SCOTTISH BORDERS COUNCIL

Care Homes
Outline Case for Change

2nd September 2021

1

DOCUMENT CONTROL

Version Control

Version Amendments

Issued by

Issued to

Date

v1

Initial Draft

BB

SR and KM

26 July 2021

V2

Test document

KMG

All

18th Aug 2021

V3

Test document

BB

All

18th Aug 2021

V4

Redraft of all items highlighted in yellow

BB

All

20th Aug 2021

V5

Remove tracking, format.

BB

V5

Update from 26th Aug

BB

V6

Update from 12 Septemeber

KMG

All

13 sep 2021

V7

Update 24th October 2021

KMG

JH/JC

24 Oct 2021

Document Approval

Circulation

Document Storage

2

26th Aug 2021
2nd Sept 2021

Care Homes
1.

EXECUTIVE SUMMARY ............................................................................................................................. 5
1.1
INTRODUCTION ................................................................................................................................. 5
1.2
STRUCTURE OF THE CASE FOR CHANGE ....................................................................................... 5
1.3
THE STRATEGIC CASE ...................................................................................................................... 6
1.4
THE ECONOMIC CASE ....................................................................................................................... 7
1.4.1 Critical Success Factors ........................................................................................................... 7
1.4.2 Short listed Options ................................................................................................................... 7
1.4.3 Results of Economic and Financial Appraisals ................................................................. 8
1.4.4 Preferred Option ......................................................................................................................... 8
1.5
COMMERCIAL CASE ........................................................................................................................... 9
1.5.1 Procurement ................................................................................................................................. 9
1.5.2 Risk Allocation ............................................................................................................................. 9
1.6
FINANCIAL CASE ............................................................................................................................... 9
1.6.1 Capital costs ................................................................................................................................. 9
1.7
MANAGEMENT CASE ......................................................................................................................... 9
1.7.1 Project Plan................................................................................................................................... 9
1.7.2 Project Management Arrangements .................................................................................. 10
1.7.3 Consultation with Stakeholders and the Public ............................................................ 10
1.7.4 Benefits Realisation, Risk and Contract Management and PPE .............................. 11

2.

STRATEGIC CONTEXT ............................................................................................................................. 12
2.1
2.2

3.

INTRODUCTION ............................................................................................................................... 12
NATIONAL AND LOCAL POLICY .................................................................................................... 12

EXISTING ARRANGEMENTS .................................................................................................................... 14
3.1
3.2
3.3
3.4

EXISTING SERVICE ARRANGEMENTS .......................................................................................... 14
HEALTH AND SOCIAL CARE SERVICES FOR OLDER PEOPLE .................................................. 15
COMMUNITY HEALTH SERVICES - GP PRACTICES.................................................................. 15
EXISTING PROPERTY ARRANGEMENTS ...................................................................................... 16

4.

CORPORATE MANAGEMENT STRATEGY & AIMS .................................................................................... 17

5.

OTHER ORGANISATIONAL STRATEGIES .................................................................................................. 18
5.1
5.2

OLDER PEOPLES PATHWAY AND DISCHARGE PROGRAMME .................................................. 18
DIGITAL HEALTH & CARE TRANSFORMATION ......................................................................... 18

6.

STAKEHOLDER ENGAGEMENT ............................................................................................................... 20

7.

BUSINESS NEEDS – CURRENT AND FUTURE ........................................................................................... 21
8.1
9.1
9.2

10.
11.1
11.2
11.3
11.4

DESIGN QUALITY OBJECTIVES .................................................................................................... 28
SERVICE OUTPUTS .......................................................................................................................... 33
CARE HOME DEMAND MODELLING AND ASSUMPTIONS ........................................................ 33
BENEFITS ........................................................................................................................................... 36
SERVICE MODEL CONSTRAINTS .................................................................................................. 40
CAPITAL FUNDING CONSTRAINTS .............................................................................................. 40
REVENUE FUNDING CONSTRAINTS ............................................................................................. 40
DEPENDENCIES ................................................................................................................................ 40

12.

CRITICAL SUCCESS FACTORS FOR THE PROJECT ................................................................................. 43

13.

ECONOMIC CASE ............................................................................................................................... 44

13.1
13.2
13.3

INTRODUCTION ............................................................................................................................... 44
CRITICAL SUCCESS FACTORS ....................................................................................................... 44
OPTIONS CONSIDERED .................................................................................................................. 44

3

Care Homes
13.3.1
Options Shortlist ......................................................................................................................... 45
13.3.2
Evaluating the Short-listed Options ............................................................................................ 45
13.3.3
Non-Financial Benefits Appraisal ................................................................................................ 45
13.3.4
Scoring the Options .................................................................................................................... 47
13.4
ECONOMIC APPRAISAL .............................................................................................................................. 49
13.4.1
VfM Analysis ............................................................................................................................... 49
13.4.2
The Preferred Option .................................................................................................................. 50
14.

COMMERCIAL CASE ........................................................................................................................... 51

14.1
INTRODUCTION ........................................................................................................................................ 51
14.2
PROCUREMENT ROUTE.............................................................................................................................. 51
14.2.1
Open Market .............................................................................................................................. 51
14.2.2
Existing Framework .................................................................................................................... 51
14.3
CONTRACTUAL ARRANGEMENTS ................................................................................................................. 52
16.
16.1
16.2
16.3
16.4
16.5
16.6
16.7
17.

THE FINANCIAL CASE ......................................................................................................................... 53
INTRODUCTION ........................................................................................................................................ 53
HL&P, RATES & DOMESTIC COSTS ............................................................................................................. 53
STAFFING COSTS ...................................................................................................................................... 53
CAPITAL COSTS & FUNDING ....................................................................................................................... 53
LAND PURCHASE ...................................................................................................................................... 53
DISPOSAL OF CURRENT HEALTH CENTRE ....................................................................................................... 53
OVERALL AFFORDABILITY ........................................................................................................................... 53
MANAGEMENT CASE ......................................................................................................................... 54

17.1
OVERVIEW .............................................................................................................................................. 54
17.2
PROJECT PROGRAMME.............................................................................................................................. 54
17.3
PROJECT MANAGEMENT ARRANGEMENTS .................................................................................................... 54
17.4
COMMUNICATIONS AND ENGAGEMENT ........................................................................................................ 56
17.5
REPORTING ............................................................................................................................................. 56
17.6
CHANGE MANAGEMENT ............................................................................................................................ 57
17.7
BENEFITS REALISATION .............................................................................................................................. 57
17.8
PROJECT COMPLETION EVALUATION ............................................................................................................ 57
17.8.1
Post Project Audit ....................................................................................................................... 58
17.8.2
Cost and Time Study ................................................................................................................... 59
17.8.3
Performance Study ..................................................................................................................... 59
17.8.4
Project Feedback ........................................................................................................................ 59
APPENDIX A – CARE HOME MODELLING ........................................................................................................ 61
APPENDIX B – FORMATIVE EVALUATION DISCHARGE PROGRAMME ............................................................. 61
APPENDIX C - TWEEDBANK APPRAISAL .......................................................................................................... 61
APPENDIX D – PROPOSED MODEL OF CARE AND REVENUE COSTING ............................................................ 61

Appendix E Proposed Governance Arrangements

4

Care Homes
1.
1.1

EXECUTIVE SUMMARY
Introduction

Scottish Borders Council and Scottish Borders Health & Social Care Partnership propose an
innovative new model of housing and integrated care, designed specifically to better support the
changing needs of older people alongside high-quality care and support through proactive early
intervention and preventative action aimed at those with complex needs, frailty and dementia.
This model is described as the Tweedbank Care Village Model. The overall concept is to
support healthy ageing and for individuals to live longer in their community and reduce the need
for reactive acute care and long-term in-patient and residential care. It is described as a nursing
home disguised to look like the outside world which helps people with mild to severe dementia
and frailty suffer a little bit less in their remaining years. The concept of the care village model
supports unique needs, lifestyles and personal preferences for living, care and well-being for
people living mainly with severe dementia and frailty. The focus is on possibility rather than
disability and is supported by 24-hour care delivered by trained professionals.
The first phase of this case for change/project will involve the transition of all bed based
intermediate, discharge to assess and specialist long term and respite dementia care from
Waverley and Garden View Units into the Tweedbank development. The full scope of this case
for change further develops opportunity for an integrated model using the Care Village concept
as the preferred way forward
Tweedbank Care Village will bring together on one site, 60 beds to support an integrated care
model: which can flexibly meet the short and long stay health and social care needs of service
users over coming years, including provision of rehabilitation, assessment for ongoing care
needs, nursing care, palliative care and dementia care; The project will be further enhanced by
its location on the Tweedbank site, which host 6 zones comprising housing, shops and
facilities, social hub and the Aberlour Unit.
This case for change describes the proposals for delivering the preferred option which
demonstrably provides value for money; emphasises sustainability; sets out the contractual
solution; demonstrates its affordability; details the supporting procurement strategy and the
management arrangements for the successful delivery of the project.
1.2

Structure of the Case for Change

The Case for Change has been prepared using a Business Case Format and standard, as set
out in the Scottish Capital Investment Manual (SCIM) – Business Case Guide. The document
follows the recommended format of the Five-Case Model for business cases which explores the
project from five perspectives:
The Strategic Case - explores the case for change – whether the proposed investment is
necessary and whether it fits with the overall local and national strategy.
The Commercial Case - tests the likely attractiveness of the proposal to developers – whether
it is likely that a commercially beneficial deal can be struck.
The Economic Case - asks whether the solution being offered represents best value for money
– it requires alternative solution options to be considered and evaluated
The Financial Case - asks whether the financial implication of the proposed investment is
affordable.
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The Management Case - highlights implementation issues and demonstrates that the partner
organisations can deliver the proposed solution
1.3

The Strategic Case

In 2020 following a request by senior managers and elected members, investigative
assessment was undertaken to identify innovative housing and health thematic solutions for
older people. This assessment involved researching eco systems, models and building solutions
world wide and a visit to the award winning Hogeweyk development in the Netherlands. As a
result Scottish Borders Council then commenced design works which would address SMART,
Green Building solutions alongside an innovative social model which highlighted opportunities of a built
environment—particularly with respect to residential and assisted living—to improve societal citizens’ lives
and health conditions.

