flexibility, more sustainability (buildings and services). 

	 Fit for purpose spaces, where people of all ages want to be – and can be safely. 
	 Fit for purpose spaces, where people of all ages want to be – and can be safely. 

	 A new Milngavie Health & care Hub in response to what was seen as a collection of HSCP and GP facilities in this area that are no longer fit for purpose. (This had also been presented in a feasibility study that had been considered by a previous prioritisation panel but failed to secure the required funding) 
	 A new Milngavie Health & care Hub in response to what was seen as a collection of HSCP and GP facilities in this area that are no longer fit for purpose. (This had also been presented in a feasibility study that had been considered by a previous prioritisation panel but failed to secure the required funding) 




	 
	The workshops provided an important insight into local thinking and specific concerns but also broadly reflected the issues, challenges and objectives reflected in the formal documents and strategies subsequently reviewed. 
	 
	In overview, feedback demonstrated a need for equity of access to flexible accommodation that can respond to increasingly challenging policy initiatives; service requirements; and demands whilst maximising opportunities for more integrated working. 
	 
	5.2 Wider Policy Context: What Do We Want? 
	 
	As well as seeking the views of individual local stakeholders and groups, the process also sought to answer the question “what do we want?” at a corporate and national level by considering it in the wider policy and guidance context as this relates to either buildings and/or services. Whilst this involved a very broad review, key issues, documents and agreed strategies identified that are deemed worthy of specific note include: 
	 
	 NHS GG&C Property Asset Management Strategy (PAMS) 
	 NHS GG&C Property Asset Management Strategy (PAMS) 
	 NHS GG&C Property Asset Management Strategy (PAMS) 
	 NHS GG&C Property Asset Management Strategy (PAMS) 
	 NHS GG&C Property Asset Management Strategy (PAMS) 

	 East Dunbartonshire HSCP Property Strategy 
	 East Dunbartonshire HSCP Property Strategy 

	 East Dunbartonshire HSCP Strategic Plan (2022 – 2025) 
	 East Dunbartonshire HSCP Strategic Plan (2022 – 2025) 

	 East Dunbartonshire Prioritisation Report (Milngavie Health & Care Centre Feasibility Study) 
	 East Dunbartonshire Prioritisation Report (Milngavie Health & Care Centre Feasibility Study) 

	 COVID-19 response 
	 COVID-19 response 

	 NHS Scotland Property Appraisal Manual and associated Estate Asset Management (EAMs) alongside wider premises guidance 
	 NHS Scotland Property Appraisal Manual and associated Estate Asset Management (EAMs) alongside wider premises guidance 

	 The new GP Contract and GP Premises National Code of Conduct 
	 The new GP Contract and GP Premises National Code of Conduct 

	 Moving Forward Together, NHSGG&C’s vision for health and social care services 
	 Moving Forward Together, NHSGG&C’s vision for health and social care services 




	 
	5.2.1 East Dunbartonshire HSCP Property Strategy 
	 
	The East Dunbartonshire HSCP Property Strategy identifies that national planning guidance states: 
	 
	“The Chief Officer of the Integration Joint Board is recommended to consult with the Local Authority and Health Board partners to make best use of existing resources and develop capital programmes. The Integration Joint Board should identify the asset requirements to support the Strategic Plan. This will enable the Chief Officer to identify capital investment projects, or business cases to submit to the Health Board and Local Authority for consideration as part of the capital planning processes, recognising
	It identifies that East Dunbartonshire Health and Social Care Partnership (HSCP) collectively make use of property across both East and West localities where health and social care functions are carried out. It also recognises that there is “an opportunity and clear need to”: 
	 
	 Review the approach taken to strategic planning and utilisation of the estate available to the Partnership. 
	 Review the approach taken to strategic planning and utilisation of the estate available to the Partnership. 
	 Review the approach taken to strategic planning and utilisation of the estate available to the Partnership. 
	 Review the approach taken to strategic planning and utilisation of the estate available to the Partnership. 
	 Review the approach taken to strategic planning and utilisation of the estate available to the Partnership. 
	 Review the approach taken to strategic planning and utilisation of the estate available to the Partnership. 

	 Support the aims of integration and delivery of effective, efficient health and social care services in East Dunbartonshire. 
	 Support the aims of integration and delivery of effective, efficient health and social care services in East Dunbartonshire. 

	 Utilise an agreed Property Strategy for the HSCP to inform a specific property strategy group and the Council’s Transformation Programme Board. 
	 Utilise an agreed Property Strategy for the HSCP to inform a specific property strategy group and the Council’s Transformation Programme Board. 





	 
	Key objectives of the property strategy identified are: 
	 
	 To gain best value from our use of property. 
	 To gain best value from our use of property. 
	 To gain best value from our use of property. 
	 To gain best value from our use of property. 
	 To gain best value from our use of property. 
	 To gain best value from our use of property. 

	 To ensure that health and social care services are provided in and from fit-for- purpose, modern buildings. 
	 To ensure that health and social care services are provided in and from fit-for- purpose, modern buildings. 

	 To enhance provision of health and social care services in local communities. 
	 To enhance provision of health and social care services in local communities. 

	 To rationalise our estate to reinvest savings into frontline services. Stated principles are: 
	 To rationalise our estate to reinvest savings into frontline services. Stated principles are: 




	1. Designing and delivering accessible services to meet the needs of individuals, carers, and communities. 
	1. Designing and delivering accessible services to meet the needs of individuals, carers, and communities. 

	2. Being open and showing that we are fair when allocating resources. 
	2. Being open and showing that we are fair when allocating resources. 

	3. Delivering services to people in their local communities. 
	3. Delivering services to people in their local communities. 

	4. Making best use of the assets available to us. 
	4. Making best use of the assets available to us. 


	 
	A range of “key strategic issues for East Dunbartonshire HSCP” are also identified within the Property Strategy. These include: 
	 
	 The development of an integrated health and social care centre proposal in the West locality to provide further integration of health and care along with GP and third sector services in line with the national policy direction. 
	 The development of an integrated health and social care centre proposal in the West locality to provide further integration of health and care along with GP and third sector services in line with the national policy direction. 
	 The development of an integrated health and social care centre proposal in the West locality to provide further integration of health and care along with GP and third sector services in line with the national policy direction. 
	 The development of an integrated health and social care centre proposal in the West locality to provide further integration of health and care along with GP and third sector services in line with the national policy direction. 
	 The development of an integrated health and social care centre proposal in the West locality to provide further integration of health and care along with GP and third sector services in line with the national policy direction. 
	 The development of an integrated health and social care centre proposal in the West locality to provide further integration of health and care along with GP and third sector services in line with the national policy direction. 

	 The need to identify space for the Older Peoples Mental Health service within the West locality. 
	 The need to identify space for the Older Peoples Mental Health service within the West locality. 

	 Additional plans for remodelling existing space in and around KHCC. 
	 Additional plans for remodelling existing space in and around KHCC. 

	 Implementation of the older people’s day care strategy and learning disability review. 
	 Implementation of the older people’s day care strategy and learning disability review. 

	 Consolidation of HSCP accommodation within the East locality. 
	 Consolidation of HSCP accommodation within the East locality. 





	 
	5.2.2 Milngavie Health & Care Centre Proposal 
	 
	East Dunbartonshire HSCP have previously identified a significant challenge associated with premises and service delivery in the West locality and consequently developed a proposal for a new strategic hub facility to address these. This proposal, which  was included in the NHSGG&C capital prioritisation process but did not receive funding support, states that the provision of Milngavie Health & Care Centre is integral to the vision of East Dunbartonshire Health & Social Care Partnership (HSCP) vision for th
	The proposal identifies that existing facilities in the area are unable to accommodate the expanding GP practice population or the developments in services and new ways of working brought about by the current GP contract. It also notes that the proposed new build facility would enable the HSCP to provide a range of other services currently unavailable within the West Locality (including Milngavie, Bearsden, and local villages) and, by bringing together a few practices into a single facility, have future sus
	 
	 Milngavie Clinic (HSCP Hub facility with no GP services at present) 
	 Milngavie Clinic (HSCP Hub facility with no GP services at present) 
	 Milngavie Clinic (HSCP Hub facility with no GP services at present) 
	 Milngavie Clinic (HSCP Hub facility with no GP services at present) 
	 Milngavie Clinic (HSCP Hub facility with no GP services at present) 
	 Milngavie Clinic (HSCP Hub facility with no GP services at present) 

	 Ashfield Medical Practice (GP) 
	 Ashfield Medical Practice (GP) 

	 Denbridge Surgery (GP) 
	 Denbridge Surgery (GP) 

	 Kersland House Surgery (GP) 
	 Kersland House Surgery (GP) 

	 Kessington Medical Centre (GP) 
	 Kessington Medical Centre (GP) 

	 The Terrace Medical Practice (GP) 
	 The Terrace Medical Practice (GP) 





	 
	Collectively, these facilities support a local practice population of just under 40,000 people or 36% of the East Dunbartonshire population. Services that it is proposed would be delivered from this new facility include all existing HSCP and GP services/clinics, although it would also act as the base for a wider number of defined teams. The early schedule of accommodation for the proposed facility identifies a Gross Internal Floor Area (GIFA) of circa. 7,500m2, including: 
	 
	 1,300m2 of GP area 
	 1,300m2 of GP area 
	 1,300m2 of GP area 
	 1,300m2 of GP area 
	 1,300m2 of GP area 
	 1,300m2 of GP area 

	 1,700m2 HSCP area 
	 1,700m2 HSCP area 

	 752 m2 of agile working area including 120 desks 
	 752 m2 of agile working area including 120 desks 

	 210m2 of Community space 
	 210m2 of Community space 

	 100 consulting, treatment, or interview rooms 
	 100 consulting, treatment, or interview rooms 

	 20 group/meeting rooms (Baseline for all East Duns is 37 rooms) For comparison purposes: 
	 20 group/meeting rooms (Baseline for all East Duns is 37 rooms) For comparison purposes: 

	 The total area associated with the existing GP practice facilities it is proposed to replace is 1,830m2 – although this includes circulation space (corridors, stairs, etc) plus walls and structure that are listed separately in the proposed S of A. The Project Team’s assessment is that the current proposal probably represents a similar overall area for the GP practice element. 
	 The total area associated with the existing GP practice facilities it is proposed to replace is 1,830m2 – although this includes circulation space (corridors, stairs, etc) plus walls and structure that are listed separately in the proposed S of A. The Project Team’s assessment is that the current proposal probably represents a similar overall area for the GP practice element. 

	 The total area associated with the existing Milngavie Clinic is 576m2 - although again, this includes circulation space (corridors, stairs, etc) plus walls and structure that are listed separately in the proposed S of A. The Project Team’s assessment is that the current proposal probably represents an increase of around 400% for the HSCP component of the facility taking the current Milngavie Clinic as the baseline. 
	 The total area associated with the existing Milngavie Clinic is 576m2 - although again, this includes circulation space (corridors, stairs, etc) plus walls and structure that are listed separately in the proposed S of A. The Project Team’s assessment is that the current proposal probably represents an increase of around 400% for the HSCP component of the facility taking the current Milngavie Clinic as the baseline. 

	 Existing facilities include 71 consulting, treatment, or interview rooms (9 in Milngavie Clinic, 62 across the five GP practices included) 
	 Existing facilities include 71 consulting, treatment, or interview rooms (9 in Milngavie Clinic, 62 across the five GP practices included) 

	 Existing facilities have no group/meeting rooms identified within the data gathered in support of the review but the baseline number of group/meeting rooms identified across East Dunbartonshire is 37 rooms. This includes 24 small meeting rooms; 9 medium meeting rooms; and 4 large meeting rooms including 18 in KHCC; 8 in Southbank; and 4 in Lennoxtown Hub. 
	 Existing facilities have no group/meeting rooms identified within the data gathered in support of the review but the baseline number of group/meeting rooms identified across East Dunbartonshire is 37 rooms. This includes 24 small meeting rooms; 9 medium meeting rooms; and 4 large meeting rooms including 18 in KHCC; 8 in Southbank; and 4 in Lennoxtown Hub. 





	 
	Work undertaken on the Primary Care Premises Strategy for East Dunbartonshire is ultimately supportive of this proposed hub development, having identified a broader range of factors 
	and risks that need to be included within the case for investment that are explored further in later sections of this report. 
	 
	5.2.3 Other Key Policy Context 
	 
	Other, developing project-wide policy context information can be found in Appendix C. This includes information on a range of issues including: 
	 
	 COVID-19 
	 COVID-19 
	 COVID-19 
	 COVID-19 
	 COVID-19 
	 COVID-19 

	 NHS Scotland Property Appraisal Manual and associated Estate Asset Management (EAMs) alongside wider premises guidance 
	 NHS Scotland Property Appraisal Manual and associated Estate Asset Management (EAMs) alongside wider premises guidance 

	 The new GP Contract and GP Premises National Code of Conduct 
	 The new GP Contract and GP Premises National Code of Conduct 

	 Moving Forward Together (MFT), NHSGG&C’s vision for health and social care services 
	 Moving Forward Together (MFT), NHSGG&C’s vision for health and social care services 





	 
	5.3 Summary: What Do We Want? 
	 
	In consideration of the issues raised in Phase 1 as well as those identified through the wider process to date, it can be concluded that a Primary Care Property Strategy for East Dunbartonshire – in line with programme-wide developing thinking - should in summary: 
	 
	 Be open, inclusiveness and engaging – with no surprises. 
	 Be open, inclusiveness and engaging – with no surprises. 
	 Be open, inclusiveness and engaging – with no surprises. 
	 Be open, inclusiveness and engaging – with no surprises. 
	 Be open, inclusiveness and engaging – with no surprises. 

	 Consider longer-term, strategic property needs. 
	 Consider longer-term, strategic property needs. 

	 Reflect on short-term risks and opportunities where feasible. 
	 Reflect on short-term risks and opportunities where feasible. 

	 Deliver a better quality, more functionally suitable estate that meets all standards. 
	 Deliver a better quality, more functionally suitable estate that meets all standards. 

	 Deliver fair and equitable access to services. 
	 Deliver fair and equitable access to services. 

	 Help to better match demand and supply in property terms. 
	 Help to better match demand and supply in property terms. 

	 Support sustainability in property, service, and financial terms – including the further consolidation of facilities where appropriate. 
	 Support sustainability in property, service, and financial terms – including the further consolidation of facilities where appropriate. 

	 Inform all future property decisions (Including as they relate to GP practice premises). 
	 Inform all future property decisions (Including as they relate to GP practice premises). 

	 Reflect on and support the delivery of local and national strategy, including MFT. 
	 Reflect on and support the delivery of local and national strategy, including MFT. 

	 Develop a vision and agreed “direction of travel” for all Primary Care premises. 
	 Develop a vision and agreed “direction of travel” for all Primary Care premises. 

	 Remain flexible – especially over the medium to long-term. 
	 Remain flexible – especially over the medium to long-term. 

	 Consider the relative merits of those existing capital proposals developed, most notably the proposal for a new Milngavie Health & Care Centre. 
	 Consider the relative merits of those existing capital proposals developed, most notably the proposal for a new Milngavie Health & Care Centre. 




	 
	6. WHAT DO WE HAVE? 
	 
	In order to understand and record “what we have” in terms of the existing Primary Care estate and those services currently delivered from it, this project phase involved: 
	 
	 The identification of all premises/part thereof to be included in the review process. 
	 The identification of all premises/part thereof to be included in the review process. 
	 The identification of all premises/part thereof to be included in the review process. 
	 The identification of all premises/part thereof to be included in the review process. 
	 The identification of all premises/part thereof to be included in the review process. 

	 The robust collection and review of baseline clinical and service data, to understand the relationship between current services and the facilities reviewed. 
	 The robust collection and review of baseline clinical and service data, to understand the relationship between current services and the facilities reviewed. 

	 Visits to key NHS/Local Authority owned/leased sites identified by members of the project team to supplement our shared understanding of existing accommodation, its condition, current clinical functionality, strengths, weaknesses, opportunities, and threats. 
	 Visits to key NHS/Local Authority owned/leased sites identified by members of the project team to supplement our shared understanding of existing accommodation, its condition, current clinical functionality, strengths, weaknesses, opportunities, and threats. 

	 A desktop review of GP owned facilities based on current EAMS building condition and functional content data entries. 
	 A desktop review of GP owned facilities based on current EAMS building condition and functional content data entries. 




	 The development of appropriate assumptions, based on experience and learning from historical project activity, where no or only minimal data is available. 
	 The development of appropriate assumptions, based on experience and learning from historical project activity, where no or only minimal data is available. 
	 The development of appropriate assumptions, based on experience and learning from historical project activity, where no or only minimal data is available. 
	 The development of appropriate assumptions, based on experience and learning from historical project activity, where no or only minimal data is available. 
	 The development of appropriate assumptions, based on experience and learning from historical project activity, where no or only minimal data is available. 

	 The cross-referencing of data by service and physical accommodation to determine current global utilisation, indicative capacity available and options for strategic consolidation that may release space for alternative use. 
	 The cross-referencing of data by service and physical accommodation to determine current global utilisation, indicative capacity available and options for strategic consolidation that may release space for alternative use. 

	 The geo-referencing of properties to determine their relative strategic importance and overall level of risk based on geographical location. 
	 The geo-referencing of properties to determine their relative strategic importance and overall level of risk based on geographical location. 

	 The generation of a Strategic Infrastructure Database (SID) that pulls all collated services and facilities data together into a single master document to aid evidence- based planning. 
	 The generation of a Strategic Infrastructure Database (SID) that pulls all collated services and facilities data together into a single master document to aid evidence- based planning. 




	 
	An overview of those facilities included in the review process is shown in Diag. 2., below. 
	 
	Figure
	 
	Diag. 2. East Dunbartonshire HSCP: All Premises Reviewed by Type 
	 
	6.1 The Strategic Infrastructure Database (SID): Overview 
	 
	The Strategic Infrastructure Database (SID) is the programme’s means of collating all relevant data collected in response to the question “what do we have?”. 
	 
	The SID is an expansive spreadsheet used for data analysis and planning purposes that relates existing services to the facilities/locations they are being delivered from. Its main objective is to provide a single repository for all relevant information/data and ultimately to inform a developing property strategy  that  is  derived  from the best  data  currently available.  An overview of the detailed contents of the SID is presented in Appendix D, with Appendix E outlining the implications of space and roo
	 
	Much of the historic property data analysed during the pilot project was extrapolated from the HSCP’s existing and comprehensive EAMS database, although this was supplemented by extensive site visits and additional data collection/review by various members of the Property 
	and Capital Planning Team including the Board’s Project Director, Property Asset Manager, Senior Property Manager, GP Premises Development Manager, Project Support staff and Asset Senior General Manager. 
	 
	Services data used in the SID was all as provided by East Dunbartonshire HSCP and reviewed/agreed with them prior to and throughout analysis. 
	 
	6.2 The Strategic Infrastructure Database (SID): Detail 
	 
	To aid decision making at a strategic level around what, if any, role existing assets may play in a future strategic estate model, the SID ultimately attempts to consolidate all available information into 4 summary criteria that reflect: 
	 
	 The overall quality/fitness for purpose of existing buildings. 
	 The overall quality/fitness for purpose of existing buildings. 
	 The overall quality/fitness for purpose of existing buildings. 
	 The overall quality/fitness for purpose of existing buildings. 
	 The overall quality/fitness for purpose of existing buildings. 

	 Their baseline utilisation. 
	 Their baseline utilisation. 

	 Their strategic significance as a service delivery location. 
	 Their strategic significance as a service delivery location. 

	 Their potential to support future change/deliver service needs. 
	 Their potential to support future change/deliver service needs. 




	 
	In the context of a developing property strategy this supports strategic analysis by allowing individual premises to be plotted graphically on a range of different charts according to how they score against each criterion to allow ready visual comparison and analysis. The relevance of these criteria is shown in Diag. 3. (Below) 
	 
	6.3 Buildings Assessment & Backlog Maintenance Reporting 
	 
	One criteria used as a proxy for the relative “quality” of a building is “backlog maintenance”. Backlog maintenance is expressed as a cost (£), but it is important to recognise that there is currently no single accepted descriptor of this across the public sector which makes any kind of direct comparison impossible. 
	 
	 
	Poor Buildings 
	Quality: Existing property portfolio and how we invest in facilities 
	Good Buildings 
	 
	Less important locations 
	 
	Strategic importance: Distribution of demand vs distribution of supply 
	More important locations 
	 
	Low Utilisation 
	Utilisation: Overall capacity and how we distribute/use this 
	High Utilisation 
	 
	NOT able to change 
	Potential: Ability to contribute to meaningful change 
	 
	 
	Figure
	Diag. 3. The Relevance of Consolidated Criteria Used to Summarise Existing Properties 
	Able to change 
	Able to change 

	 
	To ensure that the project was able to merge NHS and Local Authority facilities assessments and make reasonable over-arching comparisons, a workshop was held between relevant estates professionals from both organisations to better understand the pertinent issues. 
	6.3.1     NHS GG&C Buildings Assessment & Backlog Maintenance Reporting 
	 
	NHS GG&C undertake cyclical condition surveys of its property portfolio to report into NHS Scotland’s Estate and Asset Management System (EAMS). The survey categorises condition based upon surveys by independent survey partners that is subsequently verified by local Estates teams. It also generates an overall assessment regarding the standard and suitability of the building, classifying these as follows: 
	 
	A = Excellent/as new condition (Generally less than 2 years old) 
	B = Satisfactory condition with evidence of only minor deterioration C = Poor condition with evidence of major defects 
	D = Unacceptable condition, reached the end of its useful life 
	X  =  Supplementary  rating  added  to  D  only  to  indicate  cases  where  it  is  impossible  to improve the building without replacement 
	 
	The aim of NHS backlog maintenance appraisal is to assess the cost and risk level of any works required to return the estate to a physical condition “B” (satisfactory condition with evidence of only minor deterioration) and statutory compliance. They do this by assessing the lifecycle period and lifecycle replacement cost for each asset. Overall, all items with a grade C or D, or within Year 0 and 1 (NHS)/Year 1 and 2 (LA) should be classed as backlog. 
	 