Work has been on-going for some time to identify suitable sites for two new care
villages. Further work is required to progress the business case and to identify a
suitable site within Hawick. It has however been possible to identify a site and to
progress the business case for the inclusion of a Care Village within the Tweedbank
site.
This Tweedbank site is central within the Borders, and offers the correct range of
opportunities, partnerships and resources required for such a provision. These
factors include; location, strategic fit with the capital master plan, with very close
proximity to the Borders General Hospital, (BGH). In addition, this central area of
the Borders does not have access to a community hospital, and this new facility will
significantly benefit patient flow from the General Hospital.
This Tweedbank proposal also provides further opportunities to support additional
developments with two third sector partners. Aberlour are a well-respected provider
for children’s services and wish to expand their input to support vulnerable children
through a new centre which could be accommodated within the Tweedbank initiative.
Cornerstone have been working for a number of years with our Learning Disability
service for adults to find a site for a residential provision for adults with extreme
complex needs, and again Tweedbank can provide an excellent location for this
resource, this will enable people previously placed outside of the Borders, to return
to their home setting.
The outcomes of this proposal align closely with the identified
population/demographic demand, and allows for the required revenue migration,
through the transfer of existing provision to the new development.
The vision, and outline of the model of care, operational delivery and staffing model
are agreed, and the detail of this will be further jointly finalised between care and
health colleagues. This will ensure effective use of a flexible bed-base, accompanied
with a full range of care and intermediate care provision.
The Care Village development will offer a wide array of community and recreational
facilities and activities for both local and wider communities in the Borders. The
inclusion of these outlets will offer a catalyst for the development of a new vibrant
local community, with direct access to these commercial assets for local residents.

6

Care Homes
1.4

The Economic Case

1.4.1

Critical Success Factors

A review of the investment objectives and potential benefits, identifying the following list of Critical
Success Factors:
Critical Success Factors

1

Deliver Services within an Integrated Care Model

2

Give users greater choice and control of local health & social care service
provision

3

Improve access to services

4

Improve care pathways, capacity, and flow management

5

Maximise flexible, responsive and preventative care - at home, with support for
carers

6

Optimise efficiencies and effectiveness

7

Improve quality & effectiveness of accommodation used to support service
delivery

8

Improve safety of health & social care, advice, support & accommodation

These outcomes were used to undertake the non-financial appraisal of options.
1.4.2

Short listed Options

Two deliverable options for consideration for appraisal – do minimum and replacement of
Waverley and Garden View Care Homes. Consequently, a full economic and financial appraisal
was carried out on these options. The scored short list of options for the project is summarised
as follows:
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Non-Financial Appraisal Summary
Option 1 - Do Minimum

Option 2 – New Build
Replacement

36

94

2

1

Appraisal Element
Benefit Score

a

Rank

The table below shows the analysis for the short-listed options.
1.4.3

Results of Economic and Financial Appraisals

The cost/ benefit and Value for Money analysis is summarised in the table below:
VFM Based on operational costs of the two existing facilities compared to a new build care
village.
25 year Life Cycle

Option 2 – New Build
Replacement

Option 1 - Do
Minimum

Appraisal Element
Benefit Score

a

36

94

Net Present Cost – b
excluding risk

£32,128,060

£47,921,386

Cost per benefit point

£892,446

£509,802

2

1

b/a

Rank

VFM Based on operational costs of bedspaces of the two existing facilities compared to a
new build care village.
25 year Life Cycle

Option 2 – New Build
Replacement

Option 1 - Do
Minimum

Appraisal Element
Benefit Score

a

36

94

Net Present Cost – per
bed

b

£845,475

£840,726

Cost per benefit point

b/a

£23,485

£8,944

Rank

1.4.4

2

1

Preferred Option

The results of the Economic and Financial Analysis consolidate the position of option 2 – new
build at Tweedbank.
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1.5

Commercial Case

1.5.1

Procurement

The procurement route is still under consideration.
1.5.2

Risk Allocation

In parallel with consideration of the procurement options a risk workshop will be held to consider
Stakeholder Risks
Demand Risks
Financial Risks
Constructions Risks
Procurement and risk are considered together given than some risks identified may be mitigated
through the method of procurement and the contractual appointment of the facility provider.
1.6

Financial Case

1.6.1

Capital costs

Initial capital cost estimates for the short-listed options are as follows:
Initial Capital Cost Estimates
Option

Initial Capital Cost Estimate

Option 1 – Do Minimum

£133,600

Option 2 – New Build Replacement
1.7

Management Case

1.7.1

Operational Model

£14,290,930

The proposed operational model is a significant departure from existing models of
care. It will dramatically move practice forward in the service provided for the most
vulnerable citizens. It is expected that the vision, outline design and model will be
replicated in the future. It is therefore essential that all parties across health and
social care are engaged and involved in the project and governance arrangements.
1.7.2

Project Plan

A summary of the estimated key project dates is provided in the table below:
Project Programme
Stage 2: Consideration of OBC

Oct 2021
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Stage 3: Submission of FBC

Oct 2022 (to accommodate procurement, contractor
appointment, planning, and advanced works to
accommodate Tweedbank Expansion Road)..

Stage 4: Start on site

November 2022).

Completion date

April 2024 (Programme based on estimate for
Stirches).)

Services Commencement

May 2024

1.7.3

Project Management Arrangements

In line with Managing Successful Programmes (MSP) and Prince 2 methodology A Project Board
will be established to direct the project and will include the following three key roles, Executive
Sponsor, Senior User and Senior Supplier . The Executive Sponsor will chair the project.


Executive Sponsor : Chief Officer Scottish Borders Health & Social Care Partnership



Senior User, Director of Strategic Commisioning and Partnership, SBC



Senior Supplier, Director of Infrastructure.

The Project Board comprises representatives from the:


Scottish Borders Council



NHS Borders



Key stakeholders from Health & Social Care Partnership



SBC Capital Planning team.



Finance Officer/representative



Commissioner representation/function



Independent Provider Representation



Care Inspectorate



External Consultant

Further description of the Project Governance and Management arrangements are described in
Appendix E
1.7.4

Consultation with Stakeholders and the Public

An extensive programme of community engagement has been undertaken as part of the
consultation process on the project since the development of the initial agreement and will
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continue as the project progresses. Further details are set out in section 8 – Management
Case.
1.7.5

Impact Assessment, Benefits Realisation, Risk and Contract Management and PPE

The management arrangements for these key areas are summarised as follows:
Robust arrangements will be put in place to undertake a full impact assessment, monitor
the forthcoming benefits realisation plan throughout the development to maximise the
opportunities for them to be realised.
The strategy, framework, and plan for dealing with the management of risk are as
required by SFT in regard to all hub projects. A project risk register will be prepared with
the PSDP which is actively managed by the Project Manager and reviewed monthly with
the team.
Regarding contract management, form of contract is still to be considered.
Following satisfactory completion of the project, a Post Project Evaluation (PPE) will be
undertaken.
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2.

Strategic Context
Introduction

2.1

This Business Case for Change describes a project developed in partnership with Scottish
Borders Council, (SBC) NHS Borders and Scottish Borders Health and Social Care Partnership.
The purpose of this Business Case for Change is to outline the case for the investment required
to deliver a 60 bedded Care Village in Tweedbank, based on the Hogeweyk, Netherlands
Dementia Village Model. The vision of the Tweedbank Care Village model is to create a
paradigm shift in care, with an alternative model for traditional nursing, residential and
intermediate care, which is based on deinstitutionalisation and transformation, where people live
in small, homely settings, with like-minded peers and are supported by family, staff and
volunteers to live as normal a life as possible. They can visit the amenties including restaurants,
supermarket, or one of many offered clubs and community facilities. The concept of the care
village model supports unique needs, lifestyles and personal preferences for living, care and
well-being for people living mainly with severe dementia and frailty. The focus is on possibility
rather than disability and is supported by 24-hour care delivered by trained professionals. The
model stresses the importance of supporting residents to live as normal a life as possible,
maintaining their autonomy and managing risk accordingly. It will offer integrated services which
are closer to home, will prevent unnecessary admission to hospital, and support timely
discharge from hospital, the Care Village will provide greater opportunities for interdisciplinary
services which realise individual personal outcomes.
24 hour intermediate and dementia care will be delivered within the village, aligned with Primary
and Community Services, General Practitioners, hospitals, social care, voluntary and
community supports, individuals and their families, and wider public services. Services will be
‘wrapped around’ the individual and their family, who are connected to and supported by their
local community. Compassionate, proactive, personalised care and support will be the norm.
This case for change focuses on





Improving outcomes for older people both now and in the future,
Harnessing the power of SBC Communities through their involvement, engagement, and
active partnership within the model
Further building SBC people capabilities and
Operating within agreed financial boundaries through the reprovision of leased bed
based intermediate care currently provided within Waverley Transitional Care Unit and
Garden View Discharge to Assess Unit.

This Business Case for Change has reviewed and confirmed the value for money of the
preferred option that was identified in the SBC Capital Plan, 2019. It has also selected a
preferred procurement route and confirmed the affordability and achievability of the project.
2.2

National and Local Policy

Adult Social Care: Independent Review February 2021: The Feeley Report
The principal aim of this review was to recommend improvements to adult social care in
Scotland, primarily in terms of the outcomes achieved by and with people who use services,
their carers and families, and the experience of people who work in adult social care. The
review takes a human-rights based approach.
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The Tweedbank Care Village is an innovative alternative social and health care support model
for the future which prioritises the principles of the Feely support the recommendations of the
Feely Review and places. Investment in this alternative health and social care model support
models prioritise will enable people to stay in their own home, communities and where not
possible in a person-centred homely environment. This will ensure that the citizens of Scottish
Borders Council can maintain and develop rich social connections and to exercise as much
autonomy as possible in decisions about their lives
Scottish Borders Health & Social Care Partnership Strategic Plan: Changing Health &
Social Care For You 2018- 2022
The Partnership Strategic Plan provides the local strategic context for taking forward the care
village development. Following a review in April 2021 by the Scottish Borders Strategic Planning
Group in April 2021 the decision was made to continue with the plan for a further 12months,
continue with the three agreed existing objectives and to build in lessons learned from COVID19 and update existing priorities. The strategy and its priorities aim to deliver a vision where
NHS Health and Council Social Care Services are joined and work in new partnerships
together, with communities, residents and third sector providers to :- improve the health of the
population and reduce the number of hospital admissions; improve the flow of patients into,
through and out of hospital; improve the capacity within the community for people who have
been in receipt of health and social care services to better manage their own conditions and
support those who care for them. The Tweedbank Care Village development will help to deliver
these objectives and ensure services and care are


Accessible



Closer to home (and offering greater support for care at home)



Delivered within an integrated model



Give greater choice and control



Optimise efficiency and effectiveness



Reduce health inequality

Scottish Borders Council Strategic Plan 2018-2023 Our Plan for You and Your Part In It
describes SBC commitment to reshaping and improving services that will allow a continuous
positive “ripple effect” on quality of life, well-being, economy in communities. The Tweedbank
Care Village will deliver those high-level actions and commitments in relation to:
a) Our Services for You: Continue to explore different models for delivering our services,
b) Independent Achieving People: Investment in property and infrastructure, in a planned
sustainable way, and planning services for the projected increase in Older People:
developing a dementia strategy that will support people to remain in their own home and
community as long as they wish through a combination of specialist care and support
and housing based and residential services
c) Empowered Vibrant Communities: Continue to invest in capital projects such as
affordable and extra care housing, care services
13
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3.
3.1