	It is important to recognise that backlog maintenance costs are expressed as works costs (i.e., the base costs to undertake works) and that consequently a wide range of additional costs are excluded. These include: 
	 
	 Professional fees 
	 Professional fees 
	 Professional fees 
	 Professional fees 
	 Professional fees 

	 VAT 
	 VAT 

	 Contingencies 
	 Contingencies 

	 Inflation 
	 Inflation 

	 Risk 
	 Risk 

	 De-cant costs 
	 De-cant costs 

	 Temporary services to other areas 
	 Temporary services to other areas 

	 Overtime/out of hours working 
	 Overtime/out of hours working 

	 Disruption 
	 Disruption 

	 Etc 
	 Etc 




	 
	As a result of these additional considerations –which incur a real cost – NHS Scotland now widely recognises a three times multiplier to generate a more accurate reflection of true “investment cost” to address identified backlog maintenance as recorded. It is normal practice to assume that the actual costs to undertake background backlog maintenance is around three times the reported backlog maintenance costs. 
	 
	6.4 Core Space (Room) Types 
	 
	For the purposes of this strategic exercise, the review team worked on the principal that all facilities have 3 core types of accommodation in scheduled planning terms. These were defined as: 
	 
	 Primary delivery areas (PDA’s) 
	 Primary delivery areas (PDA’s) 
	 Primary delivery areas (PDA’s) 
	 Primary delivery areas (PDA’s) 
	 Primary delivery areas (PDA’s) 

	 Desk & administrative areas (Desks) 
	 Desk & administrative areas (Desks) 

	 Secondary support spaces 
	 Secondary support spaces 




	6.4.1     Primary Delivery Areas (PDA’s) 
	 
	“Primary delivery areas” or sometimes “primary clinical delivery areas” (PCDA’s) depending on context, are those key rooms/spaces that deliver core client-facing service functions. In the context of this Primary Care strategy work they primarily include: 
	 
	 consulting rooms 
	 consulting rooms 
	 consulting rooms 
	 consulting rooms 
	 consulting rooms 

	 treatment rooms 
	 treatment rooms 

	 interview rooms; and 
	 interview rooms; and 

	 other specifically defined/identified clinical/service delivery spaces/rooms. E.g., Gyms 
	 other specifically defined/identified clinical/service delivery spaces/rooms. E.g., Gyms 




	 
	It should be noted that simplifying room types for the purposes of analysis can lead to specific challenges/errors in some, especially smaller properties, but that it is seen as an appropriate means of simplifying data and analysis in the context of a 15 – 20-year strategic property strategy involving multiple individual premises such as this. It is also noted that the SID includes a more detailed breakdown of rooms and key spaces should further investigation or analysis be required. 
	 
	All the data relating to room numbers and types recorded in the SID has been provided or verified by relevant Capital Planning and HSCP staff, with more detail on the nature of all the spaces recorded and their implications in the context of the developing property strategy to be found in Appendix E. 
	 
	6.5 GP Owned/Leased Premises & Activity Data in the SID 
	 
	Although extensive property survey data is available to the Board and HSCP, the data available relating to GP owned/leased premises is still considerably less informed/detailed than that available for NHS owned/leased premises. As a result, the information/data relating to GP owned/leased premises has been supplemented by structured discussions with over-arching GP premises/contract staff who know the buildings and published practice population information in support of this review. 
	 
	The initial assessment of individual GP facilities should therefore be taken as indicative only at this time and intended to support a general assessment of the overall GP premises strategic property challenge rather than to inform specific practice by practice investment decisions. 
	 
	In terms of GP activity data, practice population has been used as a simplified proxy for relative activity levels. (See Appendix G) Whilst acceptable for a high-level, strategic exercise such as this it is acknowledged that many factors affect the relationship between practice population and actual appointments that will have to be considered in any detailed plans subsequently developed. These include, but are not limited to: 
	 
	 Variation in local services offered. 
	 Variation in local services offered. 
	 Variation in local services offered. 
	 Variation in local services offered. 
	 Variation in local services offered. 

	 Local need/demand. 
	 Local need/demand. 

	 Demography. 
	 Demography. 

	 Uptake. 
	 Uptake. 

	 Accessibility. 
	 Accessibility. 

	 Deprivation. 
	 Deprivation. 




	Consequently, this data has only been used to highlight a general apparent view of PDA’s available by GP practice and cluster to determine where the most acute space issues may be and where further, more detailed analysis and immediate action may be required. 
	 
	It is also important to underline that this information will need to be discussed in detail with individual GP practices before it is used to inform any specific changes or investment decisions and that future decisions around what GP practices choose to do with their premises lies solely with them as the premises owners/lease holders. 
	 
	6.6 Summary: What do we have? 
	 
	In summary, the East Dunbartonshire SID (Appendix F) identifies a wide range of data in support of property strategy development. This includes: 
	 
	 A practice population of circa. 110,000 people. 
	 A practice population of circa. 110,000 people. 
	 A practice population of circa. 110,000 people. 
	 A practice population of circa. 110,000 people. 
	 A practice population of circa. 110,000 people. 

	 GP/HSCP managed services that are delivered from 23 physically separate premises and 26 different delivery locations (further sub-divisions of space). 
	 GP/HSCP managed services that are delivered from 23 physically separate premises and 26 different delivery locations (further sub-divisions of space). 

	 A total of 10 NHS/Local Authority owned/leased premises. 
	 A total of 10 NHS/Local Authority owned/leased premises. 

	 A total of 13 GP owned/leased premises. 
	 A total of 13 GP owned/leased premises. 

	 Around 153,000 appointments being delivered from HSCP owned/leased premises 
	 Around 153,000 appointments being delivered from HSCP owned/leased premises 

	 Clinical services being delivered overall through circa. 218 individual PDA’s (rooms) across all premises – not including administrative or support spaces. 
	 Clinical services being delivered overall through circa. 218 individual PDA’s (rooms) across all premises – not including administrative or support spaces. 

	 A total of 15 GP practices arranged across 3 defined but relatively isolated GP clusters broadly related to the existing urban conurbations. 
	 A total of 15 GP practices arranged across 3 defined but relatively isolated GP clusters broadly related to the existing urban conurbations. 

	 Only 2 GP practices that operate from NHS owned/leased premises and account for 9% of the local GP practice population (Although one further practice has a sub- branch with two clinical rooms within an NHS health centre facility) 
	 Only 2 GP practices that operate from NHS owned/leased premises and account for 9% of the local GP practice population (Although one further practice has a sub- branch with two clinical rooms within an NHS health centre facility) 

	 13 GP practices that operate from GP owned/leased premises and account for 91% of the local GP practice population. 
	 13 GP practices that operate from GP owned/leased premises and account for 91% of the local GP practice population. 

	 Properties that range from less than 10 years old (Lennoxtown Hub) to over 50 years old (E.g., Milngavie Clinic). 
	 Properties that range from less than 10 years old (Lennoxtown Hub) to over 50 years old (E.g., Milngavie Clinic). 

	 Within the NHS/Local Authority owned/leased component of the estate circa. 846 wte staff and 555 desks. 
	 Within the NHS/Local Authority owned/leased component of the estate circa. 846 wte staff and 555 desks. 

	 Two facilities that include a total of 372 desks; representing 72% of the available total desk/administrative capacity. (KHCC and Southbank) 
	 Two facilities that include a total of 372 desks; representing 72% of the available total desk/administrative capacity. (KHCC and Southbank) 

	 A total backlog maintenance figure of circa. £3.1m across all properties that reduces to £2.1m when the significant component associated with the shared offices at Stobhill Hospital is removed. This figure is positively affected by the high number of Council facilities in use where zero backlog maintenance is reported and includes: 
	 A total backlog maintenance figure of circa. £3.1m across all properties that reduces to £2.1m when the significant component associated with the shared offices at Stobhill Hospital is removed. This figure is positively affected by the high number of Council facilities in use where zero backlog maintenance is reported and includes: 

	 £222k associated with the nine HSCP occupied facilities (excluding the NE sector offices at Stobhill) 
	 £222k associated with the nine HSCP occupied facilities (excluding the NE sector offices at Stobhill) 
	 £222k associated with the nine HSCP occupied facilities (excluding the NE sector offices at Stobhill) 

	 £1.8m backlog associated with the thirteen GP owned/leased facilities in East Dunbartonshire 
	 £1.8m backlog associated with the thirteen GP owned/leased facilities in East Dunbartonshire 





	 
	7. WHAT DO WE NEED? 
	 
	To answer the question “what do we need?”, phase 3 of the process involved 
	interrogating the data collated within the SID and identifying core options/opportunities for improvement/advantageous change that were aligned to the preferred direction of travel defined previously as “what do we want?”. Specifically, it sought to confirm: 
	 Current and future service requirements in terms of client-facing capacity and functionality, e.g., the broad volume of client-facing and administrative capacity required now, and in the future, based on agreed future capacity modelling data by geographical locality. 
	 Current and future service requirements in terms of client-facing capacity and functionality, e.g., the broad volume of client-facing and administrative capacity required now, and in the future, based on agreed future capacity modelling data by geographical locality. 
	 Current and future service requirements in terms of client-facing capacity and functionality, e.g., the broad volume of client-facing and administrative capacity required now, and in the future, based on agreed future capacity modelling data by geographical locality. 
	 Current and future service requirements in terms of client-facing capacity and functionality, e.g., the broad volume of client-facing and administrative capacity required now, and in the future, based on agreed future capacity modelling data by geographical locality. 
	 Current and future service requirements in terms of client-facing capacity and functionality, e.g., the broad volume of client-facing and administrative capacity required now, and in the future, based on agreed future capacity modelling data by geographical locality. 

	 How this relates to those assets currently available based on previously assessed criteria including: 
	 How this relates to those assets currently available based on previously assessed criteria including: 



	o The overall quality/fitness for purpose of existing buildings 
	o The overall quality/fitness for purpose of existing buildings 

	o Their baseline utilisation 
	o Their baseline utilisation 

	o Their strategic significance as a service delivery location 
	o Their strategic significance as a service delivery location 

	o Their potential to support future change/deliver those services identified as being required 
	o Their potential to support future change/deliver those services identified as being required 

	 Those geographical areas/localities/facilities that represent the greatest challenge/highest priorities for service review and property investment/consolidation. 
	 Those geographical areas/localities/facilities that represent the greatest challenge/highest priorities for service review and property investment/consolidation. 
	 Those geographical areas/localities/facilities that represent the greatest challenge/highest priorities for service review and property investment/consolidation. 
	 Those geographical areas/localities/facilities that represent the greatest challenge/highest priorities for service review and property investment/consolidation. 




	 
	7.1 What do we need now? 
	 
	Assessments of baseline space utilisation were derived using the provided property and activity data in combination with conservative but appropriate and evidence-based assumptions regarding key metrics. These included: 
	 
	 PDA numbers available 
	 PDA numbers available 
	 PDA numbers available 
	 PDA numbers available 
	 PDA numbers available 

	 Numbers of appointments annually 
	 Numbers of appointments annually 

	 Assumed or calculated clients/PDA/day 
	 Assumed or calculated clients/PDA/day 

	 Session utilisation 
	 Session utilisation 

	 wte staff numbers by facility and role 
	 wte staff numbers by facility and role 

	 Desks required by wte and role 
	 Desks required by wte and role 




	 
	Overall, the project team sought to understand the difference between spaces available and required based on appropriate optimal utilisation as agreed through discussion with wider stakeholder participants. 
	 
	The review team recognise that historic assessments of space utilisation within consultation areas are frequently based on “session utilisation”, that is to say, the number of rooms available to support activity booked by clinic. This has historically shown very high levels of utilisation in some areas and a lack of rooms available for those services who wish to expand their service/physical footprint. The strategic primary care property review has instead considered “in-session utilisation”, i.e. How well 
	 
	The review team note that all the metrics and assumptions we have used are clearly documented within the SID and can be altered to present alternative perspectives/scenarios to determine the impact of any proposed changes on space required. E.g., The impact of assuming fewer desks/wte/role 
	 
	Overall, the review of client-facing (PDA) space available vs required has identified: 
	 A total of 218 PDA’s available to the HSCP across all facilities (HSCP and GP owned/leased) to support the local health and social care needs care needs of the 110,000 local practice population 
	 A total of 218 PDA’s available to the HSCP across all facilities (HSCP and GP owned/leased) to support the local health and social care needs care needs of the 110,000 local practice population 
	 A total of 218 PDA’s available to the HSCP across all facilities (HSCP and GP owned/leased) to support the local health and social care needs care needs of the 110,000 local practice population 
	 A total of 218 PDA’s available to the HSCP across all facilities (HSCP and GP owned/leased) to support the local health and social care needs care needs of the 110,000 local practice population 
	 A total of 218 PDA’s available to the HSCP across all facilities (HSCP and GP owned/leased) to support the local health and social care needs care needs of the 110,000 local practice population 

	 This equates to an overall average of 2.0 PDA’s/1,000 practice population across East Dunbartonshire (Renfrewshire, the pilot area, by contrast had a ratio of 1.75 PDA’s/1,000 practice population and Inverclyde 2.4) 
	 This equates to an overall average of 2.0 PDA’s/1,000 practice population across East Dunbartonshire (Renfrewshire, the pilot area, by contrast had a ratio of 1.75 PDA’s/1,000 practice population and Inverclyde 2.4) 

	 That circa. 153,000 appointments are currently being delivered each year within the public sector owned/leased component of the estate (10 properties and 59 PDA’s). 
	 That circa. 153,000 appointments are currently being delivered each year within the public sector owned/leased component of the estate (10 properties and 59 PDA’s). 

	 For services within HSCP owned/leased facilities this represents a range of between 
	 For services within HSCP owned/leased facilities this represents a range of between 




	2.4 and 19.4 clients/PCDA/day. 
	 Overall GP activity is being delivered from 15 different locations and 170 PCDA’s. 
	 Overall GP activity is being delivered from 15 different locations and 170 PCDA’s. 
	 Overall GP activity is being delivered from 15 different locations and 170 PCDA’s. 
	 Overall GP activity is being delivered from 15 different locations and 170 PCDA’s. 
	 Overall GP activity is being delivered from 15 different locations and 170 PCDA’s. 

	 This represents a range of between 0.9 and 2.5 rooms/1,000 population. 
	 This represents a range of between 0.9 and 2.5 rooms/1,000 population. 




	 
	This appears to reflect a property portfolio that is overall well-utilised from a client-facing activity perspective, albeit with understandable/explainable variances in baseline capacity utilisation that is explored further in subsequent sections of this report. 
	 
	With respect to administrative areas, the available data has identified: 
	 
	 Within the NHS/Local Authority owned/leased component of the estate circa. 934 wte staff and 519 desks against a total estimated requirement for 736 desks at 80% utilisation based on current project assumptions and metrics. (A substantial under provision) 
	 Within the NHS/Local Authority owned/leased component of the estate circa. 934 wte staff and 519 desks against a total estimated requirement for 736 desks at 80% utilisation based on current project assumptions and metrics. (A substantial under provision) 
	 Within the NHS/Local Authority owned/leased component of the estate circa. 934 wte staff and 519 desks against a total estimated requirement for 736 desks at 80% utilisation based on current project assumptions and metrics. (A substantial under provision) 
	 Within the NHS/Local Authority owned/leased component of the estate circa. 934 wte staff and 519 desks against a total estimated requirement for 736 desks at 80% utilisation based on current project assumptions and metrics. (A substantial under provision) 
	 Within the NHS/Local Authority owned/leased component of the estate circa. 934 wte staff and 519 desks against a total estimated requirement for 736 desks at 80% utilisation based on current project assumptions and metrics. (A substantial under provision) 

	 Four facilities that include a total of 443 desks; representing 85% of the available total desk/administrative capacity and 79% of the identified wte desk requirements based on the agreed baseline metrics used relating to desks/wte and utilisation. (KHCC, Southbank, Milngavie Clinic & Woodlands) NB Milngavie Enterprise Clinic has also been included in admin planning tables as it is a new facility that is not yet in use that represents additional capacity that will come online in the near future. 
	 Four facilities that include a total of 443 desks; representing 85% of the available total desk/administrative capacity and 79% of the identified wte desk requirements based on the agreed baseline metrics used relating to desks/wte and utilisation. (KHCC, Southbank, Milngavie Clinic & Woodlands) NB Milngavie Enterprise Clinic has also been included in admin planning tables as it is a new facility that is not yet in use that represents additional capacity that will come online in the near future. 

	 These facilities can be seen as the main “administration” areas with large numbers of desks where additional analysis of desk utilisation may be appropriate. 
	 These facilities can be seen as the main “administration” areas with large numbers of desks where additional analysis of desk utilisation may be appropriate. 




	 
	 
	Figure
	 
	Diag. 4. Baseline Desk Utilisation in Key Facilities with Extensive Administrative Areas (Based on agreed project metrics and assumptions) 
	Diag. 4. (Above) presents an overview of the current desk count within the five primary facilities with large administrative areas along with data relating to wte staff numbers by professional grouping. It also includes an overall assessment of baseline desk utilisation based on agreed project metrics relating to desks/wte/staffing group. 
	 
	The table shows a consistently higher utilisation of space than may be expected across three of the four areas currently in use that the project team hypothesis is a consequence of on- going “blended working” and may be indicative of the possibility to reduce baseline metrics in reflection of this. 
	 
	Diag. 5. (Below) presents an alternative view of the same data but now calculating the difference between desks available and required at a baseline utilisation of 80% to indicate the net excess/(deficit) in desk numbers by facility. 
	 
	 
	Figure
	 
	Diag. 5. Baseline Desk Excess/(Deficit) in Key Facilities with Extensive Administrative Areas (Based on agreed project metrics and assumptions) 
	 
	Diag. 5. identifies a number of areas where existing baseline demand for desks may be exceeding supply when utilising the metrics agreed – a situation that could result in desks not being available when required. Overall, there is a uniformly higher level of desk utilisation than baseline metrics indicate may be appropriate which the project team hypothesise may indicate either: 
	 
	 A lack of available administrative space in KHCC, Milngavie Clinic; and Woodlands Resource Centres, or 
	 A lack of available administrative space in KHCC, Milngavie Clinic; and Woodlands Resource Centres, or 
	 A lack of available administrative space in KHCC, Milngavie Clinic; and Woodlands Resource Centres, or 
	 A lack of available administrative space in KHCC, Milngavie Clinic; and Woodlands Resource Centres, or 
	 A lack of available administrative space in KHCC, Milngavie Clinic; and Woodlands Resource Centres, or 

	 The on-going medium-long-term impact of changes in working practices originally developed in response to COVID that have reduced overall desk requirements and should result in desk planning metrics being amended moving forward. 
	 The on-going medium-long-term impact of changes in working practices originally developed in response to COVID that have reduced overall desk requirements and should result in desk planning metrics being amended moving forward. 




	 
	The HSCP Team also note that there has been a significant increase in staffing levels because of Scottish Government investment across a number of policy initiatives that has had a consequential impact on desk utilisation. This includes the Primary Care Implementation Plan (PCIP); Alcohol & Drug Support Teams; The National Mental Health Strategy; Winter planning funding;  Medication  Assisted  Treatment  (MAT)  standards;  etc.  All  these  investment 
	programmes have resulted in the need to find space for additional staff within existing facilities, at least in the short-term, with a consequential increase in utilisation. 
	 
	It is important that this situation is reviewed and addressed if necessary either through: 
	 
	1) The re-alignment/expansion of teams/desks between facilities to ensure enough space is available, and/or 
	1) The re-alignment/expansion of teams/desks between facilities to ensure enough space is available, and/or 
	1) The re-alignment/expansion of teams/desks between facilities to ensure enough space is available, and/or 

	2) The adjustment of project metrics (desks/wte/professional grouping) to reflect less desks being required on an on-going basis in reflection of permanent changes to the amount of time staff will be expected, E.g. To undertake “hybrid working”, including from home. 
	2) The adjustment of project metrics (desks/wte/professional grouping) to reflect less desks being required on an on-going basis in reflection of permanent changes to the amount of time staff will be expected, E.g. To undertake “hybrid working”, including from home. 


	 
	The project team also note that the limited opportunity to re-distribute baseline capacity (if required) using the apparent space available at Southbank and the new capacity likely to come online at Milngavie Enterprise Centre which is included within the SID but not yet occupied. They also note that the space available at Southbank may be underestimated if, as noted, staffing numbers are indeed a head count rather than whole time equivalent (wte) number. 
	 
	7.2 What are the key property challenges and opportunities? 
	 
	7.2.1 The East Dunbartonshire HSCP Occupied Estate 
	7.2.1 The East Dunbartonshire HSCP Occupied Estate 
	7.2.1 The East Dunbartonshire HSCP Occupied Estate 
	7.2.1 The East Dunbartonshire HSCP Occupied Estate 
	7.2.1 The East Dunbartonshire HSCP Occupied Estate 




	 
	Diag. 6. (Below) graphically presents SID data relating to the overall review team’s assessment of existing key primary care infrastructure used by East Dunbartonshire HSCP. This shows “building quality” (x axis) mapped against “strategic importance” (y axis) on the agreed “strategic property assessment framework”. 
	 