Existing Arrangements
Existing Service Arrangements

Until March 2021 Waverley Transitional Care Unit and Garden View Discharge to Assess unit
were separate intermediate care services based on two separate sites, respectively, Galashiels
and Tweedbank. In essence they provided step-down care with referrals mainly from Acute.
In May 2021 as part of a review of Residential Care, and Borders Dementia Strategy all
transitional care from Waverley was moved to Garden View changing the bed configuration of
the unit and introducing beds focused on providing long stay and respite for specialist Dementia
Care.
Waverley Transitional Care Unit has 25 beds, 10 of these are now designated for long stay
specialist dementia care, 10 long stay residential and 5 respite for dementia, thus allowing
community step up referrals. The service is fully managed by SBC and includes support from
Care workers. Specialist Mental Health Services which are aligned and support is provided from
the CHAT Team. All referrals are now screened by a panel comprising Social Work, Mental
Health, Geriatricians.
Garden View Discharge to Assess Unit based in Tweedbank opened in January 2017 to provide
additional capacity of up to 24 residential care home beds to assess the support needs of
people in an enabling environment prior to their return to home or to long term care in supported
accommodation. In March 2021 as part of the review of residential care, the unit was developed
to accept transitional care. Patients previously referred to Waverley are now referred to Garden
View. In total there are 24 beds which provide a mixture of transitional care, (bed-based
rehabilitation) and assessment. The service does not admit older people with higher levels of
need due to restrictions on length of stay and lack of nurse cover. The admission criteria state
referrals should have no ongoing nursing needs except those ordinarily met by a District Nurse.
The facility is managed by SBC and includes support from aligned Allied Health Professional
Services, contracted to NHS Borders and delivered by the Health & Social Care Partnership
Community Services.
Almost all admissions to Garden View are currently step-down referrals from Borders General
Hospital, principally from medical wards. Referrals from MAU are mainly from frailty at the front
door team. A formative evaluation of the service in February 2021, prior to recent changes,
highlighted very few referrals from medicine for the elderly, orthopaedic or stroke wards,.
Throughput through both units prior to service change in May identified a total of 277 patients
per annum which could be increased in order to ensure reduction in bed day costs and further
efficiency.
In summary the current bed base within the existing facilities is as follows:
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Name of Facility

Number of Beds

Purpose

Length of Stay

Waverly

10

Long Term Care

Approx. 2 – 5 years

Waverly

10

Long Term Dementia Approx 2-5 years
Specialist Care,

Waverly

5

Dementia
Respite, To be determined
step up and step
down

Garden View

24

Intermediate care and 2-6 weeks dependent
discharge to Assess. upon requirement
Beds will be allocated
on first request and
availability

3.2

Health and Social Care Services for Older People

The H&SCP is responsible for planning and commissioning integrated services and overseeing
their delivery. These services are all adult social care, primary and community health care
services and elements of hospital care which will offer the best opportunities for service
redesign. The Partnership has a key relationship with acute services in relation to unplanned
hospital admissions and works in partnership with community planning partners. This includes
charities, voluntary and community groups so that, as well as delivering flexible, locally based
services, they can also work in partnership with the local communities. of Scottish Borders.
3.3

Community Health Services - GP Practices.

Early experiences of the first Intermediate Care Unit in Borders in Galashiels identified an
additional workload and complexity of care that local GPs were unable to deliver within their
existing work patterns. As a result, an Intermediate Care Local Enhanced Service was agreed
with the aim of ensuring that patient admitted to Intermediate Care would receive the necessary
planned scheduled care from the local Waverley General Practice to assist their recovery and
support their onward care back to their own home wherever possible. This Enhanced Service
provides support for a maximum of 16 patients/beds between 8am and 6pm. Urgent care out
with these hours is provided by the local Primary Care Out of Hours Service, Borders
Emergency Care Service (BECS).
Exceptions to the Local Enhanced Service include patients in the unit who are already
registered with a Galashiels practice other than Waverley Medical Practice who continue to be
looked after by their own GP. Patients from out with the Borders area receive temporary care
under this arrangement.
The arrangements for the enhanced service continue to apply to transitional care within Garden
View and will remain on a yearly basis with the opportunity for review. Performance and
workload information is collected by Primary & Community Services.
As part of the new Tweedbank Care Village a review of GP Contract, BECS and out of hours
support is essential as these have significant interdependency with the care village.

15

Care Homes
Collaboration and alignment of both models will be required to ensure seamless 24 /7 in/out of
hours business continuity.
Opportunity exists to consider further involvement and support from Consultant Geriatricians
and Care of the Elderly within the Borders General Hospital partly due to their close proximity
as an alternative and/or alongside General Practice . This would require a full options appraisal
and financial review.
3.4

Existing Property Arrangements

There have been several reports highlighting challenges with current SBC owned residential
property and ininability to make alterations/improvements to estate in a way that represents
value for money. In addition, the requirements necessary as a result of the impacts associated
with COVID-19 and of the need to respond to infection control techniques as cannot be easily
met within existing estate and would require to feature in design/layout of new estate.
Currently Waverley is owned by SBC, Garden View is leased from Elidon Housing Association.
It is understood that the SBC has the opportunity to terminate the lease over the next 3 years.
Terms associated with this termination and any obligations on dilapidations associated with that
termination are to be reviewed.
Details of the current condition of both properties is also to be reviewed in September 2021.
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4.

Corporate Management Strategy & Aims

During 2020 SBC commenced design works for 2 care facilities – one of these to be located in
Hawick and one in Central Borders. £18.5m was allocated to the capital plan for the feasibility
and construction of these facilities.
The Draft Revenue & Capital Investment Plan (Revenue 2021/22 - 2025/26, Capital 2021/222030/31) agreed at 19th March 2021 Council includes an updated capital plan with £22.679m
allocated for “two new residential care homes”.
A project group was established, and work was taken forward to examine in more detail the key
drivers for the 60-bed developments. This involved a full demographic review of demand and
capacity, a review and scope of frailty and mental health, and a clinical and financial outline of a
proposed care and staffing revenue model for Tweedbank Care Village. In summary
conclusions were:







Demographics suggest that there is ongoing demand for 24hr residential care in the
Scottish Borders for our older residents requiring high end care (severe frailty,
dementia). This is further explained in section 10.2
The Council-owned care estate is ageing, currently does not meet all Care Inspectorate
guidance and will not meet updated (post Covid-19) CI guidance. Directly linking new
care home developments to the decommissioning/re-provision of existing care homes
makes operational and financial sense.
A different model of residential care which provides more personalised care, to meet
both the needs of the individual and their human rights as citizens is required
The physical accommodation and environment is important in supporting this new model
of care and in also delivering against Care Inspectorate guidance and Covid-19 lessonslearned.
The joint staffing and resource model will be a key element in realising the benefits of
flexible bed-based care.

.
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5.

Other Organisational Strategies
Older Peoples Pathway and Discharge Programme

5.1

NHS Borders and Scottish Borders Council are fully engaged in improving care and services for
Older people as part of a Strategic Discharge Programme which was commissioned by the
Integrated Joint Board (IJB). The original Discharge Programme consists of 5 projects initiated
individually over 4 years from 2017 and brought together as a single programme in 2019. The
projects within the Discharge Programme effectively provide an intermediate care service for the
Scottish Borders: bed based intermediate care (Waverley and Garden View), home based
intermediate care (Home First) and infrastructure for enabling rapid and seamless access
(Strata Digital pathways and Matching Unit). These services remain in scope of the Older
People’s Pathways programme which aims to improves older people’s hospital and intermediate
care pathways, to improve outcomes, reduce need and dependence, and reduce costs.
The projects specific to this Business Case for Change are:


Bed based intermediate care / Step down Intermediate care, discharge to Assess in
Garden View
 Long term specialist and respite dementia care Waverly

5.2

Digital Health & Care Transformation

Scottish Borders Council undertook a review of their Digital Strategy in February 2021 in order
to build on their Vision to become a smart rural region delivering improved outcomes across the
Borders. This strategy has two main objectives:
a) To use digital technology to improve SBC processes, improve the customer experience
and improve operational efficiency, and
b) To set out the Council’s digital vision for the Borders
To enable improved citizen and employee experience and unlock economic value, SBC’s digital
strategy sets out 12 key programmes of work, positioned across the 3 key areas of Demand
Management, Response Management and Enterprise & Asset Optimisation. This strategy will
assist with the delivery of existing savings plans and unlock future potential savings.
The diagram below describes the key priority imperatives, each of which will be inclusive within
the Tweedbank Care Village development.
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Information Management and Information Communication Technology is a key enabler for the
new village model, particularly to deliver:











Integrated systems and care records – access to a shared clinical and care
management system, joint information governance and data sharing arrangements; in
and out of hours
Connected infrastructure - mobile working solutions; shared domains
Self-management and signposting – technology enabled care; health monitoring
systems;
Business Analytics for evaluation
Access to STRATA referral pathways
Access to Datix for reporting of adverse events and incidents
Attend Anywhere for Virtual Consultation with GP and other services
WIFI access for patients and families
information, advice and guidance

Assessment and planning to deliver these component and operations are necessary and will be
addressed further within the project planning and commissioning arrangements.
In addition, a Health and Social Care Digital Transformation Programme Outline Business Case
(OBC) is currently being finalised. This programme aligns to the Scottish Borders and NHS
Borders digital strategies and outlines that the Scottish Borders will be a Rural Integrated
Health/Care Exemplar(rIHE) with the following vision:
“to deliver digital solutions that support everybody using and delivering health and social care
within the Scottish Borders.”This means that the rIHE will leverage digital technology to enable
an integrated health and social care service. It will connect people [our citizens and our workforce]
and data to address inequalities and improve health outcomes in a financially sustainable way. It
will enable citizens to keep themselves healthy and well, provide access to and support delivery
of quality care at the ‘right time, every time’.
The rIHE would be extended to take into account the Scottish Ambulance Service, NHS 24 and
our third sector partners.
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6.

Stakeholder Engagement

Sustainable change requires robust communication and co-production within and outside of the
key organisations. In the Scottish Borders, the approach to communication is clearly described
within both the H&SCP Communication Strategy and SBC Strategic Plan described as a
“meaningful engagement and consultation with people living and working in the Scottish Borders
“underpinning the approach to communication.
To date a range of stakeholders have been engaged in several sessions to formulate the
Tweedbank Care Village Business Case for Change. Several briefings have taken place with
local elected members as well as regular communication. There has been a series of ongoing
papers and updates to Corporate Management Team.
A simple reprovision of current transitional care estate in Waverley and Garden View does not
involve a major service change however agreement to proposed scope and business change
outlined in section 10 would involve the need for a:


Clear strategy/plan for co-production, engagement, and communications. The plan
should define and demonstrate how co-production will be undertaken, the various
stakeholders, milestones and key activities to be carried out and in what way.



External Providers Impact Assessment : this should also consider Extra Care Housing
provision



Equality and Health Impact Assessment
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7.