	 
	Figure
	 
	Diag. 6. Quality of Primary Care Buildings vs Strategic Importance 
	 
	This framework also identifies the core elements and objectives of a property strategy as they relate to the quadrants formed and properties within them. These are: 
	 The high quality/strategically important quadrant: “Key infrastructure’, important properties whose use needs to be optimised and that should be maintained accordingly. 
	 The high quality/strategically important quadrant: “Key infrastructure’, important properties whose use needs to be optimised and that should be maintained accordingly. 
	 The high quality/strategically important quadrant: “Key infrastructure’, important properties whose use needs to be optimised and that should be maintained accordingly. 
	 The high quality/strategically important quadrant: “Key infrastructure’, important properties whose use needs to be optimised and that should be maintained accordingly. 
	 The high quality/strategically important quadrant: “Key infrastructure’, important properties whose use needs to be optimised and that should be maintained accordingly. 

	 The high quality/strategically less important quadrant: good facilities whose use needs to be optimised – potentially in support of services where delivery location is less important/relevant. 
	 The high quality/strategically less important quadrant: good facilities whose use needs to be optimised – potentially in support of services where delivery location is less important/relevant. 

	 The low quality/strategically important quadrant: Delivery locations whose strategic importance are not reflected in the poor-quality facilities available – potential investment in new facilities may be required. 
	 The low quality/strategically important quadrant: Delivery locations whose strategic importance are not reflected in the poor-quality facilities available – potential investment in new facilities may be required. 

	 The low quality/strategically less important quadrant: non-key infrastructure where the primary property objective should be to dis-invest and dispose as soon as alternative options are available. 
	 The low quality/strategically less important quadrant: non-key infrastructure where the primary property objective should be to dis-invest and dispose as soon as alternative options are available. 




	 
	It is important to note that: 
	 
	Building Quality scores (x axis) are based on extensive local reporting data along with structured on-going facility assessments, supplemented by the capital planning teams additional assessments and site visits. These have been generated by local estates staff from both the NHS and East Dunbartonshire Council in conjunction with the Capital Planning Team before being discussed and verified by the HSCP strategic management team to ensure continuity and robustness. Components of the assessments include: 
	 
	 Physical condition 
	 Physical condition 
	 Physical condition 
	 Physical condition 
	 Physical condition 

	 Statutory compliance 
	 Statutory compliance 

	 Environmental management 
	 Environmental management 

	 Functional suitability 
	 Functional suitability 




	 
	Strategic Importance scores (Y axis) are based on the HSCP’s assessment of the strategic significance of the facilities/sites assessed based on an initial assessment undertaken by the Capital Planning Team to ensure continuity and robustness. Components of the assessments include: 
	 
	 Overall strategic importance of the location from an NHSGG&C/HSCP-wide perspective. 
	 Overall strategic importance of the location from an NHSGG&C/HSCP-wide perspective. 
	 Overall strategic importance of the location from an NHSGG&C/HSCP-wide perspective. 
	 Overall strategic importance of the location from an NHSGG&C/HSCP-wide perspective. 
	 Overall strategic importance of the location from an NHSGG&C/HSCP-wide perspective. 

	 Accessibility of the facility/site as a strategic delivery location. 
	 Accessibility of the facility/site as a strategic delivery location. 

	 Proximity to other relevant locations. 
	 Proximity to other relevant locations. 

	 Proximity/relationship to public/service needs. 
	 Proximity/relationship to public/service needs. 

	 Whether there is any duplication or replication of the relevant facilities/services locally. 
	 Whether there is any duplication or replication of the relevant facilities/services locally. 




	 
	The distribution of premises across the framework is broadly as might be expected, primarily along an axis running between the low quality/less important to high quality/more important quadrants. This is probably indicative of an effective historical estates management strategy that has concentrated available funding on the most important facilities in combination with a capital planning strategy that has sought to maximise the value of new investment. A number of properties lie outside this axis and do app
	 
	 Milngavie Clinic (Strategic significance 10/10, Building Quality 6/10) 
	 Milngavie Clinic (Strategic significance 10/10, Building Quality 6/10) 
	 Milngavie Clinic (Strategic significance 10/10, Building Quality 6/10) 
	 Milngavie Clinic (Strategic significance 10/10, Building Quality 6/10) 
	 Milngavie Clinic (Strategic significance 10/10, Building Quality 6/10) 




	 Kirkintilloch Area Office (Kilsyth Road), Criminal Justice Services (Strategic significance 8/10, Building Quality 4/10) 
	 Kirkintilloch Area Office (Kilsyth Road), Criminal Justice Services (Strategic significance 8/10, Building Quality 4/10) 
	 Kirkintilloch Area Office (Kilsyth Road), Criminal Justice Services (Strategic significance 8/10, Building Quality 4/10) 
	 Kirkintilloch Area Office (Kilsyth Road), Criminal Justice Services (Strategic significance 8/10, Building Quality 4/10) 
	 Kirkintilloch Area Office (Kilsyth Road), Criminal Justice Services (Strategic significance 8/10, Building Quality 4/10) 

	 St Ninian’s Hall (Strategic significance 1/10, Building Quality 5.4/10) 
	 St Ninian’s Hall (Strategic significance 1/10, Building Quality 5.4/10) 




	 
	Diag. 7. (Below) presents the same assessment of premises but with the additional inclusion of assessed utilisation. This is conveyed through the simplified use of colour that represents a range of assessments – developed from SID data - as summarised in Diag.8. (overleaf) where: 
	 
	 Qualitative assessments range from “Could hardly be better, Perfection, A” to “Could hardly be worse, D-” 
	 Qualitative assessments range from “Could hardly be better, Perfection, A” to “Could hardly be worse, D-” 
	 Qualitative assessments range from “Could hardly be better, Perfection, A” to “Could hardly be worse, D-” 
	 Qualitative assessments range from “Could hardly be better, Perfection, A” to “Could hardly be worse, D-” 
	 Qualitative assessments range from “Could hardly be better, Perfection, A” to “Could hardly be worse, D-” 

	 GP space utilisation activity (in reflection of the absence of detailed patient appointment numbers) is measured in PDA’s (rooms)/1,000 Practice Population and ranges from <0.5 to >2 
	 GP space utilisation activity (in reflection of the absence of detailed patient appointment numbers) is measured in PDA’s (rooms)/1,000 Practice Population and ranges from <0.5 to >2 

	 HSCP utilisation activity is measured in Appointments/PDA/Day and ranges from 0 to 
	 HSCP utilisation activity is measured in Appointments/PDA/Day and ranges from 0 to 




	>20 appointments/PDA/day 
	 Desk utilisation is based on the difference between the number of desks available and the number of desks assessed as being required utilising agreed desk ratio metrics and ranges from <30% to >85% 
	 Desk utilisation is based on the difference between the number of desks available and the number of desks assessed as being required utilising agreed desk ratio metrics and ranges from <30% to >85% 
	 Desk utilisation is based on the difference between the number of desks available and the number of desks assessed as being required utilising agreed desk ratio metrics and ranges from <30% to >85% 
	 Desk utilisation is based on the difference between the number of desks available and the number of desks assessed as being required utilising agreed desk ratio metrics and ranges from <30% to >85% 
	 Desk utilisation is based on the difference between the number of desks available and the number of desks assessed as being required utilising agreed desk ratio metrics and ranges from <30% to >85% 

	 Utilising a simple red/amber/green annotation, a score of between 1 and 3 is categorised as “red”; 4 and 6 is “amber”; and 7 and 10 is “green” 
	 Utilising a simple red/amber/green annotation, a score of between 1 and 3 is categorised as “red”; 4 and 6 is “amber”; and 7 and 10 is “green” 




	 
	For clarity, it is noted that, in buildings where both HSCP and GP services are co-located (Lennoxtown Hub and KHCC) this assessment reflects HSCP activity only. Where buildings include a mixed client-facing/administrative element, scores are based on an overall “blended” assessment that is apportioned to baseline areas. 
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	Diag. 7. Quality of Primary Care Buildings vs Strategic Importance vs Utilisation 
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	Diag. 8. Overall Utilisation Assessment Criteria 
	 
	Diag. 9. (Below) presents an alternative graphical representation of the SID data relating to the overall review team’s assessment of existing key primary care infrastructure owned/leased by East Dunbartonshire HSCP. This continues to show “building quality” (x axis) but now mapped against “potential”. 
	 
	 
	Figure
	 
	Diag. 9. Quality of Primary Care Buildings vs Strategic Potential vs Utilisation 
	 
	 
	“Potential” scores (Y axis) are based on the collective Project Team’s overall strategic assessment of the potential for each facility/site to change based on an initial assessment undertaken by the Capital Planning Team to ensure continuity and robustness. Components of the assessment include: 
	 Ownership. Whether the site/facilities are owned or leased, etc. 
	 Ownership. Whether the site/facilities are owned or leased, etc. 
	 Ownership. Whether the site/facilities are owned or leased, etc. 
	 Ownership. Whether the site/facilities are owned or leased, etc. 
	 Ownership. Whether the site/facilities are owned or leased, etc. 

	 Willingness of the owners/relevant stakeholders to support change. 
	 Willingness of the owners/relevant stakeholders to support change. 

	 The presence of options to support change of existing facilities (Modify, extend, vacate, alter use, etc). 
	 The presence of options to support change of existing facilities (Modify, extend, vacate, alter use, etc). 

	 The availability of options to make additional/alternative use of the site. 
	 The availability of options to make additional/alternative use of the site. 

	 Value, saleability, transferability, income generation potential, other financial considerations, etc. 
	 Value, saleability, transferability, income generation potential, other financial considerations, etc. 




	 
	The key differences highlighted here reflect how the additional consideration of site/facility “potential” affects analysis with, most notably: 
	 
	 Milngavie Clinic being identified as a poorer quality but well-utilised and strategically important facility that may have the potential to be developed/replaced in its current location. (Need to invest in or otherwise secure a long-term alternative?) 
	 Milngavie Clinic being identified as a poorer quality but well-utilised and strategically important facility that may have the potential to be developed/replaced in its current location. (Need to invest in or otherwise secure a long-term alternative?) 
	 Milngavie Clinic being identified as a poorer quality but well-utilised and strategically important facility that may have the potential to be developed/replaced in its current location. (Need to invest in or otherwise secure a long-term alternative?) 
	 Milngavie Clinic being identified as a poorer quality but well-utilised and strategically important facility that may have the potential to be developed/replaced in its current location. (Need to invest in or otherwise secure a long-term alternative?) 
	 Milngavie Clinic being identified as a poorer quality but well-utilised and strategically important facility that may have the potential to be developed/replaced in its current location. (Need to invest in or otherwise secure a long-term alternative?) 

	 Kirkintilloch Area Office being identified as a poorer quality but well utilised facility with limited potential and very limited options for change. (Need to find an alternative location for the existing 9 desks and 2 rooms?) 
	 Kirkintilloch Area Office being identified as a poorer quality but well utilised facility with limited potential and very limited options for change. (Need to find an alternative location for the existing 9 desks and 2 rooms?) 

	 Lennoxtown Hub being identified as a high-quality, strategically important facility with limited opportunity for further development, but available consulting room capacity based on the activity data provided. (Opportunity to make better use of consulting space?) 
	 Lennoxtown Hub being identified as a high-quality, strategically important facility with limited opportunity for further development, but available consulting room capacity based on the activity data provided. (Opportunity to make better use of consulting space?) 

	 St Ninian’s Hall being identified as a small but well-used facility that is poorer quality, has no potential for change and is of no strategic significance. (Requiring the re- provision of at least the baseline 13 desks currently provided) 
	 St Ninian’s Hall being identified as a small but well-used facility that is poorer quality, has no potential for change and is of no strategic significance. (Requiring the re- provision of at least the baseline 13 desks currently provided) 




	 
	7.2.2 The East Dunbartonshire GP Owned/Leased Estate 
	 
	As noted previously, although survey data is now available related to GP premises that includes room numbers and backlog maintenance assessments, less is still known in relation to these privately owned/leased facilities. It is also important to recognise that, unlike for HSCP owned premises, meetings have not taken place with all GP stakeholders to agree an overall detailed assessment (scores) for individual properties against the criteria assessed. (Other than capacity based on rooms/1,000 practice popula
	 
	Notwithstanding this, a desktop review did take place involving representatives of the project team and NHSGG&C Primary Care commissioning team with knowledge of the facilities in question. This identified that of the thirteen facilities reviewed: 
	 
	 Six were purpose built as GP facilities whilst the remainder have been converted for this use. 
	 Six were purpose built as GP facilities whilst the remainder have been converted for this use. 
	 Six were purpose built as GP facilities whilst the remainder have been converted for this use. 
	 Six were purpose built as GP facilities whilst the remainder have been converted for this use. 
	 Six were purpose built as GP facilities whilst the remainder have been converted for this use. 
	 Six were purpose built as GP facilities whilst the remainder have been converted for this use. 

	 Eleven are owned by GP’s and two are leased (One from a private landlord, one from a third party). 
	 Eleven are owned by GP’s and two are leased (One from a private landlord, one from a third party). 

	 There is a substantial difference in the likely suitability of these facilities for the short-medium term delivery of GP/Primary Care services based on their current location, configuration, status, etc. 
	 There is a substantial difference in the likely suitability of these facilities for the short-medium term delivery of GP/Primary Care services based on their current location, configuration, status, etc. 

	 Five GP owned/leased practice buildings appear to have an effective long-term future as healthcare delivery locations; two appear suitable for the medium to long-term delivery of GP services; and six that are highly unlikely to be fit for purpose in medium-long-term. 
	 Five GP owned/leased practice buildings appear to have an effective long-term future as healthcare delivery locations; two appear suitable for the medium to long-term delivery of GP services; and six that are highly unlikely to be fit for purpose in medium-long-term. 

	 Collectively, they account for just over £1.8m of backlog maintenance. 
	 Collectively, they account for just over £1.8m of backlog maintenance. 





	 Utilising the nationally recognised multiplier (3x) indicates a likely cost to address backlog issues across the GP owned/leased estate of around £5-6m. 
	 Utilising the nationally recognised multiplier (3x) indicates a likely cost to address backlog issues across the GP owned/leased estate of around £5-6m. 
	 Utilising the nationally recognised multiplier (3x) indicates a likely cost to address backlog issues across the GP owned/leased estate of around £5-6m. 
	 Utilising the nationally recognised multiplier (3x) indicates a likely cost to address backlog issues across the GP owned/leased estate of around £5-6m. 
	 Utilising the nationally recognised multiplier (3x) indicates a likely cost to address backlog issues across the GP owned/leased estate of around £5-6m. 
	 Utilising the nationally recognised multiplier (3x) indicates a likely cost to address backlog issues across the GP owned/leased estate of around £5-6m. 





	 
	In terms of utilisation, available data identified two practices with 1 or less than 1 room available/1,000 practice population that may represent an early physical capacity challenge. These were: 
	 
	 The Terrace Medical Practice (0.9 PCDA/1,000 practice population) 
	 The Terrace Medical Practice (0.9 PCDA/1,000 practice population) 
	 The Terrace Medical Practice (0.9 PCDA/1,000 practice population) 
	 The Terrace Medical Practice (0.9 PCDA/1,000 practice population) 
	 The Terrace Medical Practice (0.9 PCDA/1,000 practice population) 
	 The Terrace Medical Practice (0.9 PCDA/1,000 practice population) 

	 Woodhead Medical Practice – located within the Local Authority owned KHCC facility (0.9 PCDA’s/1,000 practice population) 
	 Woodhead Medical Practice – located within the Local Authority owned KHCC facility (0.9 PCDA’s/1,000 practice population) 





	 
	The Project Team note that, whilst the overall quality and utilisation of the GP owned/leased estate in East Dunbartonshire is broadly similar to that seen in other parts of the NHSGG&C Board area reviewed thus far, East Dunbartonshire is unique in terms of the very high volume of GP services delivered from GP owned/leased premises. Specifically, it is noted that only 2 GP practices in East Dunbartonshire operate from NHS owned/leased premises, accounting for only 9% of the local GP practice population whil
	 
	 
	Figure
	 
	Diag. 10. GP Premises by Ownership/Lease Responsibility 
	 
	This is clearly a risk in terms of the current GP contract (See Appendix C) which seeks a shift, over 25 years, to a new sustainable model in which GPs will no longer be expected to provide their own premises. The risk is considerably more than just contractual however, as analysis and detailed discussions have also identified that: 
	 
	1) East Dunbartonshire is serviced by relatively isolated clusters of GPs that serve the existing urban conurbations as identified in Diag. 11. 
	1) East Dunbartonshire is serviced by relatively isolated clusters of GPs that serve the existing urban conurbations as identified in Diag. 11. 
	1) East Dunbartonshire is serviced by relatively isolated clusters of GPs that serve the existing urban conurbations as identified in Diag. 11. 


	2) Those facilities identified as potentially not suitable for the medium to long-term delivery of health services, based on the assessments undertaken thus far, are concentrated in the Bearsden/Milngavie area. 
	2) Those facilities identified as potentially not suitable for the medium to long-term delivery of health services, based on the assessments undertaken thus far, are concentrated in the Bearsden/Milngavie area. 
	2) Those facilities identified as potentially not suitable for the medium to long-term delivery of health services, based on the assessments undertaken thus far, are concentrated in the Bearsden/Milngavie area. 

	3) Whilst potentially not suitable for the long-term delivery of primary healthcare services, these facilities are in highly desirable residential areas and therefore likely to command strong values if marketed and to sell easily. (Unlike existing facilities reviewed in other parts of the NHS board area) 
	3) Whilst potentially not suitable for the long-term delivery of primary healthcare services, these facilities are in highly desirable residential areas and therefore likely to command strong values if marketed and to sell easily. (Unlike existing facilities reviewed in other parts of the NHS board area) 

	4) This potentially means that the owners (partners) are less likely to be dependent upon NHSGG&C to realise a sale as they might be in other parts of the Board area and that this COULD lead to the loss of physical premises without a sufficient lead time to develop replacement capacity should existing partners decide to retire and sell their premises on the open market without reference to the Board. 
	4) This potentially means that the owners (partners) are less likely to be dependent upon NHSGG&C to realise a sale as they might be in other parts of the Board area and that this COULD lead to the loss of physical premises without a sufficient lead time to develop replacement capacity should existing partners decide to retire and sell their premises on the open market without reference to the Board. 


	 
	 
	Figure
	 
	Diag. 11. GP Clusters in East Dunbartonshire 
	 
	Collectively, these factors should be seen as a unique and substantial risk in terms of the delivery of GP capacity across East Dunbartonshire but specifically in the Bearsden & Milngavie and Bishopbriggs & Auchinairn areas. 
	 
	7.2.3 What Do We Need Now: In Summary? 
	 
	Overall, with respect to the existing owned/leased estate, it is possible to conclude that East Dunbartonshire benefits from a majority of good/very good buildings, in strategically important delivery locations across the area that appear to have an important medium/long- term role (economic considerations such as lease costs aside). These include: 
	 
	 Lennoxtown Hub 
	 Lennoxtown Hub 
	 Lennoxtown Hub 
	 Lennoxtown Hub 
	 Lennoxtown Hub 

	 Kirkintilloch Health & Care Centre (KHCC) 
	 Kirkintilloch Health & Care Centre (KHCC) 

	 Southbank Children & Families/Community Centre 
	 Southbank Children & Families/Community Centre 




	 Woodlands Resource Centre 
	 Woodlands Resource Centre 
	 Woodlands Resource Centre 
	 Woodlands Resource Centre 
	 Woodlands Resource Centre 

	 Milngavie Enterprise Centre 
	 Milngavie Enterprise Centre 




	 
	Whilst these facilities are primarily well used, the opportunity may exist in the short-term to re-align some services to make better/optimal use of the space available and address potential “over-crowding” when (if?) desk utilisation returns to pre-COVID levels. It is recognised however, as noted previously, that such opportunities will be further constrained by the substantial investment in additional staff to support a wide range of relevant policy initiatives. 
	 
	East Dunbartonshire also features a smaller number of poorer/less appropriate facilities, that are also strategically important but appear to have a strategic significance that exceeds their baseline quality. These are: 
	 
	 Milngavie Clinic 
	 Milngavie Clinic 
	 Milngavie Clinic 
	 Milngavie Clinic 
	 Milngavie Clinic 

	 Kirkintilloch Area Office 
	 Kirkintilloch Area Office 




	 
	Of these, Milngavie Clinic is clearly the most significant as it is difficult to see any strategic solution to this challenge that does not involve substantial capital investment. 
	 
	This requirement to consider a substantial capital investment in the Milngavie/Bearsden area is only exacerbated by wider detailed consideration of the existing GP owned estate. This is because the Project Team believe, as detailed previously, that: 
	 
	1) existing GP capacity in the Bearsden/Milngavie area is already not the most suitable for the medium to long-term delivery of healthcare 
	1) existing GP capacity in the Bearsden/Milngavie area is already not the most suitable for the medium to long-term delivery of healthcare 
	1) existing GP capacity in the Bearsden/Milngavie area is already not the most suitable for the medium to long-term delivery of healthcare 

	2) the existing five practices in the Bearsden/Milngavie area currently account for £768k in backlog maintenance costs and are all owned by the practices using them 
	2) the existing five practices in the Bearsden/Milngavie area currently account for £768k in backlog maintenance costs and are all owned by the practices using them 

	3) all this capacity could be lost to the NHS with minimal notice – and certainly not sufficient lead time to develop a built solution – if practices decided to vacate current premises for whatever reason 
	3) all this capacity could be lost to the NHS with minimal notice – and certainly not sufficient lead time to develop a built solution – if practices decided to vacate current premises for whatever reason 

	4) if this happened – even in part – the additional demand would fall on Milngavie Clinic as the only existing HSCP owned/leased clinical facility in the area 
	4) if this happened – even in part – the additional demand would fall on Milngavie Clinic as the only existing HSCP owned/leased clinical facility in the area 

	5) Milngavie clinic is already a well utilised but poor-quality facility. As such it would not be able to cope with the additional demand, possibly resulting in a substantial failure of the local service. 
	5) Milngavie clinic is already a well utilised but poor-quality facility. As such it would not be able to cope with the additional demand, possibly resulting in a substantial failure of the local service. 