Business Needs – Current and Future

This section identifies the 'business gap' in relation to existing arrangements. In other words, the
difference between 'where we want to be' (as suggested by the Investment Objectives) and
'where we are now' (in terms of existing arrangements for the service). This highlights the
problems, and difficulties with the status quo. The following table shows the existing
arrangements in respect of each Investment Objective and describes the problems with these
existing arrangements to identify 'business need'. It then further describes the change that is
required to overcome these problems and improve existing services and outcomes based on
the vision and principles of the Health & Social Care Partnership Strategic Plan
Note: the detailed information used to describe the existing arrangement will form the
benchmark from which the future achievement of the Investment Objectives can be measured.

Investment
Objective

Deliver Services within an Integrated Care Model

Existing
Arrangement

Since May 2021 all discharge to assess and intermediate care services in the Eildon/Central locality are
based within Garden View. This includes AHP provision

The status quo

Two referral/admission criteria remain in use
Long stay/specialist dementia care and respite dementia care are now located in Waverley
With the new bed configuration intermediate care /discharge to assess has reduced by 15 beds. It is not
known if this reduction will meet demand. However it is expected that the unit will run at 95% occupancy,
an improvement to the previous under-occupancy pre redesign.
There is a great deal of overlap of provision within Community Hospitals which have also described as
providing Intermediate Care, however a full review/evaluation is required to further justify
Patients with more complex needs or requiring nursing are not included within the admission criteria.

Business Need
Problems with
the
status quo

Although merging the two step down facilities to create one combined facility is an improvement there is a
need to review admission criteria for the combined unit on one site separate admission criteria and current
size/capacity of Home First Discharge to Assess restrict o
Evaluation is required in order to ensure the required bed capacity and efficiency based on 95% occupancy
and working alongside Home first
Current Building estate has been assessed and deemed to require change/improvement in order to meet
Care Inspectorate recommendations.

Potential
Scope
What is needed
to
overcome these
problems

Provide dedicated nursing expertise in order to offer a local alternative to community hospital for the cohort
of older residents from central borders who have higher levels of dependency and more complex postacute care needs
Commission the 60 bedded required capacity





15 or 16 specialist dementia (10 long stay 5 respite, current Waverley proposal) (16 would better
fit the units either 6x 10 or 10x 6)
10 residential beds (from Waverley)
24 discharge to assess with rehab/transitional care (previously garden view) including step up
10 step up / nursing? (based on potential re-provision of community hospitals beds and nursing
home waits)

Provide locality, co-ordinated approach towards preventative care and alignment of care village with
Locality What Matters Hubs
Develop relationships with Third Sector organisations to offer preventative supports, which enable service
users to live successfully in their own homes, reducing social isolation.
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Engender opportunities for joined-up working & improved communication between different service
providers

Investment
Objective

Give users greater choice and control of local health & social care service provision

Existing
Arrangement

Consultation with the Borders community suggests that they want:

The status quo

The opportunity to stay in their own home, with friends and family around them for as long as possible.
To have a service that can respond to changing need.
Prevention from having to stay in hospital longer than needed.
More choice around care home placement.
There has been significant development of reablement / rehabilitative approaches over the last two years.
Service users may need several transitions through the care journey to access the appropriate care
(based on multiple locations for service delivery), which creates a fragmented approach to the delivery
of health and social care services
Service users access care via old, outdated accommodation that impacts on user perception of their
overall experience

Business Need
Problems with
status quo

the

Outcomes for individuals, particularly at the key decision points such as following illness, bereavement,
or other traumatic life events, are at times adversely affected by the lack of appropriate levels of support
at home or in a flexible intermediate care resource.
The limitations of lack of nursing element in the current intermediate care model results in increased
likelihood of admission to hospital and to long term care and delays in discharge.
While Home First provides an excellent service and outcomes, further scaling up of this resource will
support older people to help them maintain independence or intermediate care reduces quality of life
for those in need and also contributes to an increase in emergency hospital days.
Service fragmentation has the potential to confuse service users, require unnecessary transitions
through the care journey, and restricts attainment of the best possible service.
User perception of old, tired accommodation is that this will impact on the quality-of-service provision

Potential Scope
What is needed to
overcome
these
problems

Reduction in unnecessary hospitalisation through enhanced discharge pathways. Reduced delayed
discharges.
Increased number of people being supported to live at home supported by Home First, ensuring that
all people requiring support at home go through an intermediate care discharge to assess pathway
Shorter lengths of stay in care home
Providing a greater proportion of care delivered at home, and reducing the number of direct admissions
from hospital to care homes
Co-locate services to reduce the number of disjointed transitions through the care journey.
Improve the condition of facilities used to provide services
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Investment
Objective

Improve access to services

Existing
Arrangement

There are multiple locations from which services are based and / or accessed; which includes separated
accommodation for health care beds and social care residential beds, and 4 separate locations to access
GP services.

The status quo

A review of existing premises suggests that they present difficulties regarding physical access to service
delivery points.
The variety of access points can lead to confusion over the most appropriate point of access and delays
to care provision whilst transferring from one access point to another.

Business Need
Problems
status quo

with

Physical access to service providers can require several journeys which also increases the problems of
accessibility to older properties.
the Access to the current model of care can lead to a more institutionalised placement when more user
focussed intermediate care would be more suitable.
There had been historical delays in accessing social care services for older people.
Access to care through the current system is inflexible to user needs and, therefore, more flexible
solutions are required.
Centralise services to reduce number of physical access points and create seamless link between health
& social care beds.

Potential
Scope
What is
overcome
problems

Improve accessibility of facilities used to provide services.
Shift the focus from long term care in care homes to short stay intermediate care, maximising the

needed to potential for older people to be independent or cared for at home.
these Providing a greater proportion of care delivered at home, and thus ensuring that the 'Balance of Care
Indicator is, at least, at Scotland average levels.
Make effective use of resources to ensure that number of those waiting for social care assessment is
reduced.
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Investment
Objective

Improve care pathways, capacity and flow management
There are currently 25 transitional care beds, 15 long term care, 10 long term dementia care and 5
respite dementia care beds
There are 92 community hospital beds which provide Intermediate Care, along with palliative care, and
support step-up across the other 4 localities, For the population of 115,510 the community hospital
compliment alone represents 4 times average bed based intermediate care.
A third of the borders population lives in Central Borders which does not have a Community Hospital.
These residents traditionally stay in acute hospital longer for their post acute care and rehabilitation thus
increasing their length of stay and risk associated with acute hospitals.
There are a high number of acute hospital beds (per 1000 population) compared to other Scottish health
boards.
Care home capacity is below the Scottish average and operates at approx. 92% capacity
Population demographics predict a 30% increase over the next 20 years

The current financial climate requires maximisation of all available capacity to minimise increased
demand for beds.
Current accommodation is unsuitable for modern service provision and patient expectations. It will
therefore need to be replaced at some point in the near future.
Flow of patients from Central Borders into available beds is compromised due to lack of availability of
site and alternative use of capacity, this in turn means that people from the Eildon/Central locality
requiring intermediate care are often transferred to community hospitals out with the locality

Business Need
Problems
status quo

with

Cumulative length of stay across the full hospital/ intermediate care stay requires to be reduced.
Although average stays are between 6 and 10 weeks across the current models, lengths of stay at
significantly higher levels are not uncommon for complex frail elderly individuals who often are
discharged to long term care.
the Delays in discharge are generally low, however, meeting the two week target is extremely challenging
and a lack of integration between models of care mean that more people than necessary are discharged
to care homes rather than their own homes. Maintaining delayed discharge targets relies on minimising
long term care demand through preventative models of care and adequate care home capacity and
home care provision.
Increased future demand for services, particularly for those over 65 years old will put increasing pressure
on existing services to cope with that demand.
The functional suitability difficulties associated with old, outdated accommodation restricts the
effectiveness of care pathways and flow management.
There is a critical need to further develop the collaboration of health care in localities model initiatives
especially in remote and rural areas, to ensure that they receive the best possible service. This will mean
working in conjunction with the locality multidisciplinary teams and the Virtual Ward initiative,
Reduce reliance on institutional care and demand for health & social care beds to ensure capacity
continues to meet demand.

Potential
Scope
What is
overcome
problems

Provide more suitable and flexible bed provision so that use for health and social care purposes can be
interchangeable.

Provide an integrated approach to service delivery to improve flow of patients from health beds to social
needed to
these care or own homes, whilst also maintaining current low levels of delayed discharge. To achieve this,
resources need to be increased to enable more care at home, and bed capacity needs to be more flexible
to cope with changing demands.
Provide pathways that enable people to ‘step up’ to beds and avoid the need for admission to acute
hospital.
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Investment
Objective

Maximise flexible, responsive and preventative care - at home, with support for carers
Data from recent care home demand modelling
• Females - 3.5% of 80-84, 9% of 85-90 and 25% of 90+ pop. live in care homes
• Males – 3% of 80-84, 5% of 85-90 and 10.5% of 90+ pop. live in care homes
• There is a clear correlation (.75) between very high and very low population density and number of
care home beds – correlation is less clear for intermediate density
•

Existing Arrangement
The status quo

Most care home admissions are from hospital Scotland-level data: shows around 40% of
admissions from hospital and round 35% from own home. Local Strata capacity data shows
33% of admissions from BGH, 25% from community hospitals (some community hospital
admissions could be intermediate care), 15% from own home

The number of home care hours is lower than the Scottish average. Scottish Borders ranked as 6th lowest:

with

Provision of intensive (10+ hours per week) care at home was significantly lower than the
Scottish average, 14th in Scotland

•

Reablement and Rehabilitation are now core to community care services, but there continues
to be limited effective delivery of step down/up care due to numerous sites and inconsistent
pathways.

The model for Older People's Care does not fully meet the Borders community's needs and aspirations
for them to be able to stay at home for as long as possible, to have a service that is flexible to their
changing needs, and which prevents them from staying in hospital longer than they need.

Business Need
Problems
status quo

•

the

Any lack of support to older people to help them maintain independence or intermediate care reduces
'quality of life' for those in need and also can contribute to an increase in emergency hospital days.

Increase the number of home care clients. Increase provision of intensive care at home through Home
First and Virtual ward Model
Potential
Scope
What is needed to
overcome these
problems

Develop effective step up and step-down Intermediate Care via Tweedbank Care Village o provide
rehabilitation and reablement services to avoid hospital and care home admission and expedite hospital
discharge where appropriate.
Fully implement Pathway 0 and the What Matters Hubs and Third Sector interface which supports users
and carers to maximise their potential, receiving effective sign-posting to community supports. Further
scope to utilise Third Sector space to support people to continue to live well with long term conditions,
through meeting and social spaces.
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Investment
Objective

Optimise efficiencies and effectiveness
24% of the Scottish Borders population are age 65+, well above the Scottish average of 19% (2019 midyear population estimates) Projections indicate the population aged 75+ will almost double by 2041. As
they age , older people are more likely to live with frailty or long terms conditions, associated with
increased demand for acute and chronic care, rehabilitation and support.