	 
	This must be seen as a unique and substantial challenge. 
	 
	With regards to the balance of the estate, it is also important to recognise that within the Bishopbriggs and Auchinairn area, whilst existing GP owned/leased facilities are more fit for purpose in the medium-long term: 
	 
	1) There is no existing HSCP facility capacity. 
	1) There is no existing HSCP facility capacity. 
	1) There is no existing HSCP facility capacity. 

	2) (This makes the delivery of PCIP and CTAC commitments impossible) 
	2) (This makes the delivery of PCIP and CTAC commitments impossible) 

	3) All GP practice capacity is again owned/leased by General Practitioners. 
	3) All GP practice capacity is again owned/leased by General Practitioners. 

	4) A  level  of  risk  relating  to  ownership  of  premises  similar  to  that  highlighted  in Bearsden/Milngavie is evident that needs to be considered and mitigated. 
	4) A  level  of  risk  relating  to  ownership  of  premises  similar  to  that  highlighted  in Bearsden/Milngavie is evident that needs to be considered and mitigated. 


	 
	St Ninian’s Hall must also be considered, with available data and HSCP’s assessments highlighting it as a facility that is neither strategically important or functionally suitable, where 
	the preferred strategy is likely to be to vacate by transferring the existing small number of staff and services – which are not geographically relevant – to an alternative facility. These assessments are considered further in phase 4 of the process: what is required? 
	 
	7.3 What may we need in future? 
	 
	Whilst considering the difference between what we “have” and what we “need” now is a relatively clear (if complex) task, understanding what we may need in the future is considerably more challenging. The project has however identified a range of factors that need to be considered during detailed future facility planning including: 
	 
	 Overall population change and demographics. 
	 Overall population change and demographics. 
	 Overall population change and demographics. 
	 Overall population change and demographics. 
	 Overall population change and demographics. 

	 Population shift, including the creation of new/different population centres. 
	 Population shift, including the creation of new/different population centres. 

	 Addressing inequalities. 
	 Addressing inequalities. 

	 The impact of improved facility utilisation and flexibility. 
	 The impact of improved facility utilisation and flexibility. 

	 Changes in the kind of spaces needed as delivery models change and other factors. 
	 Changes in the kind of spaces needed as delivery models change and other factors. 

	 The impact of shifting the balance of care and MFT. 
	 The impact of shifting the balance of care and MFT. 




	 
	Whilst the impact of COVID, MFT and improved utilisation is considered elsewhere in this report – and across the entire PCES programme - it is necessary to reflect on broader demographic and inequality considerations here to understand the impact they are likely to have on facility planning moving forward. 
	 
	7.3.1 Overall Population Change and Demographics 
	 
	Latest National Records Scotland (NRS) Mid 2020 Population Estimates published by NRS on 25th June 2021 record that East Dunbartonshire’s estimated population as of 30 June 2020 was 108,750. 
	 
	Data also indicates that East Dunbartonshire has experienced a very slight increase in population in recent years but that this is broadly in line with the Scottish average at around 0.1% between 2019 and 2020 as highlighted in Diag. 12. (Below) 
	 
	 
	Figure
	 
	Diag. 12. Scotland % Population Change 2019 - 2020 
	Diag. 13. (Below) highlights the population breakdown of East Dunbartonshire by age and sex in 2018 and is taken from NRS population data sets used to project population change for the next 25 years from then. Full details of NRS population breakdowns and projections can be found here: 
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	Diag. 13. NRS mid-year population estimates for East Dunbartonshire in 2020 
	 
	Diag 14 highlights anticipated changes to this baseline population of East Dunbartonshire by age and sex for the next 25 years based on 2018 baseline data published by NRS. Although data is available by year on the NRS website, only summary information has been included here relating to 10, 20 and 25 years after the baseline. (2018) 
	 
	As can be seen, current NRS population projections indicate a likely increase in the population of East Dunbartonshire of around 8,000 people or circa. 7% over the next 25 years if current trends continue. 
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	Diag. 14. NRS Population Projections for East Dunbartonshire to 2043 
	 
	(NB Breakdown % shown to nearest whole number so totals do not always equal 100) 
	 
	As well  as  a  general increase  in  population  over  time, NRS  projections  also  indicate  a significant increase in the average age of the population over the next 25 years, including a substantial increase in the share of the overall population represented by those aged 75 years and over. 
	 
	This is highly relevant, as these are the age groups who are statistically most likely to require higher levels of health and social care support due to increased frailty, co morbidity and complexity of need. 
	 
	Whilst it is difficult to definitively estimate the potential impact the ageing population will have on Primary Care capacity required and not appropriate in terms of this strategic property planning exercise, historic QR RESEARCH data collated by the Office for National Statistics (ONS) on behalf of NHS in England that ceased to be reported on after 2008 identified, at this time, the relationship between age and gender on consultation rate per year. Elements of the 2008 data are reproduced in Diag 12 (Over
	 
	As can be seen, historically at least, those aged 75 or over were likely to require more than three times as many appointments per annum as those aged 40-45 with a broadly similar pattern for men and women. 
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	Figure
	Diag.15. Historic ONS QR RESEARCH Data From 2008 Showing the Relationship Between Age and Consultation Rate Per Year by Sex 
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	7.3.2 Population shift, including the creation of new/different population centres 
	7.3.2 Population shift, including the creation of new/different population centres 
	7.3.2 Population shift, including the creation of new/different population centres 
	7.3.2 Population shift, including the creation of new/different population centres 
	7.3.2 Population shift, including the creation of new/different population centres 




	 
	As a 15–20-year strategy, it is essential to consider the difference between current and future population centres and distribution to understand the impact on existing and future infrastructure. The Project Team have considered this through the review of a range of relevant documentation that indicates how the population may change and grow through planned housing developments. 
	 
	7.3.2.1 The East Dunbartonshire Local Housing Strategy and Strategic Housing Investment Plan 
	 
	The East Dunbartonshire Local Housing Strategy 2017 – 2022 sets out the strategic policy approach to the Local Authority and its partners to deliver high quality housing and housing related services across all tenures to meet identified need in East Dunbartonshire. 
	The East Dunbartonshire LHS identified 5 priority outcomes: 
	 
	1. Enable a suitable, efficient, affordable supply of housing 
	1. Enable a suitable, efficient, affordable supply of housing 
	1. Enable a suitable, efficient, affordable supply of housing 
	1. Enable a suitable, efficient, affordable supply of housing 
	1. Enable a suitable, efficient, affordable supply of housing 
	1. Enable a suitable, efficient, affordable supply of housing 
	1. Enable a suitable, efficient, affordable supply of housing 

	2. Enhance the role of housing options in preventing homelessness 
	2. Enhance the role of housing options in preventing homelessness 

	3. Encourage independent living 
	3. Encourage independent living 

	4. Address housing condition, fuel poverty, regeneration 
	4. Address housing condition, fuel poverty, regeneration 

	5. Improving service delivery, quality, and value for money 
	5. Improving service delivery, quality, and value for money 






	 
	All Scottish local authorities are required to prepare and update a Strategic Housing Investment Plan (SHIP) annually. The SHIP is supplementary to The East Dunbartonshire Local Housing Strategy (LHS) which has the core purpose of meeting the varying housing requirements of residents across East Dunbartonshire. The current East Dunbartonshire SHIP sets out how investment in affordable housing will be targeted over the five-year period 2021/22 to 2025/26, and outlines how the Council and its partners will de
	 
	The East Dunbartonshire LHS identifies housing need and demands across the council area using the Scottish Govt’s HNDA tool. The Tool collates evidence relating to key criteria such as demographic projections and economic indicators, to estimate future levels of housing need and demand. 
	 
	The HNDA Tool calculation combines the number of existing households who require additional housing with an assessment of the number of new households that will form each year and produce a total annual housing requirement. This requirement is then broken down by housing tenure by assessing the ability of households to meet housing costs. 
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	7.3.2.2 East Dunbartonshire Local Development Plan (2017) 
	 
	East Dunbartonshire Council are currently preparing a new Local Development Plan (LDP) that will guide the future use of land in East Dunbartonshire. By setting out planning policies and identifying sites for development and protection. As a result of this on-going process the current (existing) plan was published in 2017. Full copies of the relevant documents can be found here: 
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	The Local Development Plan sets out a land-use strategy for East Dunbartonshire to deliver the Community Planning Partnership’s Local Outcome Improvement Plan. The planning policies in this document are intended to improve the quality of East Dunbartonshire as a place to live, work and visit. The Plan reflects the Council’s desire to create high-quality places for residents to live, facilitate sustainable economic growth and the development of our town centres, maximise our tourism and business potential, a
	The plan also includes a summary of “Housing Development Opportunity Sites” that identify where future replacement or additional housing provision could be developed that is likely to be directly relevant to the developing Primary Care Estate Strategy. 
	 
	7.3.2.3 Local Population Shift & Housing Developments 
	 
	As well as the additional capacity required to address any overall increase in the size of the health needs of the patient population across East Dunbartonshire (if not population numbers) and address existing inequality, there is also a requirement to consider new housing developments and population moves that have the potential to place significant strains on local health services if not planned for appropriately. 
	 
	The Local Development Plan identifies all sites currently zoned for housing as well as the indicative number of units planned for each. Whilst there is no clear timetable for these developments – in recognition of the wide number of factors out with the Council’s control that may impact upon this – it is reasonable to assume that all are likely to have an impact on health and social care service delivery within the lifespan of assets considered within this strategy. 
	 
	 
	Figure
	Diag. 16. A Spatial Strategy for East Dunbartonshire (Extract from the Local Plan) 
	 
	Diag. 17 (Overleaf) presents a simplified overview of existing facilities being considered by this review with the approximate locations of the main areas of potential housing development identified to outline the likely relationship between the two. 
	 
	As can be seen, the main sites currently identified (100 units or more) include: 
	 
	 Within Bearsden & Milngavie 
	 Within Bearsden & Milngavie 
	 Within Bearsden & Milngavie 


	▪ Craigton Road, Milngavie (120 units) 
	▪ Craigton Road, Milngavie (120 units) 
	▪ Craigton Road, Milngavie (120 units) 
	▪ Craigton Road, Milngavie (120 units) 

	▪ Kilmardinny, Bearsden/Milngavie (320 units) 
	▪ Kilmardinny, Bearsden/Milngavie (320 units) 

	▪ Former St Andrews College, Bearsden (107 units) 
	▪ Former St Andrews College, Bearsden (107 units) 



	 
	 Within Bishopbriggs, Torrance, Balmore & Bardowie 
	 Within Bishopbriggs, Torrance, Balmore & Bardowie 
	 Within Bishopbriggs, Torrance, Balmore & Bardowie 

	▪ Bishopbriggs East (194 units, 99 remaining) 
	▪ Bishopbriggs East (194 units, 99 remaining) 
	▪ Bishopbriggs East (194 units, 99 remaining) 

	▪ Former  Cadder  Sewage  Works,  Meadowburn  West  &  Jellyhill  Nursery, 
	▪ Former  Cadder  Sewage  Works,  Meadowburn  West  &  Jellyhill  Nursery, 



	Bishopbriggs (108 units) 
	 
	 Within Kirkintilloch, Lenzie, Waterside & Twechar 
	 Within Kirkintilloch, Lenzie, Waterside & Twechar 
	 Within Kirkintilloch, Lenzie, Waterside & Twechar 

	▪ Braes O’ Yetts, Kirkintilloch (200 units) 
	▪ Braes O’ Yetts, Kirkintilloch (200 units) 
	▪ Braes O’ Yetts, Kirkintilloch (200 units) 

	▪ Broomhill Hospital, Kirkintilloch (135 units) 
	▪ Broomhill Hospital, Kirkintilloch (135 units) 

	▪ Fauldhead, Kirkintilloch (125 units) 
	▪ Fauldhead, Kirkintilloch (125 units) 

	▪ Woodlea Hospital, Lenzie (926 units, 561 remaining) 
	▪ Woodlea Hospital, Lenzie (926 units, 561 remaining) 



	 
	 Within Lennoxtown, Milton of Campsie, etc 
	 Within Lennoxtown, Milton of Campsie, etc 
	 Within Lennoxtown, Milton of Campsie, etc 

	▪ Lennox Castle, Lennoxtown (274 units) 
	▪ Lennox Castle, Lennoxtown (274 units) 
	▪ Lennox Castle, Lennoxtown (274 units) 



	 
	 
	Figure
	 
	Diag.17. The Relationship Between Key Housing Development Sites in East Dunbartonshire and Existing Primary Care Infrastructure 
	 
	In addition to these larger development sites however, a substantial number of additional units are planned on a range of smaller sites across the area. These include: 
	 
	 Within Bearsden & Milngavie, a further 318 units planned across 11 additional sites 
	 Within Bearsden & Milngavie, a further 318 units planned across 11 additional sites 
	 Within Bearsden & Milngavie, a further 318 units planned across 11 additional sites 

	 Within Bishopbriggs, Torrance, Balmore & Bardowie, a further 326 units planned across 13 additional sites 
	 Within Bishopbriggs, Torrance, Balmore & Bardowie, a further 326 units planned across 13 additional sites 


	 Within Kirkintilloch, Lenzie, Waterside & Twechar a further 637 units planned across 16 additional sites 
	 Within Kirkintilloch, Lenzie, Waterside & Twechar a further 637 units planned across 16 additional sites 
	 Within Kirkintilloch, Lenzie, Waterside & Twechar a further 637 units planned across 16 additional sites 

	 Within Lennoxtown, Milton of Campsie, etc a further 322 units planned across 13 additional sites 
	 Within Lennoxtown, Milton of Campsie, etc a further 322 units planned across 13 additional sites 


	 
	It is important to contextualise all these potential developments to understand the impact they could have on local health and social care services and the Primary Care Estate required to support this. To this end, several variables are relevant that need to be considered for each development to support modelling. These include: 
	 
	 The number of units planned. 
	 The number of units planned. 
	 The number of units planned. 

	 The size/nature of these units (Number of bedrooms, etc). 
	 The size/nature of these units (Number of bedrooms, etc). 

	 Their location relative to existing health and social care provision. 
	 Their location relative to existing health and social care provision. 

	 The anticipated occupancy per unit (Impact on population shift). 
	 The anticipated occupancy per unit (Impact on population shift). 

	 An assessment of how many of these people are moving to the area as compared to moving within it, i.e. Do they represent  additional  or  new demand  or  simply a geographical shift in the locus of this? (Impact on overall population) 
	 An assessment of how many of these people are moving to the area as compared to moving within it, i.e. Do they represent  additional  or  new demand  or  simply a geographical shift in the locus of this? (Impact on overall population) 

	 An assessment of their local health and social care needs and where these are likely to be met, E.g. The impact on local specified GP practice population sizes and; 
	 An assessment of their local health and social care needs and where these are likely to be met, E.g. The impact on local specified GP practice population sizes and; 

	 Consequently (in the context of this strategic primary care property strategy development) their likely impact on specific existing delivery locations or; 
	 Consequently (in the context of this strategic primary care property strategy development) their likely impact on specific existing delivery locations or; 

	 Their requirement to develop completely new/additional local capacity. 
	 Their requirement to develop completely new/additional local capacity. 


	 
	Whilst the size of the units identified in the LDP is currently not known and likely to continue to change as planning approvals are developed, it is possible to estimate a range for required variables based on recent similar developments and more detailed analysis undertaken in support of these. One example of this used previously in the PCES programme is Dargavel Village, Bishopton, a relatively remote/self-contained new housing development in Renfrewshire where: 
	 
	 The anticipated occupancy per unit was modelled at between 2 and 4 persons per unit based on actual occupations. 
	 The anticipated occupancy per unit was modelled at between 2 and 4 persons per unit based on actual occupations. 
	 The anticipated occupancy per unit was modelled at between 2 and 4 persons per unit based on actual occupations. 

	 Up to 100% of new occupations were deemed to be “additional population” based on the close correlation between known occupations and the local GP population. 
	 Up to 100% of new occupations were deemed to be “additional population” based on the close correlation between known occupations and the local GP population. 

	 The impact of this additional population on existing local GP premises was modelled to determine the likely impact on space requirements over and above any baseline currently available. 
	 The impact of this additional population on existing local GP premises was modelled to determine the likely impact on space requirements over and above any baseline currently available. 


	 
	Diagrams 18-21 present one potential scenario modelled and the potential impact on space requirements associated with these developments as they relate to each of the four planning areas identified in the LDP. In this scenario, which reflects the final variables agreed in the Bishopton/Dargavel example: 
	 
	 Estimated units are as identified in the East Dunbartonshire LDP 
	 Estimated units are as identified in the East Dunbartonshire LDP 
	 Estimated units are as identified in the East Dunbartonshire LDP 

	 Assumed persons/unit is set at 2.7 (based on recent Dargavel modelling) 
	 Assumed persons/unit is set at 2.7 (based on recent Dargavel modelling) 

	 Assumed impact is set at 75%, i.e. It is assumed that 75% of people establishing themselves in these new developments will be new to the area and therefore represent additional demand. 
	 Assumed impact is set at 75%, i.e. It is assumed that 75% of people establishing themselves in these new developments will be new to the area and therefore represent additional demand. 

	 Assumed rooms required are set at 1.2/1,000 practice population. 
	 Assumed rooms required are set at 1.2/1,000 practice population. 

	 The total number of rooms (PDA’s) likely to be required is in the order of 9-10 (against a total baseline GP number of rooms available of 170). 
	 The total number of rooms (PDA’s) likely to be required is in the order of 9-10 (against a total baseline GP number of rooms available of 170). 


	The diagrams also show the breakdown of room requirements by practice/housing development based on the assumptions documented – which also include: 
	 
	 The estimated new population associated with larger developments (100 units or more) apportioned to individual practices based on first principles. I.e., Visual assessment based on geographical proximity only; and 
	 The estimated new population associated with larger developments (100 units or more) apportioned to individual practices based on first principles. I.e., Visual assessment based on geographical proximity only; and 
	 The estimated new population associated with larger developments (100 units or more) apportioned to individual practices based on first principles. I.e., Visual assessment based on geographical proximity only; and 

	 The balance of the estimated population associated with smaller developments apportioned evenly across all practices within the relevant GP clusters. 
	 The balance of the estimated population associated with smaller developments apportioned evenly across all practices within the relevant GP clusters. 


	 
	The Project Team acknowledge that in infinite number of alternative scenarios exist and would encourage the local teams to review and refine these to understand the detailed impact they are likely to have on local service requirements as well as the sensitivity associated with modifying all variables. Notwithstanding this, this baseline scenario has been used to support all further analysis in the context of this strategic planning exercise. 
	 
	 
	Figure
	 
	Diag.18. The Potential Impact of Key Housing Development Sites in Bearsden & Milngavie on Room Requirements (A potential scenario) 
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	Diag.19. The Potential Impact of Key Housing Development Sites in Bishopbriggs, Torrance, Balmore & Bardowie on Room Requirements (A potential scenario) 
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	Diag.20. The Potential Impact of Key Housing Development Sites in Kirkintilloch, Lenzie, Waterside & Twechar on Room Requirements (A potential scenario) 
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	Diag.21. The Potential Impact of Key Housing Development Sites in Lennoxtown Milton of Campsie, etc on Room Requirements (A potential scenario) 
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	Diag.22. The Potential Global Impact of Housing Development Sites in East Dunbartonshire on Room Requirements by Practice and Cluster (A potential scenario) 
	Diag. 22 summarises the global potential impact associated with housing development across East Dunbartonshire by individual GP practice and GP cluster based on the preferred scenario developed for planning purposes. This scenario, which is seen as “pessimistic” indicates that, were no additional capacity created – and in the absence of any other changes: 
	 
	 All practices are likely to be impacted negatively in space terms by potential future housing developments based on identified sites and unit numbers. 
	 All practices are likely to be impacted negatively in space terms by potential future housing developments based on identified sites and unit numbers. 
	 All practices are likely to be impacted negatively in space terms by potential future housing developments based on identified sites and unit numbers. 

	 A number of individual practices may increasingly struggle to cope with the additional physical capacity requirements suggested. 
	 A number of individual practices may increasingly struggle to cope with the additional physical capacity requirements suggested. 

	 Three of the practices (Denbridge Surgery, Springfield Medical Practice and Lennoxtown Medical Practice) are likely to go from being green (“good”) in relative capacity terms based on current project assumptions to (amber) “reasonable” due to a drop in rooms/1,000 practice population available (although these assessments are relatively arbitrary) 
	 Three of the practices (Denbridge Surgery, Springfield Medical Practice and Lennoxtown Medical Practice) are likely to go from being green (“good”) in relative capacity terms based on current project assumptions to (amber) “reasonable” due to a drop in rooms/1,000 practice population available (although these assessments are relatively arbitrary) 

	 Woodhead Medical Practice – which appears already seriously compromised in relative capacity terms becomes even more challenged, moving from (amber) “reasonable” to red; however, 
	 Woodhead Medical Practice – which appears already seriously compromised in relative capacity terms becomes even more challenged, moving from (amber) “reasonable” to red; however, 

	 when considering existing services on a “cluster” basis – even although existing clusters do not have any “shared” responsibility for local service delivery - all housing development associated demand appear to be “collectively” manageable; and, 
	 when considering existing services on a “cluster” basis – even although existing clusters do not have any “shared” responsibility for local service delivery - all housing development associated demand appear to be “collectively” manageable; and, 

	 none of the developments planned appear to pre-empt the requirement for completely new GP facilities where none exist at present, although they will place further pressure on PCIP and CTAC implementation, especially in Bishopbriggs & Auchinairn, where no shared HSCP capacity currently exists. 
	 none of the developments planned appear to pre-empt the requirement for completely new GP facilities where none exist at present, although they will place further pressure on PCIP and CTAC implementation, especially in Bishopbriggs & Auchinairn, where no shared HSCP capacity currently exists. 


	 
	Overall, it is possible to conclude that, whilst these proposed developments will affect space requirements locally, it is highly likely that they will be manageable within existing collective capacity. They will however inevitably challenge the ageing infrastructure already identified, most notably associated with local GP premises in the Bearsden/Milngavie area and Milngavie Clinic, further underpinning the case for investment in these facilities. They will also further expose the lack of shared HSCP capa
	 
	7.3.2.4 Addressing Inequality 
	 
	The Scottish Index of Multiple Deprivation (SIMD) is a relative measure of deprivation across 6,976 small areas (called data zones) that cover the whole of Scotland. If an area is identified as ‘deprived’, this can relate to people having a low income, but it can also mean fewer resources or opportunities. SIMD looks at the extent to which an area is deprived across seven domains, income, employment, education, health, access to services, crime, and housing. 
	 
	SIMD is the Scottish Government's standard approach to identify areas of multiple deprivation in Scotland. It can help improve understanding about the outcomes and circumstances of people living in the most deprived areas in Scotland. It can also allow effective targeting of policies and funding where the aim is to wholly or partly tackle or take account of area concentrations of multiple deprivation. 
	 
	SIMD ranks data zones from most deprived (ranked 1) to least deprived (ranked 6,976). People using SIMD will often focus on the data zones below a certain rank, for example, the 5%, 10%, 15% or 20% most deprived data zones in Scotland. 
	SIMD is an area-based measure of relative deprivation: not every person in a highly deprived area will themselves be experiencing high levels of deprivation. 
	 
	Data zones in rural areas tend to cover a large land area and reflect a more mixed picture of people experiencing different levels of deprivation. This means that SIMD is less helpful at identifying the smaller pockets of deprivation found in more rural areas, compared to the larger pockets found in urban areas. SIMD domain indicators can still be useful in rural areas if analysed separately from urban data zones or combined with other data. 
	 
	 
	Figure
	 
	Diag.22. SIMD 2020 Index Breakdown Graphic (Source SIMD, 2020 v2) An interactive map showing all SIMD data can be found here:  https://simd.scot/#/simd2020/BTTTFTT/10.853333333333328/-4.8531/55.8736/ 
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	Diag.23. SIMD 2020 Local Authority Analysis (Source SIMD, 2020v2) 
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	In property terms, simplistically, deprivation is likely to translate into more space being required/head of population in more deprived areas in reflection of the direct relationship between local demand for services and the space required to support their delivery. (More and/or longer responses plus more pro-active interventions) 
	 
	This is unlikely to be a significant factor in East Dunbartonshire as, whilst it features isolated pockets, overall, the area does not suffer from significant deprivation. 
	 
	It is currently anticipated that the impact of addressing inequality from a property perspective will be considered on a programme-wide basis. 
	 
	8. WHAT IS REQUIRED? 
	 
	Phase 4 of the process involves identifying how existing services and facilities should change in future in response to baseline opportunities for improvement and anticipated strategic challenges agreed. This includes: 
	 
	 The generation of primary options relating to a more appropriate distribution of services and utilisation of facilities in key geographical locations. 
	 The generation of primary options relating to a more appropriate distribution of services and utilisation of facilities in key geographical locations. 
	 The generation of primary options relating to a more appropriate distribution of services and utilisation of facilities in key geographical locations. 

	 The identification of apparent priority investment/dis-investment opportunities across the area for further consideration/review and business case development as appropriate. 
	 The identification of apparent priority investment/dis-investment opportunities across the area for further consideration/review and business case development as appropriate. 

	 A developing vision for the property portfolio and clear sense of “strategic direction of travel”. 
	 A developing vision for the property portfolio and clear sense of “strategic direction of travel”. 


	 
	8.1 The Options Framework 
	 
	The developing options strategy is presented on a continuum that is broadly representative of key stages in the strategic estate development process, i.e. What may be appropriate in the short (0-3 years), medium (3-10 years) and longer-term (10+ years). The rationale for this is: 
	 
	 In line with the original intended purpose, it presents the long-term vision required from a Primary Care Premises Strategy. 
	 In line with the original intended purpose, it presents the long-term vision required from a Primary Care Premises Strategy. 
	 In line with the original intended purpose, it presents the long-term vision required from a Primary Care Premises Strategy. 
	 In line with the original intended purpose, it presents the long-term vision required from a Primary Care Premises Strategy. 
	 In line with the original intended purpose, it presents the long-term vision required from a Primary Care Premises Strategy. 

	 In reflection of the comments received from local stakeholders, it references a series of more practical, shorter-term options/solutions/actions to help address those capacity/premises related challenges that cannot/should not wait for a longer-term strategy to implement and/or the detail required to help develop the same. 
	 In reflection of the comments received from local stakeholders, it references a series of more practical, shorter-term options/solutions/actions to help address those capacity/premises related challenges that cannot/should not wait for a longer-term strategy to implement and/or the detail required to help develop the same. 

	 It presents a sense of an evolving strategy in which even short-term changes/investments/dis-investment decisions are wholly contributory and taking the whole Primary Care estate in a preferred “direction of travel”. 
	 It presents a sense of an evolving strategy in which even short-term changes/investments/dis-investment decisions are wholly contributory and taking the whole Primary Care estate in a preferred “direction of travel”. 




	 
	In reflection of the desire to address immediate challenges, the options framework acknowledges that short-term options are inevitably more “property-led”, i.e., primarily responding to or addressing property-related challenges or opportunities. Over time however, the goal of the developing strategy and the options generated in support of it is for the strategy to be increasingly service-driven. 
	 
	The framework also recognises the relationship between time and level of investment required, with larger investment decisions inevitably taking longer to develop, support and fund through the national capital business case process. (Diag. 24) 
	 
	 
	Figure
	 
	Diag.24. A Continuum for the Development of Primary Care Property Strategy Options 
	 
	8.2 Property Strategy Phases 
	 
	The three phases of the developing Primary Care Property Strategy for East Dunbartonshire (as proposed) might currently be seen as: 
	 
	 Phase 1 (Short-term): Data review and operational re-alignment (as appropriate); undertaking updated planning for a new “West Locality Hub” in the Bearsden/Milngavie area; progressing work already underway relating to the alternative means of delivering “shared HSCP capacity” or “shared satellite space” across the HSCP area to support short-term contractual requirements; and securing the necessary funding to deliver these preferred solutions in the short-term. 
	 Phase 1 (Short-term): Data review and operational re-alignment (as appropriate); undertaking updated planning for a new “West Locality Hub” in the Bearsden/Milngavie area; progressing work already underway relating to the alternative means of delivering “shared HSCP capacity” or “shared satellite space” across the HSCP area to support short-term contractual requirements; and securing the necessary funding to deliver these preferred solutions in the short-term. 
	 Phase 1 (Short-term): Data review and operational re-alignment (as appropriate); undertaking updated planning for a new “West Locality Hub” in the Bearsden/Milngavie area; progressing work already underway relating to the alternative means of delivering “shared HSCP capacity” or “shared satellite space” across the HSCP area to support short-term contractual requirements; and securing the necessary funding to deliver these preferred solutions in the short-term. 
	 Phase 1 (Short-term): Data review and operational re-alignment (as appropriate); undertaking updated planning for a new “West Locality Hub” in the Bearsden/Milngavie area; progressing work already underway relating to the alternative means of delivering “shared HSCP capacity” or “shared satellite space” across the HSCP area to support short-term contractual requirements; and securing the necessary funding to deliver these preferred solutions in the short-term. 
	 Phase 1 (Short-term): Data review and operational re-alignment (as appropriate); undertaking updated planning for a new “West Locality Hub” in the Bearsden/Milngavie area; progressing work already underway relating to the alternative means of delivering “shared HSCP capacity” or “shared satellite space” across the HSCP area to support short-term contractual requirements; and securing the necessary funding to deliver these preferred solutions in the short-term. 

	 Phase 2 (Short – medium-term): Additional business case development & facility planning relating to larger/longer-term/more permanent premises solutions. 
	 Phase 2 (Short – medium-term): Additional business case development & facility planning relating to larger/longer-term/more permanent premises solutions. 

	 Phase 3 (Medium - long-term): Physical implementation of these more substantial built solutions – that will inevitably require proportionately more preparation and business case development work - as agreed. 
	 Phase 3 (Medium - long-term): Physical implementation of these more substantial built solutions – that will inevitably require proportionately more preparation and business case development work - as agreed. 




	 
	8.2.1 Phase 1 (Short-term): Data review and operational re-alignment (as appropriate); undertaking updated planning for a new “West Locality Hub” in the Bearsden/Milngavie area; finalise work already underway relating to the alternative means of delivering “shared HSCP capacity” or “shared satellite space” across the HSCP area to support short-term contractual requirements; and securing the necessary funding to deliver these preferred solutions in the short-term. 
	Phase 1 of the developing strategy is seen as being deliverable within the short-term, identified as a period of between 0 and 3 years. During this time, the strategy proposes an opportunity to: 
	 
	 Review the data, assumptions and scenarios presented within this report to ensure they are valid or to amend and update as appropriate. 
	 Review the data, assumptions and scenarios presented within this report to ensure they are valid or to amend and update as appropriate. 
	 Review the data, assumptions and scenarios presented within this report to ensure they are valid or to amend and update as appropriate. 
	 Review the data, assumptions and scenarios presented within this report to ensure they are valid or to amend and update as appropriate. 
	 Review the data, assumptions and scenarios presented within this report to ensure they are valid or to amend and update as appropriate. 
	 Review the data, assumptions and scenarios presented within this report to ensure they are valid or to amend and update as appropriate. 

	 Support operational re-alignment to make best use of existing available property resources based on data collected and reviewed. (If possible) 
	 Support operational re-alignment to make best use of existing available property resources based on data collected and reviewed. (If possible) 

	 Review and re-present the augmented argument for a new “West Locality Health & Care Complex” (or “hub”), intended primarily to address those issues identified in the original “Milngavie Health and Care Centre” paper presented by East Dunbartonshire HSCP as a component of the NHSGG&C prioritisation process but with an added understanding of the substantial risk associated with existing premises in the area as highlighted within this review. 
	 Review and re-present the augmented argument for a new “West Locality Health & Care Complex” (or “hub”), intended primarily to address those issues identified in the original “Milngavie Health and Care Centre” paper presented by East Dunbartonshire HSCP as a component of the NHSGG&C prioritisation process but with an added understanding of the substantial risk associated with existing premises in the area as highlighted within this review. 

	 Finalise work already underway relating to the alternative means of delivering “shared HSCP capacity” or “shared satellite space” across the HSCP area to physically increase capacity available to support the delivery of clinical services and support short-term contractual and policy obligations whilst mitigating those risks identified associated with GP owned/leased premises in the area. 
	 Finalise work already underway relating to the alternative means of delivering “shared HSCP capacity” or “shared satellite space” across the HSCP area to physically increase capacity available to support the delivery of clinical services and support short-term contractual and policy obligations whilst mitigating those risks identified associated with GP owned/leased premises in the area. 

	 Secure the funding required to implement those preferred solutions identified as essential in the short-term. 
	 Secure the funding required to implement those preferred solutions identified as essential in the short-term. 





	 
	The rationale for reviewing data, assumptions and scenarios presented within this report is that: 
	 
	 A huge volume of data has been collected and reviewed in support of this project. 
	 A huge volume of data has been collected and reviewed in support of this project. 
	 A huge volume of data has been collected and reviewed in support of this project. 
	 A huge volume of data has been collected and reviewed in support of this project. 
	 A huge volume of data has been collected and reviewed in support of this project. 
	 A huge volume of data has been collected and reviewed in support of this project. 

	 All this data has been supplied by the HSCP, NHSGG&C or other national sources as referenced however, it is important however that the local HSCP Team recognise this data, are comfortable with the way it has been used and can agree with those conclusions drawn. 
	 All this data has been supplied by the HSCP, NHSGG&C or other national sources as referenced however, it is important however that the local HSCP Team recognise this data, are comfortable with the way it has been used and can agree with those conclusions drawn. 

	 This is particularly true where assumptions have had to be developed in the absence of detail to understand the potential future picture, E.g., Relating to housing developments and the impact on future service delivery. 
	 This is particularly true where assumptions have had to be developed in the absence of detail to understand the potential future picture, E.g., Relating to housing developments and the impact on future service delivery. 

	 It is also important that they have the opportunity to use it to support more detailed local planning that falls out with the scope of this strategic exercise. 
	 It is also important that they have the opportunity to use it to support more detailed local planning that falls out with the scope of this strategic exercise. 

	 (The Project Team note that all original data and planning documentation will be made available to the local HSCP Team in order that they can review all identified variables and amend these as required to present alternative scenarios for detailed planning purposes. 
	 (The Project Team note that all original data and planning documentation will be made available to the local HSCP Team in order that they can review all identified variables and amend these as required to present alternative scenarios for detailed planning purposes. 





	 
	The rationale for operational re-alignment in the short-term is that: 
	 
	 Whilst most facilities are well/very well utilised, data analysis based on agreed assumptions indicates variance and a mismatch between some areas available and required on a site-by-site basis with both over and under provision indicated. 
	 Whilst most facilities are well/very well utilised, data analysis based on agreed assumptions indicates variance and a mismatch between some areas available and required on a site-by-site basis with both over and under provision indicated. 
	 Whilst most facilities are well/very well utilised, data analysis based on agreed assumptions indicates variance and a mismatch between some areas available and required on a site-by-site basis with both over and under provision indicated. 
	 Whilst most facilities are well/very well utilised, data analysis based on agreed assumptions indicates variance and a mismatch between some areas available and required on a site-by-site basis with both over and under provision indicated. 
	 Whilst most facilities are well/very well utilised, data analysis based on agreed assumptions indicates variance and a mismatch between some areas available and required on a site-by-site basis with both over and under provision indicated. 
	 Whilst most facilities are well/very well utilised, data analysis based on agreed assumptions indicates variance and a mismatch between some areas available and required on a site-by-site basis with both over and under provision indicated. 

	 There may be an opportunity to better align these services and facilities promptly. 
	 There may be an opportunity to better align these services and facilities promptly. 

	 One example of this relates to KHCC, where there is an apparent mismatch between the space available within the HSCP area of the facility and the GP element. Specifically, Woodhead Medical Practice has the lowest rate of rooms/1,000 practice population of any GP facility in the locality (0.9 based on six rooms and 6,800 people), 
	 One example of this relates to KHCC, where there is an apparent mismatch between the space available within the HSCP area of the facility and the GP element. Specifically, Woodhead Medical Practice has the lowest rate of rooms/1,000 practice population of any GP facility in the locality (0.9 based on six rooms and 6,800 people), 





	whilst   the   HSCP   element   includes   19   rooms   seeing   an   average   of   12 appointments/room/day? 
	 
	The rationale for reviewing and re-presenting an augmented argument for a new, potentially re-branded “West Locality Health & Care Complex” is that: 
	 
	 Although the original proposal for a Milngavie Health & Care Centre, intended to replace the existing Milngavie Clinic and a number of existing GP practices in the area, as presented for consideration by the NHSGG&C capital prioritisation process, remains valid; 
	 Although the original proposal for a Milngavie Health & Care Centre, intended to replace the existing Milngavie Clinic and a number of existing GP practices in the area, as presented for consideration by the NHSGG&C capital prioritisation process, remains valid; 
	 Although the original proposal for a Milngavie Health & Care Centre, intended to replace the existing Milngavie Clinic and a number of existing GP practices in the area, as presented for consideration by the NHSGG&C capital prioritisation process, remains valid; 
	 Although the original proposal for a Milngavie Health & Care Centre, intended to replace the existing Milngavie Clinic and a number of existing GP practices in the area, as presented for consideration by the NHSGG&C capital prioritisation process, remains valid; 
	 Although the original proposal for a Milngavie Health & Care Centre, intended to replace the existing Milngavie Clinic and a number of existing GP practices in the area, as presented for consideration by the NHSGG&C capital prioritisation process, remains valid; 
	 Although the original proposal for a Milngavie Health & Care Centre, intended to replace the existing Milngavie Clinic and a number of existing GP practices in the area, as presented for consideration by the NHSGG&C capital prioritisation process, remains valid; 

	 data collected appears to have presented an opportunity to review, re-align and potentially reduce the spaces proposed in some areas substantially; and 
	 data collected appears to have presented an opportunity to review, re-align and potentially reduce the spaces proposed in some areas substantially; and 

	 a wide range of additional factors have been identified through this review process that add significant weight to the argument for investment in the area in response to a major assessed risk. 
	 a wide range of additional factors have been identified through this review process that add significant weight to the argument for investment in the area in response to a major assessed risk. 





	 
	These additional factors include: 
	 
	 The perception of Bearsden and Milngavie as an affluent area, with a healthy albeit ageing population to the detriment of the alternative arguments for investment in the area. 
	 The perception of Bearsden and Milngavie as an affluent area, with a healthy albeit ageing population to the detriment of the alternative arguments for investment in the area. 
	 The perception of Bearsden and Milngavie as an affluent area, with a healthy albeit ageing population to the detriment of the alternative arguments for investment in the area. 
	 The perception of Bearsden and Milngavie as an affluent area, with a healthy albeit ageing population to the detriment of the alternative arguments for investment in the area. 
	 The perception of Bearsden and Milngavie as an affluent area, with a healthy albeit ageing population to the detriment of the alternative arguments for investment in the area. 
	 The perception of Bearsden and Milngavie as an affluent area, with a healthy albeit ageing population to the detriment of the alternative arguments for investment in the area. 

	 The poor functional suitability of the existing GP estate in the Bearsden/Milngavie area that is not suitable for the medium to long-term delivery of primary healthcare. 
	 The poor functional suitability of the existing GP estate in the Bearsden/Milngavie area that is not suitable for the medium to long-term delivery of primary healthcare. 

	 The relatively high backlog maintenance costs associated with Milngavie Clinic but especially practice-owned accommodation in the area. 
	 The relatively high backlog maintenance costs associated with Milngavie Clinic but especially practice-owned accommodation in the area. 

	 The fact that all GP practice premises in the Bearsden/Milngavie area are owned by the practices, placing a substantial and concentrated risk to the Board with respect to the premises element of the current GP contract. 
	 The fact that all GP practice premises in the Bearsden/Milngavie area are owned by the practices, placing a substantial and concentrated risk to the Board with respect to the premises element of the current GP contract. 

	 That all these premises are likely to be “high-value” in property terms, with a ready private buyer’s market and therefore probably less dependence on the Board with respect to any future disposals. 
	 That all these premises are likely to be “high-value” in property terms, with a ready private buyer’s market and therefore probably less dependence on the Board with respect to any future disposals. 

	 As a consequence, the reality that all local GP capacity could be lost to the NHS with minimal notice – and certainly not sufficient lead time to develop a built solution – if practices decided to vacate current premises for whatever reason without reference to the Board. 
	 As a consequence, the reality that all local GP capacity could be lost to the NHS with minimal notice – and certainly not sufficient lead time to develop a built solution – if practices decided to vacate current premises for whatever reason without reference to the Board. 

	 The poor state, high utilisation, and strategic significance of the existing Milngavie Clinic, the only existing HSCP owned/leased clinical facility in the area, that would be unable to meet any of this additional demand. 
	 The poor state, high utilisation, and strategic significance of the existing Milngavie Clinic, the only existing HSCP owned/leased clinical facility in the area, that would be unable to meet any of this additional demand. 

	 The consequential potential rapid loss of some or all local GP consulting capacity in an area that is affluent but has a significant ageing population with little or no warning. 
	 The consequential potential rapid loss of some or all local GP consulting capacity in an area that is affluent but has a significant ageing population with little or no warning. 

	 The need to see this situation as a unique and substantial risk that must be considered alongside more traditional prioritisation arguments. 
	 The need to see this situation as a unique and substantial risk that must be considered alongside more traditional prioritisation arguments. 





	 
	The rationale for finalising work already underway relating to the alternative means of delivering “shared HSCP capacity” or “shared satellite space” across the HSCP area is that: 
	 
	 A physical increase in capacity is required to support the delivery of clinical services, national policy implementation and contractual obligations in the short-term based on the data reviewed. 
	 A physical increase in capacity is required to support the delivery of clinical services, national policy implementation and contractual obligations in the short-term based on the data reviewed. 
	 A physical increase in capacity is required to support the delivery of clinical services, national policy implementation and contractual obligations in the short-term based on the data reviewed. 
	 A physical increase in capacity is required to support the delivery of clinical services, national policy implementation and contractual obligations in the short-term based on the data reviewed. 
	 A physical increase in capacity is required to support the delivery of clinical services, national policy implementation and contractual obligations in the short-term based on the data reviewed. 
	 A physical increase in capacity is required to support the delivery of clinical services, national policy implementation and contractual obligations in the short-term based on the data reviewed. 





	 The exposure to risks associated with the premises element of the GP contract is broadly similar across the area and immediate, in so far as a majority of GP practices operate from facilities that are owned by the practices. 
	 The exposure to risks associated with the premises element of the GP contract is broadly similar across the area and immediate, in so far as a majority of GP practices operate from facilities that are owned by the practices. 
	 The exposure to risks associated with the premises element of the GP contract is broadly similar across the area and immediate, in so far as a majority of GP practices operate from facilities that are owned by the practices. 
	 The exposure to risks associated with the premises element of the GP contract is broadly similar across the area and immediate, in so far as a majority of GP practices operate from facilities that are owned by the practices. 
	 The exposure to risks associated with the premises element of the GP contract is broadly similar across the area and immediate, in so far as a majority of GP practices operate from facilities that are owned by the practices. 
	 The exposure to risks associated with the premises element of the GP contract is broadly similar across the area and immediate, in so far as a majority of GP practices operate from facilities that are owned by the practices. 