Existing
Arrangement
The status quo

Scottish Borders has a relatively high number of acute hospital beds (per 1000 population) compared to
other Scottish Health Boards. Care Home capacity and provision is well below the national average with
only Orkney having a lower rate. Over the past 10 years Scottish Borders has consistently been amongst
the 4 lowest local authorities for care homes per head of older people’s population consistently over the
last 10 with care home resident places/numbers having only increased by 1%. In addition, 23% of SBC
care home residents are funded outwith SBC.
The above represents the strategic rationale for investment in flexible and responsive integrated
communmity based intermediate care
Recent evaluation of Scottish Borders Discharge Programme has highlighted areas of potential
inefficiency. At that time both Waverley Transitional Care Unit and Garden View Discharge to Assess ran
under capacity. Since the redesign in May 2021, it appears that both units have been operating at
capacity, however further evaluation is required to determine e if this change reflects true demand and
capacity

Business Need

Waverley Transitional Care Unit- does not admit older people with higher levels of need due to restrictions
on length of stay and lack of nursing cover. This is an issue for residents of Central Borders most likely
to benefit due to lack of Community Hospital in the locality

Problems with the
status quo

Garden View Discharge to Assess –cannot offer full reablement due to lack of AHP cover and is unable
to admit people with higher levels of dependency.
There are 92 beds within Community Hospital which provide facilities for Intermediate Care, Palliative
Care and step-up. Benchmarking data is unavailable however for a population of 115,510 the community
hospital compliment alone represents almost 4 times the average bed based intermediate care capacity
reported in the 2018 National Audit of Intermediate Care.
More expensive interventions from both health & local authority provision are having to be utilised due to
the lack of support for self-care and independent living at home.
Introduce a new model of older people's care that:

Potential
Scope
What is needed to
overcome these
problems

Provides a greater proportion of care delivered at home.
Provides the flexibility to deliver better services and deliver all the investment objectives
described herein.
Is able to cope with the projected increase in demand for services.
And, is affordable for all partner organisations.
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Investment
Objective
Existing
Arrangement
The status quo

Business Need
Problems with the
status quo
Potential
Scope
What is needed to
overcome these
problems

Improve quality & effectiveness of accommodation used to support service delivery
A formal AEDET assessment has not been carried out on Waverly and Garden View however there have
been internal benchmark assessments against Care Inspectorate Guidance for Building Better Care
Homes 2021 which has highlighted limited scope in improving standards of care for Older People.
Previous Estate reviews and reporting to CMT has highlighted that much of SBC residential estate
requires improvement and in current state would not meet quality standards in respect of Fit for 2024
The main issues and problems highlighted within these assessments are summarised within the 'Existing
Property Arrangements' section of this Full Business Case

The design of the new village delivered as part of this project will need to overcome the existing
accommodation deficiencies, within Waverly and Garden View and will need to attain an agreed AEDET
score each Design Area,

Investment
Objective

Improve safety of health & social care, advice, support & accommodation

Existing
Arrangement

The interior design and layout of bedrooms, bathrooms and communal spaces is limited and if
benchmarked against new guidance for Care Homes and EDAT both Waverly and Garden View score
poorly. The internal review of existing premises highlights the outdated accommodation which is
challenged to be maintained to modern statutory compliance and health & safety standards.

The status quo

Design and layout features of existing premises present significant challenge in maintaining Infection
Control /COVID – 19 requirements
Business Need
Problems with the
status quo

These age of the properties also increase the risk of harm from property related incidents due to:


HAI concerns



Trips and falls



Social Isolation

Potential
Scope

Small home dwelling of will reduce the risk of infection transmission, reduce falls, improve mental health
& wellbeing and improve AEDET score for facilities used in providing services

What is needed to
overcome these
problems

The concept/vision for the care village along with the size of the estate offers huge opportunity for colocation of other services, eg GP Practice / Health Centre , and for the full intergenerational involvement
of the community
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8.

Investment Objectives

The investment objectives for this scheme have been developed to specifically fit with the
key outcomes identified within the Health & Social Care Partnership Strategic Plan.
Further review is proposed to map and correlate how exactly the investment objectives
will align with and be measured with the local Strategic objectives.
8.1

Design Quality Objectives

As part of the Business Case for Change the Project Board will be required to identify and
agree Design Quality Objectives and produce a design statement to ensure that
implementation in terms of the design and construction of the physical premises, care
village meets the needs and objectives of stakeholders.
The Design Statement will be used as the initial tool with which to communicate the vision
of the Care Village to designers and those "non-negotiables" which form a variety of
perspectives which the design must achieve. It will also be used to develop a more detailed
design brief, again in consultation, which will form the basis of construction information
used to develop all detailed proposals.
Housing Accommodation within the Hogeweyk village model is designed that each house
reflects a style that is common to, and familiar for, the six or seven people who live in that
house. Different settings are provided, and residents choose from a setting which reflects
their way of life and life style, for example, a setting for those used to living in an urban
area, a setting for those who used to work as trades people, setting for those more brought
up with theatre, cinema and culture, a setting for those with a central religious aspect to
their life and so on! All housing design is tailored to be dementia friendly.
To date there have been two design proposals relating to the number of units within the
care village. These are
6 units of 10 houses and
10 units of 6 houses.
The final design shall follow Care Inspectorate guidance for Care Homes for Adults while
also taking cognisance of New Models of Care and innovative, forward-thinking
approaches to care facility design and governance. Guidance and good practice on
infection prevention and control as per SFHN 30 Part A: HAI_SCRIBE Manual to be
followed.
The final decision around the specification of design will be scored in relation to weighted
outcomes which will include the Hogewek village model ethos, affordability, staffing, safety
and independent living related to village concept.
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A further assessment of Garden View and Waverley Facility current property
arrangements will take place in September 2021.
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9.

Desired Scope and Service Requirements in the Case for Change

This section of the Business Case for Change provides detail of the business scope, the
service outputs and the preferred way forward. The care village model has the opportunity
to be at the core of a much broader community-based model for older people across
Borders and in particular Tweedbank. It is a model that provides a unique opportunity to
develop an innovative an integrated form of care provision and one which inherently
facilitates and promotes significant integration of current health and social care services.
The Care Village will largely provide the intermediate and specialist dementia care
capacity which will support acute hospital discharge whilst avoiding premature
admissions to care homes. It also provides an opportunity for community services to ‘step
up’ into the village at the point of crisis or as an alternative to acute hospital when care at
home is no longer possible for reasons of health, carer crisis or for other reasons. The
village is central to reducing time spent in institutional care and breaking the historic cycle
of repeat emergency admission, delayed discharges, reducing the time spent
unnecessarily in hospital and providing appropriate placement for long term assessment.
The overlap in relation to intermediate care provided by Community Hospitals is evident,
as is the requirement to reduce overall lengths of stay and generate a more effective flow
of care with better outcomes.
The first phase of the scope will be a transfer of existing bed based Intermediate and
Dementia Care services and existing model of care to Tweedbank.
This business case for change makes strong recommendation for further transformation
and improvement as part of a wider commissioning of Older Peoples Services which
would be wrapped around Tweedbank as an exemplar model of integrated care, housing
and community support


Fully integrate all referral criteria, processes etc. that exist within Garden View to
ensure a combined facility with a single set of admission criteria



Provide dedicated nursing expertise to enable the transitional care unit to offer a
local alternative to community hospital care for the cohort of older residents from
Central Borders who have higher level of dependency and more complex postacute care needs, such as delirium



Test a locality integrated team model within the Care Village which includes direct
links for What Matters Hubs, Virtual Wards, geriatric, medical and palliative care
expertise and an Enhanced Framework for Care Homes which will enable greater
continuity of care management, better co-ordination with local assets and the
village housing solution and to increase step up crisis response.



Pilot work with SAS and out of hours services on urgent response to falls and
higher levels of dependency
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The diagram below depicts the components of the care that are required as enhanced support
from other services and upon which the village model is crucially interdependent.

Formative Evaluation of Intermediate Care and Discharge February 2021 (see
appendix B)
From the model of transitional intermediate care services currently being delivered within
Scottish Borders Council Care Homes, a formative evaluation of the partnership discharge
programme in February 2021 found the following:








Waverley Transitional Care Unit delivered against its objectives of rehabilitating
older people to regain independence following hospital discharge. Time to access
service averages 1.8 days. Home discharge rates are 79%.The service runs at
does not admit older people with higher levels of need due to restrictions on length
of stay and lack of nurse cover. This is an issue for residents of Central Borders,
most likely to benefit due to lack of a community hospital in the locality..
Garden View Discharge to Assess offers a facility for older people to leave hospital
whilst completing assessment for care or waiting for home care or 24-hour care.
Time to access the service averages 3.6 days. Average length of stay and home
discharge rates are comparable to benchmarks. The service does not offer full
reablement due to lack of AHP cover and is unable to admit people with higher
levels of dependency..
Both services have positive user feedback. Costs are higher than benchmark but
would be comparable if occupancy was higher. Neither service offers step-up
access from home.
Home First offers a home-based reablement service. 25% of people who use the
service are step-up referrals to remain at home and 75% are referrals at discharge
from hospital. Time to access the service averages 1 day. The service meets its
31



objective of 80% remaining at home at the end of their Home First episode, with a
57% reduction in their requirement for home care (against 40% target). 57% are
fully independent at the end of their Home First episode while those who need
ongoing home care have 11% reduction in the level of care required. The high rate
of discharge with no ongoing care suggests that people with more chronic care
and support needs may not have been referred to the service.
Infrastructure. The Matching Unit has been mainstreamed into SBCares and
arranges 180 care packages a month, a 10% increase since 2019, with average
time to start of package of 5 days. Strata digital referral system is managing 800
referrals per month to care homes, intermediate care, third sector and Trusted
Assessor, with Strata referrals to homecare soon to be launched.

The evaluation concluded that these services make a critical contribution to system
performance, but their efficiency could be improved by some adjustment of criteria and
skill mix. The evaluation therefore recommended that








Home First should be the default and should better align with What Matters locality
hubs and services to increase the balance of step-up IC and enable closer working
with local Housing providers and Third sector support
Bed based IC should be streamlined as a single pathway for older people with
post-acute reablement / rehab / nursing care needs that cannot be met by Home
First, particularly for residents in Central Borders
The service budget for these projects should now be mainstreamed to enable
strategic commissioning, substantive recruitment, and workforce development as
part of a comprehensive framework for integrated intermediate care in each
locality
Critical to delivering these actions is the need to mainstream the operation and
funding of these services to progress the strategic developments outlined in the
recommendations.