	 It is noted however, that - unlike in Milngavie - there is currently no existing HSCP capacity in either Bearsden or Auchinairn, making PCIP, CTAC and other commitments associated with the GP contract virtually impossible to implement. 
	 It is noted however, that - unlike in Milngavie - there is currently no existing HSCP capacity in either Bearsden or Auchinairn, making PCIP, CTAC and other commitments associated with the GP contract virtually impossible to implement. 

	 The complete lack of HSCP owned/leased capacity in these areas also means that there are currently no mitigation options available with respect to any continuity or assuredness of supply from a premises perspective. 
	 The complete lack of HSCP owned/leased capacity in these areas also means that there are currently no mitigation options available with respect to any continuity or assuredness of supply from a premises perspective. 

	 In recognition of these concerns, East Dunbartonshire HSCP has already evaluated a range of alternative options to deliver the additional capacity they have assessed as required in the short-term across the area and the potential alternative means of procuring/otherwise funding these. This includes a range of local property solutions such as business premises and shop fronts. 
	 In recognition of these concerns, East Dunbartonshire HSCP has already evaluated a range of alternative options to deliver the additional capacity they have assessed as required in the short-term across the area and the potential alternative means of procuring/otherwise funding these. This includes a range of local property solutions such as business premises and shop fronts. 

	 It may be possible to identify at least one option where satellite capacity is generated as a new build, with the space created the first phase of the suggested “Western Health & Care Complex”. 
	 It may be possible to identify at least one option where satellite capacity is generated as a new build, with the space created the first phase of the suggested “Western Health & Care Complex”. 





	 
	The rationale for securing the funding required to implement those preferred solutions identified as essential in the short-term is that: 
	 
	 Any essential expansion of capacity will have an associated cost. 
	 Any essential expansion of capacity will have an associated cost. 
	 Any essential expansion of capacity will have an associated cost. 
	 Any essential expansion of capacity will have an associated cost. 
	 Any essential expansion of capacity will have an associated cost. 
	 Any essential expansion of capacity will have an associated cost. 

	 It may not be possible to meet  these  essential  short-term costs within existing budgets/funding streams. 
	 It may not be possible to meet  these  essential  short-term costs within existing budgets/funding streams. 

	 Even schemes/options that seem modest from an NHS Board-wide perspective may be prohibitively expensive in East Dunbartonshire and require additional funding. 
	 Even schemes/options that seem modest from an NHS Board-wide perspective may be prohibitively expensive in East Dunbartonshire and require additional funding. 





	 
	8.2.1.1 Shared Satellite Space (SSS or “S3”) 
	 
	“Shared satellite space” is a concept developed as a result of property strategy work undertaken throughout the review process to date as a means of addressing short-term capacity needs – particularly within or between GP premises - through the re-distribution or creation of additional collective space by GP cluster. 
	 
	 “Shared” because the space does not belong – in operation at least - to any one single practice. 
	 “Shared” because the space does not belong – in operation at least - to any one single practice. 
	 “Shared” because the space does not belong – in operation at least - to any one single practice. 
	 “Shared” because the space does not belong – in operation at least - to any one single practice. 
	 “Shared” because the space does not belong – in operation at least - to any one single practice. 
	 “Shared” because the space does not belong – in operation at least - to any one single practice. 
	 “Shared” because the space does not belong – in operation at least - to any one single practice. 

	 “Satellite” because whilst in the same geography/GP cluster area, it is not necessarily physically attached to any of the GP practices it is supporting. 
	 “Satellite” because whilst in the same geography/GP cluster area, it is not necessarily physically attached to any of the GP practices it is supporting. 

	 “Space” because its core aim is to deliver physical space (rooms) to ease pressure on practices and support local service delivery. 
	 “Space” because its core aim is to deliver physical space (rooms) to ease pressure on practices and support local service delivery. 






	 
	Shared satellite space may be able to ease immediate capacity concerns and deliver local solutions to what is a complex, time-consuming and often impossible challenge to address at individual practice premises level. Depending on the local situation it may be: 
	 
	 In defined cleared/currently vacant areas within virtual hub premises, or; 
	 In defined cleared/currently vacant areas within virtual hub premises, or; 
	 In defined cleared/currently vacant areas within virtual hub premises, or; 
	 In defined cleared/currently vacant areas within virtual hub premises, or; 
	 In defined cleared/currently vacant areas within virtual hub premises, or; 
	 In defined cleared/currently vacant areas within virtual hub premises, or; 
	 In defined cleared/currently vacant areas within virtual hub premises, or; 

	 in defined cleared/currently vacant areas within existing GP practice premises, or; 
	 in defined cleared/currently vacant areas within existing GP practice premises, or; 

	 in defined cleared/currently vacant areas within the wider public sector property portfolio – subject to further discussions. 
	 in defined cleared/currently vacant areas within the wider public sector property portfolio – subject to further discussions. 

	 Used to free up space at practice level to optimise local care delivery and successful implementation of the practice-based model or augment existing HSCP capacity. 
	 Used to free up space at practice level to optimise local care delivery and successful implementation of the practice-based model or augment existing HSCP capacity. 






	 A  first,  important  step  in  the transition  of  GP  premises  space  from  GP  partner ownership/lease to NHS Board ownership/lease. 
	 A  first,  important  step  in  the transition  of  GP  premises  space  from  GP  partner ownership/lease to NHS Board ownership/lease. 
	 A  first,  important  step  in  the transition  of  GP  premises  space  from  GP  partner ownership/lease to NHS Board ownership/lease. 
	 A  first,  important  step  in  the transition  of  GP  premises  space  from  GP  partner ownership/lease to NHS Board ownership/lease. 
	 A  first,  important  step  in  the transition  of  GP  premises  space  from  GP  partner ownership/lease to NHS Board ownership/lease. 
	 A  first,  important  step  in  the transition  of  GP  premises  space  from  GP  partner ownership/lease to NHS Board ownership/lease. 
	 A  first,  important  step  in  the transition  of  GP  premises  space  from  GP  partner ownership/lease to NHS Board ownership/lease. 






	 
	 
	Figure
	 
	Diag. 25. Development of Shared Satellite Space SWOT Analysis 
	 
	The concept appears relevant in East Dunbartonshire: 
	 
	 Due  to  the  lack  of  HSCP  capacity  in  the  Bishopbriggs/Auchinairn  area  –  and consequential inability to support implementation of the GP contract, CTAC and PCIP. 
	 Due  to  the  lack  of  HSCP  capacity  in  the  Bishopbriggs/Auchinairn  area  –  and consequential inability to support implementation of the GP contract, CTAC and PCIP. 
	 Due  to  the  lack  of  HSCP  capacity  in  the  Bishopbriggs/Auchinairn  area  –  and consequential inability to support implementation of the GP contract, CTAC and PCIP. 
	 Due  to  the  lack  of  HSCP  capacity  in  the  Bishopbriggs/Auchinairn  area  –  and consequential inability to support implementation of the GP contract, CTAC and PCIP. 
	 Due  to  the  lack  of  HSCP  capacity  in  the  Bishopbriggs/Auchinairn  area  –  and consequential inability to support implementation of the GP contract, CTAC and PCIP. 
	 Due  to  the  lack  of  HSCP  capacity  in  the  Bishopbriggs/Auchinairn  area  –  and consequential inability to support implementation of the GP contract, CTAC and PCIP. 
	 Due  to  the  lack  of  HSCP  capacity  in  the  Bishopbriggs/Auchinairn  area  –  and consequential inability to support implementation of the GP contract, CTAC and PCIP. 

	 Due  to  the  potential  loss  of  wider  capacity  in  the  Milngavie/Bearsden  and Bishopbriggs/Auchinairn areas. 
	 Due  to  the  potential  loss  of  wider  capacity  in  the  Milngavie/Bearsden  and Bishopbriggs/Auchinairn areas. 

	 To support the growing capacity needs of all GP clusters in the face of increasing demands across the HSCP area. 
	 To support the growing capacity needs of all GP clusters in the face of increasing demands across the HSCP area. 






	 
	In addition, the availability of land adjacent to the existing Milngavie Clinic – a potential site for a replacement facility – may present the opportunity for the creation of new build shared satellite space as the first phase of the suggested “West Lcality Health & Care Complex”. This has the potential to: 
	 
	 Secure the required funding sooner than may be possible for a full replacement facility. 
	 Secure the required funding sooner than may be possible for a full replacement facility. 
	 Secure the required funding sooner than may be possible for a full replacement facility. 
	 Secure the required funding sooner than may be possible for a full replacement facility. 
	 Secure the required funding sooner than may be possible for a full replacement facility. 
	 Secure the required funding sooner than may be possible for a full replacement facility. 
	 Secure the required funding sooner than may be possible for a full replacement facility. 

	 Negate the requirement for “sunk costs” or short-term solutions. 
	 Negate the requirement for “sunk costs” or short-term solutions. 

	 Further consolidate capacity in the area. 
	 Further consolidate capacity in the area. 

	 Mitigate a number of the risks identified by the review process. 
	 Mitigate a number of the risks identified by the review process. 

	 Instigate a masterplan for the development site and potential phased construction programme. 
	 Instigate a masterplan for the development site and potential phased construction programme. 

	 Present a credible and affordable programme moving forward. 
	 Present a credible and affordable programme moving forward. 






	 
	8.2.2 Phase 2 (Short – medium-term): Business Case Development & Facility Planning Relating to Larger/Longer-term/More Permanent Premises Solutions 
	Phase 2 of the developing strategy is seen as being deliverable within the short – medium- term, with the medium term notionally being identified a period of between 0 and 10 years. During this time, the strategy proposes a requirement to: 
	 
	 Seek appropriate local and Board-wide agreement to develop the required business case(s) in support of substantial capital investment or as an alternative to this. 
	 Seek appropriate local and Board-wide agreement to develop the required business case(s) in support of substantial capital investment or as an alternative to this. 
	 Seek appropriate local and Board-wide agreement to develop the required business case(s) in support of substantial capital investment or as an alternative to this. 
	 Seek appropriate local and Board-wide agreement to develop the required business case(s) in support of substantial capital investment or as an alternative to this. 
	 Seek appropriate local and Board-wide agreement to develop the required business case(s) in support of substantial capital investment or as an alternative to this. 
	 Seek appropriate local and Board-wide agreement to develop the required business case(s) in support of substantial capital investment or as an alternative to this. 

	 Develop the business case(s) agreed as being required to support major infrastructure developments in response to the findings of the option appraisals conducted and in the context of the relevant NHSGG&C Capital Planning & Prioritisation process/project programme. 
	 Develop the business case(s) agreed as being required to support major infrastructure developments in response to the findings of the option appraisals conducted and in the context of the relevant NHSGG&C Capital Planning & Prioritisation process/project programme. 

	 Develop the detailed briefing documentation required to support the development of detailed designs for any capital projects approved, ensuring that these are able to deliver the required range of services for the required planning period (including more detailed assumptions relating to changing demand and capacity requirements) 
	 Develop the detailed briefing documentation required to support the development of detailed designs for any capital projects approved, ensuring that these are able to deliver the required range of services for the required planning period (including more detailed assumptions relating to changing demand and capacity requirements) 

	 Implement any “shared satellite space” solutions identified as required. 
	 Implement any “shared satellite space” solutions identified as required. 





	 
	8.2.3 Phase 3 (Medium – long-term): Physical Implementation of These More Substantial Built Solutions – That Will Inevitably Require Proportionately More Preparation and Business Case Development Work - As Agreed. 
	 
	Phase 3 of the developing strategy is seen as being deliverable within the medium to long- term, notionally identified as a period of between 3 and 10+ years. During this time, the strategy proposes an opportunity to: 
	 
	 Deliver those physical construction/re-furbishment projects associated with approved business cases in line with the overarching NHSGG&C Primary Care Estate Strategy and place-based investment approach. 
	 Deliver those physical construction/re-furbishment projects associated with approved business cases in line with the overarching NHSGG&C Primary Care Estate Strategy and place-based investment approach. 
	 Deliver those physical construction/re-furbishment projects associated with approved business cases in line with the overarching NHSGG&C Primary Care Estate Strategy and place-based investment approach. 
	 Deliver those physical construction/re-furbishment projects associated with approved business cases in line with the overarching NHSGG&C Primary Care Estate Strategy and place-based investment approach. 
	 Deliver those physical construction/re-furbishment projects associated with approved business cases in line with the overarching NHSGG&C Primary Care Estate Strategy and place-based investment approach. 
	 Deliver those physical construction/re-furbishment projects associated with approved business cases in line with the overarching NHSGG&C Primary Care Estate Strategy and place-based investment approach. 





	 
	6      SUMMARY & RECOMMENDATIONS 
	 
	Overall, in summary, the East Dunbartonshire project has: 
	 
	1) Identified the emerging core strategic elements and apparent “direction of travel” and vision of the strategic East Dunbartonshire component of a developing Primary Care Estate Strategy for NHSGG&C. 
	1) Identified the emerging core strategic elements and apparent “direction of travel” and vision of the strategic East Dunbartonshire component of a developing Primary Care Estate Strategy for NHSGG&C. 
	1) Identified the emerging core strategic elements and apparent “direction of travel” and vision of the strategic East Dunbartonshire component of a developing Primary Care Estate Strategy for NHSGG&C. 

	2) Followed a clear, transparent, and agreed process that responded to the key questions: What do we want? What do we have? What do we need? And what is required? In pursuit of this objective. 
	2) Followed a clear, transparent, and agreed process that responded to the key questions: What do we want? What do we have? What do we need? And what is required? In pursuit of this objective. 

	3) Engaged with a large number of stakeholders and stakeholder groups in the process. 
	3) Engaged with a large number of stakeholders and stakeholder groups in the process. 

	4) Continued to add to accrued learning so that the review process and methodology used can continue to be modified and simplified for on-going application across the NHSGG&C Board area. 
	4) Continued to add to accrued learning so that the review process and methodology used can continue to be modified and simplified for on-going application across the NHSGG&C Board area. 


	 
	In recognition of all the data reviewed and work undertaken to date, the review team have also developed a number of strategic recommendations. These include that NHSGG&C and East Dunbartonshire HSCP, with the support of wider stakeholders as appropriate, should: 
	 
	 Consider and provide formal comment on the developing Primary Care Estate Strategy for East Dunbartonshire to ensure that the developing options have the widespread support required before they are used to inform discussions with planning partners and the wider community. 
	 Consider and provide formal comment on the developing Primary Care Estate Strategy for East Dunbartonshire to ensure that the developing options have the widespread support required before they are used to inform discussions with planning partners and the wider community. 
	 Consider and provide formal comment on the developing Primary Care Estate Strategy for East Dunbartonshire to ensure that the developing options have the widespread support required before they are used to inform discussions with planning partners and the wider community. 


	 Review and amend as appropriate any data and assumptions presented in the SID or text of this report before considering the impact such changes may have on the analysis conducted and recommendations made. 
	 Review and amend as appropriate any data and assumptions presented in the SID or text of this report before considering the impact such changes may have on the analysis conducted and recommendations made. 
	 Review and amend as appropriate any data and assumptions presented in the SID or text of this report before considering the impact such changes may have on the analysis conducted and recommendations made. 

	 Complete an evaluation of the activity undertaken with a view to continuous improvement of the developing process as it seeks to ultimately create a Board-wide Primary Care Property Strategy. Thereafter, use this strategy as a key tool: 
	 Complete an evaluation of the activity undertaken with a view to continuous improvement of the developing process as it seeks to ultimately create a Board-wide Primary Care Property Strategy. Thereafter, use this strategy as a key tool: 

	o to support the practical implementation of Moving Forward Together from a property perspective 
	o to support the practical implementation of Moving Forward Together from a property perspective 
	o to support the practical implementation of Moving Forward Together from a property perspective 

	o to enable the Board to review and prioritise future facility developments (including GP practice requirements) across Primary Care, further ensuring that the right investment decisions are being taken at the right time and for the right reasons as components of an over-arching integrated services and property strategy. 
	o to enable the Board to review and prioritise future facility developments (including GP practice requirements) across Primary Care, further ensuring that the right investment decisions are being taken at the right time and for the right reasons as components of an over-arching integrated services and property strategy. 

	o Review and consider those options presented relating to the future strategic development of the Primary Care estate in East Dunbartonshire in an area, regional, national, and service-specific planning context before finalising the Primary Care Estate Strategy for East Dunbartonshire. Currently, core elements of the proposed strategy are: 
	o Review and consider those options presented relating to the future strategic development of the Primary Care estate in East Dunbartonshire in an area, regional, national, and service-specific planning context before finalising the Primary Care Estate Strategy for East Dunbartonshire. Currently, core elements of the proposed strategy are: 



	 
	In the short-term (0-3 years) 
	 
	 Review the data, assumptions and scenarios presented within this report to ensure they are valid and amend or update as appropriate. 
	 Review the data, assumptions and scenarios presented within this report to ensure they are valid and amend or update as appropriate. 
	 Review the data, assumptions and scenarios presented within this report to ensure they are valid and amend or update as appropriate. 

	 Support operational re-alignment of existing services/staff where feasible to make better use of existing available property resources based on the data collected and reviewed. 
	 Support operational re-alignment of existing services/staff where feasible to make better use of existing available property resources based on the data collected and reviewed. 

	 Seek formal support from the Capital Planning & Premises Team to undertake project support and development activities. 
	 Seek formal support from the Capital Planning & Premises Team to undertake project support and development activities. 

	 Review and re-present the augmented argument for a new “West Locality Health & Care Complex”, supported by an amended Schedule of Accommodation (S of A), intended primarily to address those issues identified in the original “Milngavie Health and Care Centre” paper (presented as a component of the previous NHSGG&C prioritisation process) but with an added understanding of the substantial risk associated with existing premises in the area and space requirements as highlighted by this review. 
	 Review and re-present the augmented argument for a new “West Locality Health & Care Complex”, supported by an amended Schedule of Accommodation (S of A), intended primarily to address those issues identified in the original “Milngavie Health and Care Centre” paper (presented as a component of the previous NHSGG&C prioritisation process) but with an added understanding of the substantial risk associated with existing premises in the area and space requirements as highlighted by this review. 

	 Finalise work already underway relating to the alternative means of delivering “shared satellite space” across the HSCP area to physically increase capacity available to support the delivery of clinical services and support short-term contractual and policy obligations whilst mitigating those risks identified associated with GP owned/leased premises in the area. 
	 Finalise work already underway relating to the alternative means of delivering “shared satellite space” across the HSCP area to physically increase capacity available to support the delivery of clinical services and support short-term contractual and policy obligations whilst mitigating those risks identified associated with GP owned/leased premises in the area. 

	 Secure the funding required to implement those preferred solutions identified as essential in the short-term. 
	 Secure the funding required to implement those preferred solutions identified as essential in the short-term. 

	 Seek the inclusion of the preferred strategic option(s) identified in local HSCP plans within the next appropriate NHSGG&C capital prioritisation process to understand the actual timetable for development and/or any remedial actions required. 
	 Seek the inclusion of the preferred strategic option(s) identified in local HSCP plans within the next appropriate NHSGG&C capital prioritisation process to understand the actual timetable for development and/or any remedial actions required. 

	 Continue to review emerging proposals in the context of the “Place Based Approach” advocated by the Scottish Govt. that has been at the heart of the process followed to date. 
	 Continue to review emerging proposals in the context of the “Place Based Approach” advocated by the Scottish Govt. that has been at the heart of the process followed to date. 


	In the short to medium-term term (0 – 10 years) 
	 
	 Seek appropriate local and Board-wide agreement to develop the required business case(s) in support of capital investment or an alternative to this. 
	 Seek appropriate local and Board-wide agreement to develop the required business case(s) in support of capital investment or an alternative to this. 
	 Seek appropriate local and Board-wide agreement to develop the required business case(s) in support of capital investment or an alternative to this. 

	 Develop the business case(s) agreed as being required to support infrastructure developments in response to the findings of the option appraisal conducted and in the context of the relevant NHSGG&C Capital Planning & Prioritisation process/project programme. 
	 Develop the business case(s) agreed as being required to support infrastructure developments in response to the findings of the option appraisal conducted and in the context of the relevant NHSGG&C Capital Planning & Prioritisation process/project programme. 

	 Develop the detailed briefing documentation required to support the development of detailed designs for any capital projects approved, ensuring that these can deliver the required range of services for the required planning period (including more detailed assumptions relating to changing demand and capacity requirements) 
	 Develop the detailed briefing documentation required to support the development of detailed designs for any capital projects approved, ensuring that these can deliver the required range of services for the required planning period (including more detailed assumptions relating to changing demand and capacity requirements) 

	 Implement any remedial actions required in reflection of projected differences between strategic capital investment programmes and local demand/facilities (if required). 
	 Implement any remedial actions required in reflection of projected differences between strategic capital investment programmes and local demand/facilities (if required). 