The desired scope for this business case for change includes the above recommendations
while adopting local vision and scope of a Care Village Model as described in diagram 2
(As agreed by the IJB)
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Service Outputs

9.1

The services proposed within the scope of the Case for Change and project are intended
to deliver a number of service outcomes. Outputs will be short and long term and should
link directly to outcomes and commissioning. Further development of these is required
once case for change and scope have been agreed.
Care Home Demand Modelling and Assumptions

9.2

In May 2021 CMT requested further evidence in relation to care home demand and
modelling of the Scottish Borders older population. A Stakeholder Care Home modelling
group was established with a specific ask to: Provide a 10-year forward projection of 24hour care demand for older people and describe the expected changes in 24-hour care
demand broken down by residential care, nursing care and specialist care provision with
worse case and best case scenarios.. If possible, the group were also asked to include
potential for mid-range scenario. Several assumptions were applied to predicted future
demand, these were


Expected changes in population frailty or dependency levels will increase demand



Expected changes in dementia prevalence and need for 24-hour care will increase
demand



Impact of changes in older peoples integrated preventative models of care may
decrease demand for future 24-hour care

The outcomes of this study (which are attached as a powerpoint presentation in appendix
A) highlighted that the demographic projection and 30% increase in older people predicted
the need for an additional 188 care home places by 2030, this represents between 8-11
additional care home places per year however :
•

Scottish Borders benchmarks in lowest 4 Local Authorities for care home places

•

There has been no change in Scottish Borders care home places 2009-2019
despite 20% increase in >75 Borders population

•

The number of SBC-funded residents outwith Borders has been steady at 20%
over the past 5 years

•

Scottish Borders benchmarks in lowest 6 LAs for home care packages

•

Suggestion that rurality and community/family support is maintaining more people
at home

•

The % of residents who remain in their own locality is directly related to the number
of care home beds in a locality (0.91 correlation)
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•

Based on demographic change only, we can expect an increase of 188 beds by
2030. This has been broken down to a 28% increase in residential care beds and
29% nursing care beds

•

The table below describes this in numbers and can be interpreted as an increase
requirement of 14-17 beds per year by 2023-2026 and 19-23 beds per year in
2027-2029

Annual increase

2022 2023 2024 2025 2026 2027 2028 2029 2030

Care
Home
residents
residential
30

9

11

8

9

14

14

12

10

Care
Home
residents
nursing
16

6

6

6

5

9

8

7

6

Care
Home
residents - Total 46

15

17

14

14

23

22

19

16

Extra
admissions/year

8

9

8

8

13

12

11

9
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Consultation with the Carers centre regarding care home demand and reasons for lower
level of placements: identified that there was various perceived reason that were related
to quality of care homes, unmet need, higher dependency groups, reduction in respite
care, closure of day centres, deterioration during Covid, isolation and dementia. There
were also suggestions that budgets and financial resources contributed to the number of
placements.
The following assumptions identified and measures that could reduce/offset some
demand for care home bed increases are


Intensive Rehabilitation and reablement support



Staff Education on appropriate referrals to care homes



Provision of early intervention and crisis support



address lack of social contacts/loneliness and isolation



reduce cognitive deterioration and functional decline
34



Actions to support healthy living - ‘Live Well, Eat Well’, Dementia-friendly
communities



Different approach to managing pathway from hospital to care



Support for Carer Stress and burnout (esp higher dependency clients)



Location of care home beds influences number of residents who stay in own
locality



Telehealth/telecare



Locality Models and Anticipatory Care Planning



Virtual Ward /Hospital at Home
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10.

Benefits

On the basis that the proposed service model is put in place, the following identifies the
key benefits likely to be attributable to achievement of each investment objective: As part
of the project board deliverables a full benefits realization of existing /status quo and
business scope is required.

Investment Objective: Increase integration & communication between health & social care services
and delivery to service users
Relative
Value

Relative
Timescale

Type

Delivery of more effective care with improved user
outcomes

High

Medium &
longer term

Qualitative
and
quantitative

Greater collaboration between partner organisations to
improve effectiveness of preventative and intermediate
care

High

Medium &
longer term

Qualitative

Medium

Medium &
longer term

Qualitative

More service users able to return home following
hospital care (based on draft intermediate care
performance measures)

High

Medium

Quantitative

Shared use of partner resources

Low

Medium term

Cash &
resource
releasing

Medium

Medium term

Qualitative
& resource
releasing

Benefit

Improved staff engagement & communication
between partner organisations

Improved working arrangements and facilities for staff
resulting in greater job satisfaction and less turnover /
sickness

Investment Objective: Improve user experience of local health & social care service provision
Relative
Value

Relative
Timescale

Type

Positive experience of health and social care

High

Medium term

Qualitative

More people able to access care from their preferred
location (i.e. at home)

High

Medium term

Quantitative

More people able to return home following hospital
care (following rehabilitation and reablement)

High

Medium term

Quantitative
& resource
releasing

Better transition through each care journey

High

Medium term

Qualitative

Medium

Medium term

Qualitative

Benefit

Positive experience of the environment in which services
are provided
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Investment Objective: Improve access to care
Relative
Value

Relative
Timescale

Type

High

Medium term

Qualitative

Medium

Medium term

Qualitative

More likely to receive the most appropriate care

High

Medium term

Qualitative

Ability to access care at home

High

Medium term

Quantitative

Medium

Medium term

Qualitative

High

Medium term

Qualitative

Benefit
Maximised range of health and social care services
available locally
Point of access to care is less confusing

Better physical access to care facilities
Flexible bed usage enables more user focussed care

Investment Objective: Improve care pathways, capacity and flow management
Relative
Value

Relative
Timescale

Type

More people treated on a scheduled rather
than unscheduled basis

High

Medium &
longer term

Quantitative

Service capacity meets service demands

High

Medium &
longer term

Quantitative

Flexible use of beds better meets service user needs

High

Medium term

Qualitative

Reduction in overall number of beds (from the
baseline high of 161 in 2011)

High

Medium term

Quantitative
& cash
releasing

Services users don't have to stay in hospital longer than
necessary

High

Medium term

Quantitative

Benefit
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Investment Objective: Maximise flexible, responsive and preventative care - at home, with support
for carers
Relative
Value

Relative
Timescale

Type

More people able to access care from their preferred
location i.e. at home

High

Medium term

Quantitative

More people able to return home following hospital care

High

Medium term

Quantitative
& resource
releasing

Benefit

Providing care at home is more cost effective
than institutional care

High

Medium term

Cash &
resource
releasing to
Council

Carers feel better supported in their role

High

Medium term

Qualitative

High
Increase in visits and involvement from relatives and wider
damily, including childres to the residents and within the
care village

Medium term

Investment Objective: Make best use of available resources
Relative
Value

Relative
Timescale

Type

Affordable service delivery

High

Short,
medium &
longer term

Quantitative

Service capacity meets service demands

High

Medium &
longer term

Quantitative

Medium

Medium term

Qualitative

High

Medium term

Cash &
resource
releasing to
NHS &
Council

High

Medium to
longer term

Cash
releasing to
NHS &
Council

Benefit

Service model is more flexible to future changes in
demand

Reduction in overall number of beds (from the
baseline high of 161 in 2011)

Reduced demand for more expensive care pathways
(through shift from health to social care models of care)

38

Investment Objective: Improve quality & effectiveness of accommodation used to support
service delivery
Relative
Value

Relative
Timescale

Type

Improved user perception of quality of care

Medium

Medium term

Qualitative

Improved condition of available accommodation

Medium

Medium term

Qualitative

Accommodation meets modern service needs &
enables flexibility of use

High

Medium term

Qualitative

Improved functionality of accommodation
improves service effectiveness

High

Medium term

Qualitative

Benefit

Investment Objective: Improve safety of health & social care, advice, support & accommodation
Relative
Value

Relative
Timescale

Type

Reduced risk of HAI incidents

High

Medium term

Qualitative

Reduced risk of harm from property related incidents

High

Medium term

Qualitative

Benefit
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11.
11.1

Constraints & Dependencies
Service Model Constraints

The two main constraints to are the unsuitability of the existing facilities and the need to
move towards a more integrated approach to service delivery in order to attain the
identified benefits from this scheme.
It is possible, to a certain extent, to provide a co-ordinated approach to service delivery
from the current arrangements but this is unlikely to achieve the full benefits that a fully
integrated, centralised Care Village approach will achieve.
The main barrier is the existing accommodation. Reviews of the existing facilities identified
the restrictions caused by this accommodation and the general poor condition and
unsuitability for modern service provision. Also, the flexibility of bed usage inherent in the
care model cannot be achieved from the outdated accommodation split over several sites.
11.2

Capital Funding Constraints

The project is proposed to be funded via the Council’s Capital Plan. The current estimate
for the facility of £14.3m including an allowance for road access to the Tweedbank site) is
significantly above the capital plan estimate and will required further review.
Potential dilapidation costs for Garden View also required to be reviewed together with
any potential capital receipt from Waverley.
11.3

Revenue Funding Constraints

It is currently assumed that the new facility will have lower property costs than the existing
facilities due to building efficiency with regard to energy, reduced maintenance costs in
early years and no rental payments.
It has been estimated (see appendix 2) that the staffing costs of the new facility will be
equal to the current costs despite a change in delivery arrangements Equally there are
pressures on revenue funding. Given the expected higher occupancy in the new facility
cost per patient is substantially reduced.
11.4

Dependencies

Staffing- It is envisaged that the Care Village will operate within the existing financial
envelope of the current budget of Waverley and Garden View. However, there will be an
increased workforce requirement if moving towards the provision of nursing/clinical care
and adoption of the principles of the Hogeweyk vision on living, care and wellbeing for
people living with severe dementia and frailty. As the model develops, specific workforce
modelling will be required taking into consideration anticipated demands on the village and
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the skill mix required to support the proposed model. This will describe the future skills
staff will require in order to fully embrace the model, operate to the top of their license and
ensure they operate within professional standards and clinical and care governance.
To deliver the model as described, requires key elements examined in more detail below:





transitioning the existing workforce from Waverley and Garden View to a new type
of working model
ability to recruit necessary workforce
recognition of likely requirements within the proposed Health and Social Care Staff
Bill
Understanding dependency and the ratio of staffing to achieve personal outcomes

Long term continuing care and end of life care - intensity and therapeutic support will
increase and decrease as crisis or events demand. This model requires to be responsive
and focused on the individual’s outcomes in relation to their ability and potential. As care
needs increase the journey may flow into more regular care support. This could be at
home with carer or respite support interspersed with short-term 24-hour care to maintain
an individual within their home. The objective is to avoid admission to longer term care or
at least delay this until living at home is no longer a possible option. This type of care is
likely to support those with greater needs than is currently the case and for significantly
shorter lengths of stay than currently.
The Care Village concept is also dependent upon the collaboration and inclusion of other
partner organisations, such at the local GP practices, community nursing ,community
hospital services, local care providers, local charities and the voluntary Sector will enhance
the Care Village concept.
Allignment of Allied Health Professionals and Mental Health- Both Allied Health
Professionals and Mental (CHAT) provide on site support within the current Waverley
and Garden View estate. Arrangements for move an continued on site within the new
Tweedbank Care Village will be required
:
Prevention - In the main, people wish to continue to make a positive contribution to society
at the onset of their older years and although often relatively active, they need to be
supported by a pro-active approach to health promotion and ill health prevention to avoid
the need for care services.
Short term therapeutic intervention - As ‘older’ old age approaches and there begins a
decline in health or ability, the focus shifts to services aimed at reducing incapacity and
thus reducing the consequences of any decline. These ‘short–term therapeutic
interventions’ require to be responsive to sudden changes in situation or health state,
intervening to prevent or minimise e.g. hospitalisation or social crisis. Options including.
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Without this collaboration, not only would each organisation need to progress with its own
individual care intervention services but achieving optimal outcomes throughout the wider
care model would not be possible.
The continued inclusion of the different partner organisations involved in this case for
change and their interdependency on each other, is one of the key challenges to the
success of the project.
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12.

Critical Success Factors for the project

In addition to the Investment Objectives set out in the previous section of this Full
Business Case, the Care Village Partnership Group identified a number of factors which,
while not direct objectives of the investment, will be critical for the success of the project,
and are relevant in judging the relative desirability of options.
The agreed Critical Success Factors are shown in the table below.
Key CSF's

Strategic fit and
business objectives

Broad Description

Fits with the strategic intention to shift the balance of care from acute to
primary care and from institutional care to home care
It is also in line with Scottish Borders Council’s Single Outcome Agreement.

Potential VFM

It enhances service delivery, improves user experience, and achieves the
project investment objectives from an efficient cost base, while at the
same time reducing service delivery risks

Potential achievability

The key service providers are able to adapt to the proposed service
changes and deliver an enhanced service from identified resources

Supply-side
capacity and
capability

Potential affordability

Service providers have the resource capacity and capability to deliver
the proposed service model and facilities; and the scheme will be able to
attract the necessary investment.

Available capital and/or revenue funds will be sufficient to provide the
facilities and ongoing resources needed to deliver the proposed
service model
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13.
13.1

Economic Case
Introduction

This section sets out the economic case where a number of options were identified and
critically evaluated in both financial and non-financial terms including value for money
analysis.
13.2

Critical Success Factors

The critical success factors were subject to workshop discussion at the early stages of the
project and were revisited as part of the OBC option appraisal exercise and reconfirmed as
valid. These are outlined below:
Critical Success Factors
Critical Success Factors

1

Deliver Services within an Integrated Care Model

2

Give users greater choice and control of local health & social care service
provision

3

Improve access to services

4

Improve care pathways, capacity and flow management

5

Maximise flexible, responsive and preventative care - at home, with support for
carers

6

Optimise efficiencies and effectiveness

7

Improve quality & effectiveness of accommodation used to support service
delivery

8

Improve safety of health & social care, advice, support & accommodation

13.3

Options Considered

This section identifies the processes for the short-listing of options contained within this
OBC, which all need to be viable and deliverable.
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The approach adopted for developing the options involved representatives from a range of
stakeholders from the community including users, general practitioners, NHSB, patients and
local residents in a series of workshops.
13.3.1 Options Shortlist
.
The short-listed options included within the IA document are summarised in the following
table.:
Options Short List


Option
Description

Option 1 (Do
minimum - Retain
Waverley
and
Garden
View
Care Homes.

This option would incur minor interior upgrade works to improve the
building. This option would fail to meet the service and project
objectives. However it has been included as an option to provide a
baseline so that the extra benefits and costs of the other options can be
measured against it.

Option 2 – New This option would allow the replacement of the current poor quality
Build Tweedbank premises at Waverley and Garden View and the relocation of other
Care Village.
services and staff to a new purpose-built health and care centre.

13.3.2 Evaluating the Short-listed Options
The SCIM Guidance includes the need to review the short listed options included in the IA.
The Board have undertaken such a review during the early stages of the OBC.
13.3.3 Non-Financial Benefits Appraisal
Two major seminars were held with local leaders, and professionals and whilst further
consultations will be undertaken to detail the model, a local vision for the future of residential
care has been formed and to appraise the short list of options in non-financial terms.
The workshop commenced with an explanation of the background and context to explain
how the option appraisal process fits within the OBC process. The workshop continued with
a review of the investment objectives and the Critical Success Factors identified at IA stage,
identifying the benefits associated with each and weighting those benefits all of which is
described in more detail below.
A key component of any formal option appraisal is the assessment of non financial benefits
that are likely to accrue from the options under consideration. The non financial benefits
appraisal comparison was undertaken in an open and transparent environment.
The benefits appraisal had three main stages:
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Identification of the benefits criteria,



Weighting of the benefits criteria,



Scoring of the short listed options against the benefits criteria.

Although comparison of the relative non financial benefits of the options presented allows
comparison to be made in this area, the outcome is critical in assessing the overall value
for money presented by each of the options most commonly measured by the Net Present
Cost (NPC) per unit of benefit delivered.
The role of the benefit criteria in the non financial appraisal is to provide a basis against
which each of the options can be evaluated in terms of their potential for meeting the
objectives of the proposed investment. The table below sets out the benefit criteria with an
explanation of the factors considered against each.
The table details what the investment should achieve for residents, staff, careers and
relatives/friends and the local community.
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Weighted Criteria
Benefit Criteria

Weighting

Deliver Services within an Integrated Care Model

20%

Give users greater choice and control of local
health & social care service provision

15%

Improve access to services

15%

Improve care pathways, capacity and flow
management

10%

Maximise flexible, responsive and preventative
care - at home, with support for carers

10%

Optimise efficiencies and effectiveness

10%

Improve quality & effectiveness of accommodation
used to support service delivery

10%

Improve safety of health & social care, advice,
support & accommodation

10%

Individual criteria have differing degrees of importance in determining the preferred solution
to emerge from the benefits appraisal. As a result it is necessary to rank the criteria in order
of importance and then to allocate a weighting, which reflects the degree to which each
criterion will affect the outcome of the options scoring exercise.
13.3.4 Scoring the Options
The scoring of the options against the benefits criteria is designed to assess the extent to
which the potential solutions meet the objectives of the proposed investment.
Scoring provides a means to assess how each of the options compares both in relation to
the optimal position (i.e. meeting all the criteria in their totality) as well as in relation to the
other options.
The benefits score, when contrasted with the whole life cost (derived from the Net Present
Cost within the economic appraisal) provides a means by which the overall value for money
delivered by the short-listed options can be assessed.
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The benefit criteria in the context of the two options was considered and a score was
generated using the option scoring scale shown in Table 19 below.
Options scoring scale
0
1
2
3
4
5

Not at all
To some extent
Satisfactory
Good
Very good
Excellent

The application of this scoring scale allows scope to differentiate the options against each
of the criteria; as such the resultant output should provide a more robust overall assessment
of the options.
The scores for the options were then collated and the options ranked according to the
weighted scores. The results of the benefits scoring is summarised in the table below:
Benefit Appraisal Weighted Scores
Investment Objective

Weighting

Deliver Services within an Integrated
Care Model
Give users greater choice and control
of local health & social care service
provision
Improve access to services
Improve care pathways, capacity and
flow management
Maximise flexible, responsive and
preventative care - at home, with
support for carers
Optimise efficiencies and
effectiveness
Improve quality & effectiveness of
accommodation used to support
service delivery
Improve safety of health & social care,
advice, support & accommodation
Total Score
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Score
Do
Min

Weighted
Score

Scor
e
New
Build

Weighted
Score

20%

2

0.08

5

0.2

15%
15%

2
2

0.06
0.06

5
5

0.15
0.15

10%

2

0.04

4

0.08

10%

2

0.04

4

0.08

10%

2

0.04

4

0.08

10%

1

0.02

5

0.1

10%
100%

1

0.02
36.00%

5

0.1
94.00%

The table shows that Option 2 –“Build new Waverley/Garden View has the highest Non
Financial Benefit Score with Option 1 ‘Do Minimum’ achieving the lowest score.
13.4

Economic Appraisal

The initial capital cost estimates for the options short-listed are detailed as follows :
Initial Capital Cost Estimates
Option

Initial Capital Cost
Estimate

Option 1 – Do Minimum

£133,600*

Option 2 – New Build

£14,290,930

*the initial costs for the Do Minimum option use the £133,600 of identified backlog
maintenance. It is likely that substantial further investment would be required in these
facilities over the next 25 years in addition to the Lifecyle maintenance identified.
**these costs are based on the cost estimates for Stirches plus the provision of an access
road to the Tweedbank site.
13.4.1 VfM Analysis
The table below shows the value for money analysis for the short listed option. A summary
of the economic analysis is included as appendix C.

49

VFM Based on operational costs of the two existing facilities compared to a new build
care village.
25 year Life Cycle

Option 2 – New Build
Replacement

Option 1 - Do
Minimum

Appraisal Element
Benefit Score

a

36

94

Net Present Cost– b
excluding risk1

£32,128,060

£47,921,386

Cost per benefit point

£892,446

£509,802

2

1

b/a

Rank

VFM Based on operational costs of bedspaces of the two existing facilities compared
to a new build care village.
25 year Life Cycle

Option 2 – New Build
Replacement

Option 1 - Do
Minimum

Appraisal Element
Benefit Score

a

36

94

Net Present Cost – per
bed
(based
on
occupancy)

b

£845,475

£840,726

Cost per benefit point

b/a

£23,485

£8,944

Rank

2

1

13.4.2 The Preferred Option
The results of the combined quantitative and qualitative appraisal of the shortlisted options
shows that Option 2 – new build replacement option gives the lowest cost per benefit
point and therefore is the preferred option.

The net present cost (or life-cycle cost) is the present value of all the costs of installing and
operating the facility over the project lifetime – assumed for comparison to be 25 years. To
reflect the time value of money, future expenditure is discounted at 3.5% (compounded) in
accordance with HM Treasury; Greenbook, Published: 21 April 2013
1
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14.