	 
	In the medium to long-term (3 – 10 years plus) 
	 
	 Use “otherwise essential investment” and new monies secured through the capital business case process to maintain, develop, refurbish and/or construct the physical infrastructure associated with approved business cases in line with the overarching NHSGG&C Primary Care Estate Strategy and place-based investment approach. This is likely to include, most notably: 
	 Use “otherwise essential investment” and new monies secured through the capital business case process to maintain, develop, refurbish and/or construct the physical infrastructure associated with approved business cases in line with the overarching NHSGG&C Primary Care Estate Strategy and place-based investment approach. This is likely to include, most notably: 
	 Use “otherwise essential investment” and new monies secured through the capital business case process to maintain, develop, refurbish and/or construct the physical infrastructure associated with approved business cases in line with the overarching NHSGG&C Primary Care Estate Strategy and place-based investment approach. This is likely to include, most notably: 

	o The replacement of Milngavie Clinic, +/- local GP Practices, (The proposed “West Locality Health & Care Complex” or “hub”). 
	o The replacement of Milngavie Clinic, +/- local GP Practices, (The proposed “West Locality Health & Care Complex” or “hub”). 
	o The replacement of Milngavie Clinic, +/- local GP Practices, (The proposed “West Locality Health & Care Complex” or “hub”). 

	o The provision of HSCP “shared satellite space” in the Bishopbriggs/Auchinairn area or an alternative to this agreed through an option appraisal process. 
	o The provision of HSCP “shared satellite space” in the Bishopbriggs/Auchinairn area or an alternative to this agreed through an option appraisal process. 



	 
	The review team respectfully commend these strategic recommendations to East Dunbartonshire HSCP and NHS Greater Glasgow & Clyde for their further consideration and feedback at this time. 
	 
	 
	 
	Norman Sutherland 
	 
	Director (Health) For and on behalf of 
	Higher Ground Health + Care Planning Ltd (hub South Supply Chain Member) 
	 
	1st September 2022 
	APPENDIX A 
	 
	What Do We Want? Workshop Participants 
	 
	Workshop 1: HSCP Management Team, Operational Managers & Third Sector (24/2/22) 
	 
	Chris Bancroft, Podiatry Lead 
	Jean Campbell, Chief Finance & Resources Officer Claire Carthy, Criminal Justice 
	Leanne Connell, Interim Chief Nurse 
	Gordon Cox, Volunteer Service User Representative 
	Lorraine Currie, Service Manager Mental Health & Learning Disability Carolyn Fitzpatrick, Clinical Pharmacists 
	Susan Frew, Interim General manager, Oral Health Caroline Galloway, MSK Team Lead 
	Suzanne Greig, C & F Fieldwork service manager Kathleen Halpin, Interim Senior Nurse, ANS Jeanette Hawthorne, Service Manager, Property 
	Angus Hunter, Project Support Officer, Capital Planning Vandrew McLean, Business Manager 
	Jillian Mitchell, Service Manager, Children’s Services 
	Richard Murphy, Registered Services Manager, East Dunbartonshire Council Derek Pearce, HSCP Head of Service, Community Care and Health 
	David Radford, Health Improvement 
	Diane Rice, Primary Care Development Officer 
	Norman Sutherland, Healthcare Planner, HGHCP (Facilitator) 
	 
	Workshop 2: HSCP Management Team and GP’s (3/3/22) 
	 
	Jean Campbell, Chief Finance & Resources Officer 
	Pamela Doran, Practice Manager, Kenmure Medical Practice Jeanette Hawthorne, Service Manager, Property 
	Angus Hunter, Project Support Officer, Capital Planning James Johnstone, Practice manager, Turret Medical Centre Vandrew McLean, Business Manager 
	Ainsley McGroarty, GP, Kirkintilloch/Lennoxtown and Cluster Lead Derek Pearce, HSCP Head of Service, Community Care and Health Diane Rice, Primary Care Development Officer 
	Tracey Secrett, GP, Bearsden 
	Norman Sutherland, Healthcare Planner, HGHCP (Facilitator) Alastair Taylor, GP, Bearsden and PCIP Lead 
	Paul Treon, Clinical Director 
	Christine Wilson, GP, Bishopbriggs & Auchinairn 
	APPENDIX B 
	 
	What Do We Want? (Summarised Cumulative Responses/Workshop Feedback) 
	 
	A Summary of responses received to date at two scheduled workshops with participants as identified in Appendix A including representatives of: 
	 
	 the HSCP Management Team; 
	 the HSCP Management Team; 
	 the HSCP Management Team; 

	 Local GP’s; 
	 Local GP’s; 

	 service managers; 
	 service managers; 

	 professional leads; 
	 professional leads; 

	 the local authority; 
	 the local authority; 

	 third sector organisations 
	 third sector organisations 


	 
	In the short-term? 
	 
	 recognition and acknowledgement of those problems/challenges that are time critical and can’t wait for a long-term strategy E.g., Vaccinations 
	 recognition and acknowledgement of those problems/challenges that are time critical and can’t wait for a long-term strategy E.g., Vaccinations 
	 recognition and acknowledgement of those problems/challenges that are time critical and can’t wait for a long-term strategy E.g., Vaccinations 

	 Agreement on how to work best post COVID – probably a combination of digital and face to face 
	 Agreement on how to work best post COVID – probably a combination of digital and face to face 

	 to be able to continue to work (and consult) from home where this is appropriate (Including the ability to issue prescriptions) 
	 to be able to continue to work (and consult) from home where this is appropriate (Including the ability to issue prescriptions) 

	 to retain the positive elements of recent rapid change including virtual appointments and home working – where these work 
	 to retain the positive elements of recent rapid change including virtual appointments and home working – where these work 

	 to return to more face-to-face consultations/interactions where this is essential/virtual is not a suitable alternative 
	 to return to more face-to-face consultations/interactions where this is essential/virtual is not a suitable alternative 

	 to be kept up to date with the developing strategy 
	 to be kept up to date with the developing strategy 


	 
	From the process? 
	 
	 openness, honesty & inclusiveness 
	 openness, honesty & inclusiveness 
	 openness, honesty & inclusiveness 

	 a clear proposal or options about the way forward 
	 a clear proposal or options about the way forward 

	 to understand what effects our property needs 
	 to understand what effects our property needs 

	 to include learning from COVID 
	 to include learning from COVID 

	 investment decisions that are based on effective prioritisation 
	 investment decisions that are based on effective prioritisation 

	 realism and pragmatism 
	 realism and pragmatism 

	 a property strategy that is fit for purpose, able to support our service needs and supported by a broad consensus 
	 a property strategy that is fit for purpose, able to support our service needs and supported by a broad consensus 

	 to feel involved and valued 
	 to feel involved and valued 

	 to address our critical property needs 
	 to address our critical property needs 


	 
	From the Strategy? 
	 
	 clear proposals or options about the way forward that are linked to local and national strategy 
	 clear proposals or options about the way forward that are linked to local and national strategy 
	 clear proposals or options about the way forward that are linked to local and national strategy 

	 a strategy that reflects the inter-dependency of many different services and the impact of changing any single service 
	 a strategy that reflects the inter-dependency of many different services and the impact of changing any single service 

	 a strategy that provides equity of access to all services across all parts of the area 
	 a strategy that provides equity of access to all services across all parts of the area 

	 more   flexibility,   more   sustainability  (buildings   and   services),   more   joined-up planning/working. 
	 more   flexibility,   more   sustainability  (buildings   and   services),   more   joined-up planning/working. 


	 A strategy that sees “the bigger picture” … even where this is at odds with individual aspirations and presents the basis for securing structured investment 
	 A strategy that sees “the bigger picture” … even where this is at odds with individual aspirations and presents the basis for securing structured investment 
	 A strategy that sees “the bigger picture” … even where this is at odds with individual aspirations and presents the basis for securing structured investment 

	 a strategy that can provide context and support for any required business cases 
	 a strategy that can provide context and support for any required business cases 

	 a strategy that is strongly linked to wider HSCP, NHS Board and national strategies 
	 a strategy that is strongly linked to wider HSCP, NHS Board and national strategies 

	 agreement on how we will be working in a “post COVID” world that retains the positive elements of recent rapid change 
	 agreement on how we will be working in a “post COVID” world that retains the positive elements of recent rapid change 

	 (an understanding of what this will mean for services and the premises required to support them) 
	 (an understanding of what this will mean for services and the premises required to support them) 

	 to optimise the use of those high-quality, functionally suitable buildings we do have whilst developing proposals for addressing the challenges associated with the balance 
	 to optimise the use of those high-quality, functionally suitable buildings we do have whilst developing proposals for addressing the challenges associated with the balance 

	 health to be able to respond better, more quickly and in a more informed way to wider developments, E.g., New schools, housing, infrastructure, etc 
	 health to be able to respond better, more quickly and in a more informed way to wider developments, E.g., New schools, housing, infrastructure, etc 

	 to be able to address the needs of the wider teams and the relationships between them 
	 to be able to address the needs of the wider teams and the relationships between them 

	 to support delivery of the GP contract 
	 to support delivery of the GP contract 

	 to allow GPs to move from GP owned/leased facilities to NHS/HSCP owned/leased buildings where they want this 
	 to allow GPs to move from GP owned/leased facilities to NHS/HSCP owned/leased buildings where they want this 

	 (“Buying into practice premises and managing the challenges associated with them is an increasing barrier to GP recruitment”) 
	 (“Buying into practice premises and managing the challenges associated with them is an increasing barrier to GP recruitment”) 

	 a “soft landing” for GP’s who are affected by any changes proposed 
	 a “soft landing” for GP’s who are affected by any changes proposed 

	 support  (and  investment)  for  developments  that  take  us  towards  the  preferred strategic direction of travel 
	 support  (and  investment)  for  developments  that  take  us  towards  the  preferred strategic direction of travel 

	 recognition that some challenges can’t wait for a strategic resolution 
	 recognition that some challenges can’t wait for a strategic resolution 

	 support for a Milngavie Health & Care Centre 
	 support for a Milngavie Health & Care Centre 


	 
	From our facilities? 
	 
	 equity of access to all services across all areas and over an extended day where appropriate 
	 equity of access to all services across all areas and over an extended day where appropriate 
	 equity of access to all services across all areas and over an extended day where appropriate 

	 an estate that works for the community and all stakeholders 
	 an estate that works for the community and all stakeholders 

	 fit for purpose spaces and facilities, where people of all ages want to be – and can be safely 
	 fit for purpose spaces and facilities, where people of all ages want to be – and can be safely 

	 locations that are easy to get to – and buildings that are easy to move around in 
	 locations that are easy to get to – and buildings that are easy to move around in 

	 places people can walk to or cycle to, along with the infrastructure to support this (Showers, cycle parking, etc) 
	 places people can walk to or cycle to, along with the infrastructure to support this (Showers, cycle parking, etc) 

	 age-appropriate accommodation 
	 age-appropriate accommodation 

	 sufficient, appropriate car parking 
	 sufficient, appropriate car parking 

	 to be together with our colleagues – at least on a regular basis 
	 to be together with our colleagues – at least on a regular basis 

	 space to support the full complement of the local enhanced team – and room to allow this to expand 
	 space to support the full complement of the local enhanced team – and room to allow this to expand 

	 to deliver capacity where it is needed now and in the future – rather than where it has historically been/was needed in the past 
	 to deliver capacity where it is needed now and in the future – rather than where it has historically been/was needed in the past 

	 the ability to deliver the Primary Care Improvement Plan (PCIP). 
	 the ability to deliver the Primary Care Improvement Plan (PCIP). 

	 spaces where the public can access IT to support remote digital consultation, etc. (Existing inequalities are affecting disadvantaged populations disproportionately) 
	 spaces where the public can access IT to support remote digital consultation, etc. (Existing inequalities are affecting disadvantaged populations disproportionately) 

	 to support personal interaction, with our patients and our colleagues 
	 to support personal interaction, with our patients and our colleagues 

	 access to outdoor spaces – for staff and the public! 
	 access to outdoor spaces – for staff and the public! 

	 the capacity and space we need to deliver services appropriately 
	 the capacity and space we need to deliver services appropriately 

	 “future proofed” facilities 
	 “future proofed” facilities 

	 to get rid of buildings that are not fit for purpose 
	 to get rid of buildings that are not fit for purpose 


	 possibly less buildings overall – but with a wider range of services 
	 possibly less buildings overall – but with a wider range of services 
	 possibly less buildings overall – but with a wider range of services 

	 potentially, multi-practice multi-agency facilities that include health and social care 
	 potentially, multi-practice multi-agency facilities that include health and social care 

	 fewer, better quality, more consolidated delivery locations 
	 fewer, better quality, more consolidated delivery locations 

	 facilities that are flexible 
	 facilities that are flexible 

	 more shared space, less names on doors, less different room types 
	 more shared space, less names on doors, less different room types 

	 potentially different kinds of spaces – including those designed to deliver virtual clinic activity 
	 potentially different kinds of spaces – including those designed to deliver virtual clinic activity 

	 greatly increased strategic and operational flexibility 
	 greatly increased strategic and operational flexibility 

	 an effective and sustainable IT infrastructure that works across the whole system – separate LA and NHS systems are a huge frustration at present! 
	 an effective and sustainable IT infrastructure that works across the whole system – separate LA and NHS systems are a huge frustration at present! 

	 multi-purpose spaces 
	 multi-purpose spaces 

	 A new Milngavie/Bearsden Health & Care Hub 
	 A new Milngavie/Bearsden Health & Care Hub 


	 
	What are the risks we need to be aware of? 
	 
	 recruitment of staff is still the biggest challenge! 
	 recruitment of staff is still the biggest challenge! 
	 recruitment of staff is still the biggest challenge! 

	 the availability of finance/affordability 
	 the availability of finance/affordability 

	 increasing demographic demands and population shifts 
	 increasing demographic demands and population shifts 

	 managing expectations 
	 managing expectations 

	 an inability to address short-term challenges quickly enough? 
	 an inability to address short-term challenges quickly enough? 

	 A lack of space within GP premises to support local service delivery/enlarged teams? 
	 A lack of space within GP premises to support local service delivery/enlarged teams? 

	 The poor quality of some existing premises 
	 The poor quality of some existing premises 

	 Practices folding because they fear the financial impact on their business? 
	 Practices folding because they fear the financial impact on their business? 

	 Key stakeholders not engaging? 
	 Key stakeholders not engaging? 

	 How long it will take to deliver strategic solutions vs how long some of the existing facilities will be able to operate! 
	 How long it will take to deliver strategic solutions vs how long some of the existing facilities will be able to operate! 


	APPENDIX C 
	 
	What Do We Want: Strategic/Policy Context COVID-19 Learning 
	The launch of Strategic Estate Review pilot activity in 2020 corresponded almost exactly with the developing COVID-19 situation across the UK. Consequently the virus had an immediate impact on programme and project outturns. 
	 
	The NHS GG&C re-mobilisation plan was produced collaboratively across the health and care system led by the Recovery Tactical Group. This presents a COVID re-mobilisation based on a number of shared principles. These include: 
	 
	 Flexibility, in order to respond to future COVID waves. 
	 Flexibility, in order to respond to future COVID waves. 
	 Flexibility, in order to respond to future COVID waves. 

	 Social distancing will shape the way we deliver services in future. 
	 Social distancing will shape the way we deliver services in future. 

	 Embracing new ways of working. 
	 Embracing new ways of working. 

	 Continued cross system working, which has been successful in the COVID response. 
	 Continued cross system working, which has been successful in the COVID response. 

	 Maximising the opportunities to use digital tools to enable and sustain recovery. 
	 Maximising the opportunities to use digital tools to enable and sustain recovery. 

	 Supporting staff health and well-being. 
	 Supporting staff health and well-being. 


	 
	Overall, although the exact impact of COVID on services – especially over the medium to long- term - is still unknown, it still seems appropriate to conclude that: 
	 
	 COVID has reduced face to face clinical activity substantially since March 2020. 
	 COVID has reduced face to face clinical activity substantially since March 2020. 
	 COVID has reduced face to face clinical activity substantially since March 2020. 

	 Whilst many services will increase traditional consultations as and when the current emergency subsides, this will vary by service and specific needs. 
	 Whilst many services will increase traditional consultations as and when the current emergency subsides, this will vary by service and specific needs. 

	 Traditional consultation activity will not return to pre-COVID levels, with the Board’s aim that 70% of activity in future with remain virtual. 
	 Traditional consultation activity will not return to pre-COVID levels, with the Board’s aim that 70% of activity in future with remain virtual. 

	 Whilst the number of interactions required may not change substantially, the way this activity is conducted and the nature of spaces required to support it may be different. 
	 Whilst the number of interactions required may not change substantially, the way this activity is conducted and the nature of spaces required to support it may be different. 

	 In  the  longer-term,  some  activities  may  continue  to  be  delivered  virtually/in  a different way where this has been found to be advantageous and appropriate. 
	 In  the  longer-term,  some  activities  may  continue  to  be  delivered  virtually/in  a different way where this has been found to be advantageous and appropriate. 


	 
	In terms of staff areas, it may also be reasonable to assume that: 
	 
	 The huge increase in home working is likely to be maintained to some extent with a consequential reduction in the number of permanent desk spaces required. 
	 The huge increase in home working is likely to be maintained to some extent with a consequential reduction in the number of permanent desk spaces required. 
	 The huge increase in home working is likely to be maintained to some extent with a consequential reduction in the number of permanent desk spaces required. 

	 It is highly likely that traditional office-based working will not return to pre-COVID levels for the foreseeable future with home working taking up the difference. 
	 It is highly likely that traditional office-based working will not return to pre-COVID levels for the foreseeable future with home working taking up the difference. 

	 Whilst the volume of administrative support required will not change substantially, the way this activity is conducted and the nature of spaces required to support it, will. 
	 Whilst the volume of administrative support required will not change substantially, the way this activity is conducted and the nature of spaces required to support it, will. 

	 This is likely to mean fewer desks but with more space around them and in support areas to facilitate social distancing. 
	 This is likely to mean fewer desks but with more space around them and in support areas to facilitate social distancing. 


	 
	NHS Scotland Estate Asset Management (EAMs) 
	 
	The Estate Asset Management Project (EAMs) is being delivered by Health Facilities Scotland (HFS) to improve the management of the NHSScotland estate by ensuring that an accurate, consistent and meaningful database of asset information is put in place and maintained. This is intended to assist with the development of Property and Asset Management Strategies 
	(PAMS), as well as with the management and risk based prioritisation of backlog maintenance. The data is also used by Scottish Government Health and Social Care Directorates (SGHSCD) to compile a Property Performance report on an annual basis. 
	 
	The Scottish Government policy document 'A Policy for Property and Asset Management in NHSScotland' requires that all NHSScotland bodies must have a current Property and Asset Management Strategy (PAMS) which reflects the following policy aims: 
	 
	 to ensure that NHSScotland assets are used efficiently, coherently and strategically to support Scottish Government's plans and priorities and identified clinical strategies and models of care; 
	 to ensure that NHSScotland assets are used efficiently, coherently and strategically to support Scottish Government's plans and priorities and identified clinical strategies and models of care; 
	 to ensure that NHSScotland assets are used efficiently, coherently and strategically to support Scottish Government's plans and priorities and identified clinical strategies and models of care; 

	 to provide, maintain and develop a high quality, sustainable asset base that supports and facilitates the provision of high quality health care and better health outcomes; 
	 to provide, maintain and develop a high quality, sustainable asset base that supports and facilitates the provision of high quality health care and better health outcomes; 

	 to ensure that the operational performance of assets is appropriately recorded, monitored, reported and reviewed and, where appropriate improved; 
	 to ensure that the operational performance of assets is appropriately recorded, monitored, reported and reviewed and, where appropriate improved; 

	 to ensure an effective asset planning and management with other public sector organisations. 
	 to ensure an effective asset planning and management with other public sector organisations. 


	 
	PAMS have generally only covered premises which were owned or occupied by the Health Board and have not historically included premises which were owned by GPs or leased by them from private landlords. However, in reflection of changes associated with the GP Premises National Code of Conduct, all Health Boards must now include GP owned/leased premises in their Property and Asset Management Strategies. 
	 
	GP Premises National Code of Conduct 
	 
	The Scottish Government and BMA Scottish GP committee (SGPC) have agreed a national code of practice for GP premises that sets out how the Scottish Government will support a shift, over 25 years, to a new sustainable model in which GPs will no longer be expected to provide their own premises. This includes a provision for interest free sustainability loans and a planned transition to health boards leasing these premises rather than GP contractors. 
	 
	It is planned that NHS boards will gradually take on the responsibility from GP contractors for negotiating and entering into leases with private landlords and the subsequent obligations for maintaining premises. Principles for all participants, as outlined in the code are that Health Boards and HSCPs should: 
	 
	 have regard to their statutory duty to provide or secure the provision of primary medical services in their area; 
	 have regard to their statutory duty to provide or secure the provision of primary medical services in their area; 
	 have regard to their statutory duty to provide or secure the provision of primary medical services in their area; 

	 have regard to the needs of the population in their areas; 
	 have regard to the needs of the population in their areas; 

	 have regard to their budgets; 
	 have regard to their budgets; 

	 consider whether assistance is an efficient and effective use of their resources; 
	 consider whether assistance is an efficient and effective use of their resources; 

	 have regard to their HSCP’s plans for primary care; 
	 have regard to their HSCP’s plans for primary care; 

	 share their plans with practices through the local consultative bodies; and 
	 share their plans with practices through the local consultative bodies; and 

	 have   regard   to   the   level   of   co-operation   and   information   they   receive from GP contractors. 
	 have   regard   to   the   level   of   co-operation   and   information   they   receive from GP contractors. 


	 
	The National Code of Practice for GP Premises also recognises that: 
	 
	 Health  Boards,  in  conjunction  with HSCPs,  must  take an  active  approach  to  the management of the whole of their GP estate. 
	 Health  Boards,  in  conjunction  with HSCPs,  must  take an  active  approach  to  the management of the whole of their GP estate. 
	 Health  Boards,  in  conjunction  with HSCPs,  must  take an  active  approach  to  the management of the whole of their GP estate. 


	 HSCPs and Health Boards must work together to identify their priorities for investment in primary care  premises.  Their  priorities  for  investment  must support HSCPs’ primary care improvement plans. 
	 HSCPs and Health Boards must work together to identify their priorities for investment in primary care  premises.  Their  priorities  for  investment  must support HSCPs’ primary care improvement plans. 
	 HSCPs and Health Boards must work together to identify their priorities for investment in primary care  premises.  Their  priorities  for  investment  must support HSCPs’ primary care improvement plans. 

	 HSCPs must take into account the needs of their population, the need to sustain general practice and, working with Health Boards, address the need to provide fit for purpose premises for the provision of primary medical services when they identify their priorities for investment in primary care premises. 
	 HSCPs must take into account the needs of their population, the need to sustain general practice and, working with Health Boards, address the need to provide fit for purpose premises for the provision of primary medical services when they identify their priorities for investment in primary care premises. 


	 
	Historically it was extremely difficult for NHS Boards and HSCP’s to plan for required investment in GP premises due to the independent nature of the contractors involved and consequential limited data on premises condition and capacity available. In support of the changing  environment  however,   the   Scottish   Government   commissioned   surveys   of all GP premises, whether owned by Health Boards, GPs  or  third parties,  so as to better understand the GP estate and to help plan for the future. They h
	 
	Health Boards and GP contractors are required to co-operate with survey work, in the understanding that such inspections are necessary to assist GPs to manage their premises and to allow Health Boards to manage the primary care estate better. Other specific considerations include that: 
	 
	 HSCPs and Health Boards should consider the potential benefits to GP sustainability of making space available in existing Health Centres for GP contractors which are not currently in publicly owned facilities. 
	 HSCPs and Health Boards should consider the potential benefits to GP sustainability of making space available in existing Health Centres for GP contractors which are not currently in publicly owned facilities. 
	 HSCPs and Health Boards should consider the potential benefits to GP sustainability of making space available in existing Health Centres for GP contractors which are not currently in publicly owned facilities. 

	 GP contractors who are offered the opportunity to relocate to existing Health Centres should consider the benefits to their long-term sustainability of doing so. 
	 GP contractors who are offered the opportunity to relocate to existing Health Centres should consider the benefits to their long-term sustainability of doing so. 

	 The HSCP, together with its Health  Board,  must  consider  how  best  to  use any GP premises purchased or leased by the Health Board. 
	 The HSCP, together with its Health  Board,  must  consider  how  best  to  use any GP premises purchased or leased by the Health Board. 

	 The HSCP and Health Board should also consider whether the premises should be used for any other health and social care purposes in addition to GP services. 
	 The HSCP and Health Board should also consider whether the premises should be used for any other health and social care purposes in addition to GP services. 


	 
	The full national code of practice for GP premises can be found here:  
	The full national code of practice for GP premises can be found here:  
	https://w
	https://w

	ww.gov.
	scot/publ
	scot/publ

	i
	cations/national-code-practice-gp-premises/
	cations/national-code-practice-gp-premises/

	 

	Moving Forward Together 
	 
	The NHSGGC Board approved the Moving Forward Together (MFT) Vision for Health and Social Care services as the blueprint for the development of future models of care On 24 June 2018. MFT is aligned to Scottish Government, national and West of Scotland regional strategies as well as the projected needs of the GGC population. The aim of the Moving Forward Together Programme is: 
	 
	“To develop and deliver a transformational change programme, aligned to national and regional policies and strategies, that describes GGC’s delivery plan to provide safe, effective, person centred, accessible and sustainable care to meet the current and future needs of our population”. 
	 
	MFT adopts a tiered network approach across health and social care spanning a local and community-based element which can then escalate care as required into specialist or hospital- 
	based care. This tiered network of care delivery seeks to provide access as locally as possible with access to increasingly specialist care provided for a geographical sector or indeed for the whole of GGC or sometimes for the West of Scotland. 
	 
	Central to the MFT tiered approach is the list based system of primary care, where people are registered with a GP practice. This provides a foundation for the delivery of a full range of preventative and treatment services, as well as a network of locations for the delivery of care. This also provides an opportunity for coordinated care within a defined geographical area, with a wide network of services. MFT also highlights that each HSCP will need to balance local accessibility with colocation to meet nee
	 
	Discussion with representatives from the MFT team have identified that any future Primary Care property strategy must respond to the objectives of MFT but also act as a key property enabler for it, recognising that buildings – especially in local communities - will have a major impact on enabling the shift required in the balance of care proposed. 
	 
	Full details on Moving Forward Together can be found here:  
	Full details on Moving Forward Together can be found here:  
	https://w
	https://w
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	orwardtogetherggc.org

	 

	APPENDIX D 
	 
	The Strategic Infrastructure Database (SID): Core Elements 
	 
	Within the SID, individual properties/part there-off are presented in rows whilst data collected/calculated/otherwise assessed as it relates to each property is presented in columns. 
	 
	Main property (row) sub-sections are: 
	 
	 HSCP owned/leased premises 
	 HSCP owned/leased premises 
	 HSCP owned/leased premises 

	 GP owned/leased premises Main data (column) sub-sections are: 
	 GP owned/leased premises Main data (column) sub-sections are: 

	 Buildings information: 
	 Buildings information: 

	o Property location and classification. 
	o Property location and classification. 
	o Property location and classification. 

	o Build year. 
	o Build year. 

	o Gross internal area (GIA) 
	o Gross internal area (GIA) 

	o Historic   6  facet   estate   classification   (Building,   engineering,   functional suitability, space, quality and physical condition). 
	o Historic   6  facet   estate   classification   (Building,   engineering,   functional suitability, space, quality and physical condition). 

	o Backlog maintenance costs and breakdown by building element and risk level. 
	o Backlog maintenance costs and breakdown by building element and risk level. 

	o Tenure/lease information where relevant. 
	o Tenure/lease information where relevant. 

	o Block name (To identify accommodation at a departmental/practice level). 
	o Block name (To identify accommodation at a departmental/practice level). 

	o List of core rooms, service delivery and support spaces by type (Consulting rooms, interview rooms, office desks, meeting rooms, etc). 
	o List of core rooms, service delivery and support spaces by type (Consulting rooms, interview rooms, office desks, meeting rooms, etc). 


	 Staff information: 
	 Staff information: 

	o Numbers of staff located within the facility by professional group and role. 
	o Numbers of staff located within the facility by professional group and role. 
	o Numbers of staff located within the facility by professional group and role. 

	o Desk/wte assumptions by professional group and role (to assess number of desks required). 
	o Desk/wte assumptions by professional group and role (to assess number of desks required). 

	o Desks  required  (Calculated  based  on  staff  numbers  and  assumptions regarding desks required/wte/role). 
	o Desks  required  (Calculated  based  on  staff  numbers  and  assumptions regarding desks required/wte/role). 


	 Activity information: 
	 Activity information: 

	o Practice population information (For GP practice locations – used as a proxy for actual appointment activity where no detailed information is available). 
	o Practice population information (For GP practice locations – used as a proxy for actual appointment activity where no detailed information is available). 
	o Practice population information (For GP practice locations – used as a proxy for actual appointment activity where no detailed information is available). 

	o Actual activity appointment numbers (including attendances and DNA’s by sub-specialty as reported). 
	o Actual activity appointment numbers (including attendances and DNA’s by sub-specialty as reported). 

	o Operational activity assumptions to support high-level capacity analysis including: assumed working days PA; calculated appointments/day; assumptions re: optimal appointment numbers/day; assumptions re: optimal session utilisation; and rooms potentially available for alternative/enhanced use based on these assumptions. 
	o Operational activity assumptions to support high-level capacity analysis including: assumed working days PA; calculated appointments/day; assumptions re: optimal appointment numbers/day; assumptions re: optimal session utilisation; and rooms potentially available for alternative/enhanced use based on these assumptions. 


	 An assessment of refreshed property and activity data plus consideration of “strategic significance” and “potential” to support the development of strategic estate recommendations (utilising agreed scoring criteria) including: 
	 An assessment of refreshed property and activity data plus consideration of “strategic significance” and “potential” to support the development of strategic estate recommendations (utilising agreed scoring criteria) including: 

	o Property actual physical condition (Scored /10).      o Property actual statutory compliance (Scored /10). o Property environmental management (Scored /10). o Property space utilisation (Scored /10). 
	o Property actual physical condition (Scored /10).      o Property actual statutory compliance (Scored /10). o Property environmental management (Scored /10). o Property space utilisation (Scored /10). 
	o Property actual physical condition (Scored /10).      o Property actual statutory compliance (Scored /10). o Property environmental management (Scored /10). o Property space utilisation (Scored /10). 

	o Functional suitability (Scored /10). 
	o Functional suitability (Scored /10). 

	o Quality (Scored /10). 
	o Quality (Scored /10). 



	o Strategic significance (Scored /10). 
	o Strategic significance (Scored /10). 
	o Strategic significance (Scored /10). 
	o Strategic significance (Scored /10). 

	o Strategic potential (Scored/10). 
	o Strategic potential (Scored/10). 



	 
	“Strategic significance” and “strategic potential” are additional assessed elements recorded in the SID that are over and above conventional 6 facet survey information. They are intended to ensure that the developing property strategy considers each building/block in a broader, more strategic context, as 6 facet surveys only assess individual building blocks in isolation. 
	 
	“Strategic significance” is about understanding how important a facility/site/block is in the context of an existing services/facilities strategy and whether or not it is consequently seen as having a longer-term role. Key prompts used to generate a score in this regard were: 
	 
	 Strategic importance of the location (How important a site appears to be from an overall service delivery perspective in overview). 
	 Strategic importance of the location (How important a site appears to be from an overall service delivery perspective in overview). 
	 Strategic importance of the location (How important a site appears to be from an overall service delivery perspective in overview). 

	 External accessibility (How easy it is to access/get to from across the area being reviewed). 
	 External accessibility (How easy it is to access/get to from across the area being reviewed). 

	 Proximity to other relevant locations (Including whether or not it is important because it is close to other facilities/services). 
	 Proximity to other relevant locations (Including whether or not it is important because it is close to other facilities/services). 

	 Proximity/relationship to public/service needs (Including whether or not it is close to current demand/future need/demand). 
	 Proximity/relationship to public/service needs (Including whether or not it is close to current demand/future need/demand). 

	 Duplication/replication locally (Including whether or not a facility is important because the services it delivers are not replicated locally). 
	 Duplication/replication locally (Including whether or not a facility is important because the services it delivers are not replicated locally). 


	 
	“Strategic potential” is about understanding the potential role a facility/site has in the context of a developing future services/facilities strategy and whether or not it has the ability to respond appropriately to changing needs. Key prompts used to generate a score here were: 
	 
	 Ownership (Is the property owned or leased and how this might affect its ability to change/develop in support of a future strategy). 
	 Ownership (Is the property owned or leased and how this might affect its ability to change/develop in support of a future strategy). 
	 Ownership (Is the property owned or leased and how this might affect its ability to change/develop in support of a future strategy). 

	 Willingness/preparedness of the owners and other relevant stakeholders to support change (irrespective of who owns the building, whether there is likely to be a willingness to support its change/re-modelling if required). 
	 Willingness/preparedness of the owners and other relevant stakeholders to support change (irrespective of who owns the building, whether there is likely to be a willingness to support its change/re-modelling if required). 

	 Availability of facility options? (Whether options exist to change, extend, modify, re- model or re-use existing facilities as required). 
	 Availability of facility options? (Whether options exist to change, extend, modify, re- model or re-use existing facilities as required). 

	 Availability of site options? (Whether options exist to re-use the existing site alternatively as required). 
	 Availability of site options? (Whether options exist to re-use the existing site alternatively as required). 

	 Proximity/relationship to changing public/service needs (Including whether or not it is close to future demand/need, E.g. Based on population change, housing projections, etc). 
	 Proximity/relationship to changing public/service needs (Including whether or not it is close to future demand/need, E.g. Based on population change, housing projections, etc). 

	 Ability to support the “what we want?” element of the process to date. 
	 Ability to support the “what we want?” element of the process to date. 


	 
	In order to aid decision making at a strategic level around what, if any, role existing assets may play in a future strategic estate model, the SID then attempts to consolidate all of the available data and evidence-based assessments into 4 summary criteria that reflect: 
	 
	 The overall quality/fitness for purpose of existing buildings. 
	 The overall quality/fitness for purpose of existing buildings. 
	 The overall quality/fitness for purpose of existing buildings. 

	 Their baseline utilisation. 
	 Their baseline utilisation. 

	 Their strategic significance as a service delivery location. 
	 Their strategic significance as a service delivery location. 

	 Their potential to support future change/deliver service needs. 
	 Their potential to support future change/deliver service needs. 


	APPENDIX E 
	 
	The Strategic Infrastructure Database (SID): Core Space (Room) Types 
	 
	The SID includes a detailed summary of all of the rooms by type and function identified within the buildings reviewed. For strategic analysis purposes however the planning team have worked on the principal that these facilities feature 3 core types of accommodation in scheduled planning terms. We have defined these as: 
	 
	 Primary delivery areas (PDA’s) 
	 Primary delivery areas (PDA’s) 
	 Primary delivery areas (PDA’s) 

	 Desk & Administrative areas (Desks) 
	 Desk & Administrative areas (Desks) 

	 Secondary support spaces 
	 Secondary support spaces 


	 
	Primary Delivery Areas (PDA’s) 
	 
	“Primary delivery areas” or sometimes “primary clinical delivery areas” (PCDA’s) depending on the context, are those key rooms/spaces that deliver core client-facing service functions. In the context of this Primary Care strategy work they primarily include: 
	 
	 consulting rooms 
	 consulting rooms 
	 consulting rooms 

	 treatment rooms 
	 treatment rooms 

	 interview rooms; and 
	 interview rooms; and 

	 other specifically defined/identified clinical/service delivery spaces/rooms for client- facing activity. E.g. Gyms, group rooms, etc. 
	 other specifically defined/identified clinical/service delivery spaces/rooms for client- facing activity. E.g. Gyms, group rooms, etc. 


	 
	It should be noted that simplifying room types for the purposes of analysis can lead to specific challenges/errors in some, especially smaller properties, but that it is seen as an appropriate means of simplifying data and analysis in the context of a 15 year strategic property strategy involving multiple individual premises such as this. It is also noted that the SID includes a more detailed breakdown of rooms and key spaces should further investigation or analysis be required. 
	 
	All of the data relating to room numbers and types recorded in the SID has been provided or verified by relevant Capital Planning and HSCP staff. 
	 
	Desk and Administrative Areas 
	 
	Desk and administrative areas represent a significant percentage of the overall property portfolio reviewed and deliver an important and growing role in health and social care delivery. As well as acting as a base for permanent administrative staff, they also provide important areas for other staff with a primarily client-facing role to undertake essential administrative functions, meaning that specialist areas such as consulting rooms can be used to optimal effect. 
	 
	As a consequence of COVID, the on-going role of administrative areas in delivering direct client support “virtually” has also been accelerated, although this has been significantly offset – in the short-term at least – by increased “working from home”. 
	 
	Within the SID, desks are primarily defined as: 
	 
	 Desks within offices 
	 Desks within offices 
	 Desks within offices 


	 Reception desks 
	 Reception desks 
	 Reception desks 


	 
	It should be noted that properties reviewed fall into three broad types with respect to desks and administrative accommodation. These are: 
	 
	 Administrative buildings whose main purpose is to deliver desk/administrative space with little or no client-facing PDA type spaces. (Almost entirely “desk based” resources) 
	 Administrative buildings whose main purpose is to deliver desk/administrative space with little or no client-facing PDA type spaces. (Almost entirely “desk based” resources) 
	 Administrative buildings whose main purpose is to deliver desk/administrative space with little or no client-facing PDA type spaces. (Almost entirely “desk based” resources) 

	 Mixed client facing/clinical buildings with a combination of PDA rooms, support spaces and separate administrative areas. (A mix of “client-facing” and “desk based” resources) 
	 Mixed client facing/clinical buildings with a combination of PDA rooms, support spaces and separate administrative areas. (A mix of “client-facing” and “desk based” resources) 

	 Client-facing buildings whose main purpose is to deliver face to face client interaction with desks only provided in support of this activity. (Almost entirely “client-facing” resources) 
	 Client-facing buildings whose main purpose is to deliver face to face client interaction with desks only provided in support of this activity. (Almost entirely “client-facing” resources) 


	 
	Whilst it is possible to determine desk requirements in defined administrative areas based on agreed metrics and known wte staff numbers, E.g. “A 6 to 10 desk ratio for Social Workers”, it is considerably more challenging to do this in mixed facilities or where the primary role is client facing due to the higher range of relevant factors and variance. These include but are not limited to: 
	 
	 The variable impact of visiting staff 
	 The variable impact of visiting staff 
	 The variable impact of visiting staff 

	 The complexity of scheduling “client-facing” and administrative sessions 
	 The complexity of scheduling “client-facing” and administrative sessions 

	 The generally smaller numbers of people and desks involved 
	 The generally smaller numbers of people and desks involved 

	 The impact of un-scheduled/drop-in activity 
	 The impact of un-scheduled/drop-in activity 

	 Etc 
	 Etc 


	 
	As a consequence, administrative area utilisation data should be treated with more caution where desks represent a relatively small component of a larger client-facing facility than it can be when presenting a picture of the difference between desks available and potentially required in larger, defined administrative areas/facilities. 
	 
	All of the data relating to desk numbers recorded in the SID has been provided or verified by relevant Capital Planning and HSCP staff. 
	 
	Secondary Support Spaces 
	 
	Secondary support spaces represent the balance of rooms/accommodation supplied which can, depending on facility purpose, represent a significant percentage of the “Gross Internal Floor Space” (GIFA) of a building. They include things such as: 
	 
	 Clinical support spaces 
	 Clinical support spaces 
	 Clinical support spaces 

	 Facilities Management (FM) support spaces 
	 Facilities Management (FM) support spaces 

	 Whole facility support spaces 
	 Whole facility support spaces 

	 Staff support areas 
	 Staff support areas 

	 Etc 
	 Etc 


	 
	Despite the substantial amount of floor area they represent, these areas are not reported upon in detail in the SID because of the strategic nature of the review process and the fact that their actual required number and size can broadly be determined/understood from the other core data collected relating to activity, staffing, facility size, function, etc. They may 
	however be seen to have an impact upon the overall “quality score” a facility receives based on the detailed assessment given in defined scoring areas such as: 
	 
	 Statutory compliance 
	 Statutory compliance 
	 Statutory compliance 

	 Environmental Management 
	 Environmental Management 

	 Functional suitability 
	 Functional suitability 

	 Etc 
	 Etc 


	APPENDIX F 
	 
	The East Dunbartonshire Primary Care Strategic Infrastructure Database (SID) 
	 
	 
	NB This document is an extremely large database with nearly 8,000 individual data elements. It is not therefore reproduced in paper copies of this report. It can however be accessed electronically here: 
	 
	Link to be inserted to the East Dunbartonshire Primary Care SID 
	APPENDIX G 
	 
	Estimating GP Practice Room (PCDA) Requirements 
	 
	Scottish Health Planning Note (SHPN) 36, Part 1, General Medical Premises in Scotland does not provide any specific guidance on calculating room numbers required in GP practice premises. Health Building Note HBN 11-01: Facilities for Primary & Community Care Services (The English equivalent) however, recommends a capacity model that considers a range of factors that are relevant here. These are: 
	 
	 Catchment population 
	 Catchment population 
	 Catchment population 

	 Access rate 
	 Access rate 

	 Opening times 
	 Opening times 

	 Appt duration 
	 Appt duration 

	 Assumed room utilisation 
	 Assumed room utilisation 


	 
	In an NHS Greater Glasgow & Clyde context, based on the reasonable assumption that each patient on a practice list attends for 3 appointments PA on average (which is broadly consistent with local data for those practices where both practice population and actual attendance is known); that practices are open 250 days PA; appointments last on average 20 minutes (room occupied time); and a room occupancy of 60% is expected (as indicated in HBN 11-01) it is reasonable to assume in general terms – and for the pu
	 
	 3,000 appts PA in total 
	 3,000 appts PA in total 
	 3,000 appts PA in total 

	 12 appts/working day 
	 12 appts/working day 

	 240 minutes consultation time required/day 
	 240 minutes consultation time required/day 

	 360 minutes available/room/day (Based on 2 x 3 hour consulting sessions being available) 
	 360 minutes available/room/day (Based on 2 x 3 hour consulting sessions being available) 

	 400 minutes of “room time”/day required at 60% occupancy or 
	 400 minutes of “room time”/day required at 60% occupancy or 

	 1.1 rooms/1,000 practice population as a minimum (Before the addition of additional services traditionally delivered in other areas) 
	 1.1 rooms/1,000 practice population as a minimum (Before the addition of additional services traditionally delivered in other areas) 


	 
	Although no nationally published data is available to test this high-level assumption, HGHCP’s experience, based on work completed in other parts of Scotland, is also that less than 1 rooms/1,000 population begins to be highly problematic. This can vary however and is affected by issues such as: 
	 
	 diseconomies of scale (less flexibility in smaller premises) 
	 diseconomies of scale (less flexibility in smaller premises) 
	 diseconomies of scale (less flexibility in smaller premises) 

	 room flexibility 
	 room flexibility 

	 room functionality 
	 room functionality 

	 room access 
	 room access 

	 space “ownership” issues 
	 space “ownership” issues 

	 consulting models 
	 consulting models 

	 service delivery models (Partners and other health professionals) 
	 service delivery models (Partners and other health professionals) 

	 local operating procedures 
	 local operating procedures 


	 
	The measure of PCDA’s/1,000 practice population is intended to present a broad indicative comparison between capacity in different GP premises only; to identify those specific practices where space may be more of a problem; and where more detailed analysis may be required. 