Commercial Case

14.1

Introduction

The purpose of this section is to highlight the current thinking with regard to appointing a
contractor to provide the facility and likely contractual arrangements.
14.2

Procurement Route

Routes to be considered include for appointing a contractor to provide the facility include:
14.2.1 Open Market
Since SBC are a government funded body they will have to comply with stringent procurement
rules. This will include advertising the contract with the European Union via OJEU. This sets
the limit for a contract of £4,733,252 (net of VAT) so anything above this has to be marketed
via the OJEU process. This process can be time consuming and can be very labour intensive
in terms of reviewing the submitted returns. In some cases it can add between 3 – 6 months
to the programme.
However, this process can begin early in the project to mitigate programme risks where
possible. SBC has previously used Public Contracts Scotland to advertise projects above and
below OJEU limits. It would be advisable to meet with the procurement team in the early stages
of the project to establish the requirements.
There is also a requirement for the design information to be more developed at the point the
tender is issued. Before tender design documentation is issued a pre-qualification process can
be undertaken, and this can be undertaken earlier in the project as detailed design information
is not required for this process. Once the pre-qualification process has been undertaken it will
help to reduce the numbers of contractors that can take part in the main tender process.
Although it is a lengthy process, if started early the programme impacts can be reduced. As
SBC is a public funded body undergoing this tender process will be required for compliance
with procurement rules.
One disadvantage of going along the open market route is location. There is a risk that
contractors do not bid for the project or withdraw due to location and competition with smaller
contractors who can offer a better price. Although this is advantageous for price the risk is that
smaller contractors struggle with the size and scale of the project.
14.2.2 Existing Framework
There are a number of existing frameworks that could be accessed to procure the project. The
use of frameworks provides rapid access to a list of pre-qualified contractors, who have been
engaged on a competitive basis, complied with the necessary public procurement rules and
proven to demonstrate value for money. By virtue of these contractors having pre-qualified, a
level of assurance of service delivery can be taken; this fact can also save time within the
tender process. With most frameworks, elements of terms and conditions can be pre-agreed
at framework award, therefore time and effort is saved by not having to manage this as heavily.
Possible framework options include the following:


SCAPE



CCS Framework
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Hub (South East Scotland)



SPA Framework

A final decision is to be made however utilising an existing framework is likely to result in the
procurement of the suitable contractor to deliver best value in the shortest time frame.
14.3

Contractual Arrangements

Given the likelihood of utilising a framework to provide a contractor and that the contractor will
take design responsibility for the final product, it is likely that a design and build contract2
arrangement will be progressed – via a JCT3, NEC3/44 or DBDA5 arrangement.

Design and build contracts can be advantageous in terms of time as it allows the overlap of
design and construction reducing the overall project delivery time. The fact that there is also
a single point of responsibility for the client to deal with once the contract is awarded can also
enhance risk management.
2

The Joint Contracts Tribunal (JCT) Design and Build Contract (DB) is intended for use on
construction projects following the design and build procurement route. This involves
appointing a main contractor to design (or complete the design) of the project and then to go
on and construct it. It is a standard form contract which set out the responsibilities of all parties
within the construction process and their obligations, so it is clear as to what work needs to be
done, who is doing it, when are they doing it by, and for how much.
3

New Engineering Contract (NEC) has similarities to JCT but can introduce target costs rather
than fixed price, does not allow for provisional sums, pemits open book procedures and has
the programme at the heart of the contract (JCT programme is not a contractual document).
4

A Design and Build Development Agreement (DBDA) is a Hub contract model for delivering
public sector projects. Although a DBDA does not involve finance, it position on risk is very
similar to the Design, Build, Finance and Maintain projects such as the Jedburgh and Kelso
schools projects.
5
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16.
16.1

The Financial Case
Introduction

This section sets out the financial case for the preferred option including the capital and
revenue implications for the project.
16.2

HL&P, Rates & Domestic Costs

The current and future costs for the have been estimated but will require to be reviewed
against actual costs.
16.3

Staffing Costs

Staffing costs have been taken from appendix D – Proposed Model of Care and Revenue
Costing.
16.4

Capital Costs & Funding

The project is currently included within the capital plan although the current estimated cost of
£14.3m will require to be reviewed against the allowance in the plan.
16.5

Land Purchase

All land required for the project is in Council ownership (to be confirmed re title check)
16.6

Disposal of Current Health Centre

The disposal of Waverley is requires to be considered, as does the potential for dilapidation
costs for Garden House.
16.7

Overall Affordability

The current financial implications of the project in capital terms as presented above confirm
the project’s affordability.
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17.
17.1

Management Case
Overview

This section summarises the planned management approach setting out key personnel, the
organisation structure and the tools and processes that will be adopted to deliver and monitor
the scheme.
17.2

Project Programme

A programme for the project has been developed. A summary of the identified target dates is
provided as follows.
Project programme dates
Stage 2: Consideration of OBC

Oct 2021

Stage 3: Submission of FBC

Oct
2022
(to
accommodate
procurement, contractor appointment,
planning, and advanced works to
accommodate Tweedbank Expansion
Road).

Stage 4: Start on site

November 2022).

Completion date

April 2024

Services Commencement

May 2024

17.3

Project Management Arrangements

A Project Board will be established and chaired by the Chief Officer Health and Social Care,
the Chief Officer will also be the Project Sponsor.

54

Project Governance/Management Arrangements

(Project Structure - To be further developed)

The Project Board will be expected to represent the wider ownership interests of the project
and maintain co-ordination of the development proposal.
The Project Board comprises representatives from the:


Scottish Borders Council



NHS Borders



Key stakeholders from Health & Social Care Partnership



SBC Capital Planning team.



Finance Officer/representative



Commissioner representation/function



Independent Provider Representation



Care Inspectorate



External Consultant
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A Project Steering Group has also been established to manage the day to day detailed
information required to brief and deliver the project.

17.4

Communications and Engagement

In terms of the development of the project to date, the proposals have been developed through
consultations with the following internal and external stakeholders.


NHS staff and key leads of departments



Public and resident representatives



Local Councillors



Local Authority Planning Department



Local Community Planning Partnership partners.

More specifically the community engagement programme for the project will include the
following activities:









17.5

Immediate neighbours engagement meeting and formal planning permission
communications
Wider community engagement meeting – advertise widely – residents, service users,
carers, invite key community groups and voluntary organisation, elected members,
Display plans in public facilities and carry out engagement information sessions
Update Public Partnership Forum regularly
Presentations at local Community Groups
Presentation at local Community Planning Partnership,
Produce and distribute widely Newsletter which will detail of plans, timescale of
proposal, stages, arts and environment strategy etc
Information Stall at local community events
Information Website
Reporting

The Project Manager will submit regular reports at the Project Board meetings. This will
encompass.


Executive summary highlighting key project issues



A review of project status including:
o

Programme and Progress, including Procurement Schedules

o

Design Issues

o

Cost

o

Health and Safety

o

Comments on reports submitted by others
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Review of issues/problems requiring resolution.



Forecast of Team actions required during the following period.



Identification of information, approvals, procurement actions etc required from the Client



Review and commentary of strategic issues to ensure ??? objectives are being met.

17.6

Change Management

To achieve successful change management outcomes key staff will continue to be involved in
a process of developing detailed operational policies and service commissioning plans.
17.7

Benefits Realisation

The Benefits Criteria articulated earlier are all desirable outcomes for the project that are
expected to be achieved by the preferred option. Criteria were identified and designed to be
clear and capable of being consistently applied by the stakeholder group involved in the review
of the short-listed options.
The plan outlines how the Benefits Criteria (including the financial benefits) will be measured
and monitored through the project’s lifetime. This is in order that a meaningful assessment
can be made of the benefits yielded by the project and to benchmark the assessment criteria
themselves so that lessons learned can be fed back into future projects. The monitoring and
review of achievement in relation to each of these service aims will be built into the work plans
of the management team as appropriate.
17.8

Project Completion Evaluation

Following satisfactory completion of the project, a Project Completion Evaluation will be
undertaken. The focus will be the evaluation of the procurement process and the lessons to
be learned made available to others. The report will review the success of the project against
its original objectives, its performance in terms of time, cost and quality outcomes and whether
it has delivered value for money. It will also provide information on key performance indicators.
The evaluation would be implemented (in accordance with the SCIM guidance documentation)
in order to determine the project’s success and learn from any issues encountered. It will also
assess to what extent project objectives have been achieved, whether time and cost
constraints have been met and an evaluation of value for money.
This review will be undertaken by senior member of the Project Board with assistance as
necessary from the Project Manager.
The following strategy and timescales will be adopted with respect to project evaluation.


A post project evaluation will be undertaken within 6 months after occupation.



The benefit realisation register, developed during the Full Business Case stage, will be
used to assess project achievements.

In parallel with the Post Project Evaluation the review will incorporate the views of user groups
and stakeholders generally.
Whilst review will be undertaken throughout the life of a project to identify opportunities for
continuous improvement, evaluation activities will be undertaken at four key stages:
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Project Completion Evaluation stages
Stage 1

At the initial stage of the project, the scope and cost of the work
will be planned out.

Stage 2

Progress will be monitored and evaluation of the project outputs
will be carried out on completion of the facility.

Stage 3

Post-project evaluation of the service outcomes 6 months after
the facility has been commissioned.

Stage 4

Follow-up post-project evaluation to assess longer-term service
outcomes two years after the facility has been commissioned.

The evaluation review for this project will include the following elements:
17.8.1 Post Project Audit
The project audit will include:


Brief description of the project objectives.



Summary of any amendments to the original project requirements and reasons.



Brief comment on the project form of contract and other contractual/agreement
provisions. Were they appropriate?



Organisation structure, its effectiveness and adequacy of expertise/skills available.



Master schedule – project milestones and key activities highlighting planned v actual and
where they met?



Unusual developments and difficulties encountered and their solutions.

Brief summary of any strengths, weaknesses and lessons learned, with an overview of how
effectively the project was executed with respect to the designated requirements of:


Cost



Planning and scheduling



Technical competency



Quality



Safety, health and environmental aspects – e.g. energy performance



Functional suitability



Was the project brief fulfilled and does the facility meet the service needs? What needs
tweaking and how could further improvements be made on a value for money basis?
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Added value area, including identification of those not previously accepted



Compliance with requirements



Indication of any improvements, which could be made in future projects

17.8.2 Cost and Time Study
The cost and time study will involve a review of the following:


Effectiveness of:
o

Cost and budgetary controls, any reasons for deviation from the business case time
and cost estimates.

o

Claims procedures.



Authorised and final cost.



Planned against actual cost and analysis of original and final budget.



Impact of claims.



Maintenance of necessary records to enable the financial close of the project.



Identification of times extensions and cost differentials resulting from amendments to
original requirements and/or other factors.



Brief analysis of original and final schedules, including stipulated and actual completion
date; reasons for any variations.

17.8.3 Performance Study
The performance study will review the following:


Planning and scheduling activities.



Were procedures correct and controls effective?



Were there sufficient resources to carry out work in an effective manner?



Activities performed in a satisfactory manner and those deemed to have been
unsatisfactory.



Performance rating (confidential) of the consultants and contractors, for future use.

17.8.4 Project Feedback
Project feedback reflects the lessons learnt at various stages of the project. Project feedback
is, and will be, obtained from all participants in the project team at various stages or at the end
of key decision making stages.
The feedback includes:


Brief description of the project.
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Outline of the project team.



Form of contract and value.



Feedback on contract (suitability, administration, incentives etc).



Technical design.



Construction methodology.



Comments of the technical solution chosen.



Any technical lessons learnt.



Comments on consultants appointments.



Comment on project schedule.



Comments on cost control.



Change management system.



Major source(s) of changes/variations.



Overall risk management performance.



Overall financial performance.



Communication issues.



Organisational issues.



Comments on client’s role/decision making process.



Comments on overall project management.



Any other comments.
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Appendix A – Care Home Modelling

Appendix B – Formative Evaluation Discharge Programme

Appendix C - Tweedbank Appraisal
Appendix D – Proposed Model of Care and Revenue Costing
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