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Delivering the Neighbourhood Health Service: Estates
_______________________________________________________________________________

February 2026

About us 
The NHS Confederation is the membership organisation that brings together, supports and speaks for the whole healthcare system in England, Wales and Northern Ireland.

NHS Providers is the membership organisation for NHS hospital, mental health, community and ambulance services that treat patients and service users in the NHS.

The NHS Confederation and NHS Providers are creating a new membership organisation that will launch on 1 April 2026. While the organisations legally merged on 12 January 2026, both will maintain their current names and branding until then. 

Summary
The current NHS estate is inflexible, outdated and poorly suited to supporting the delivery of the neighbourhood health service. To realise the ambition in the government’s 10-Year Health Plan to move care closer to home, we will need a wide range of health services under one roof that are based within communities they serve.

As well as maximising use of the current NHS estate by, for instance, making better use of void space and marrying up estate planning and service commissioning, we will need to see fresh approaches taken both by the government and locally.

We will need to see planning processes reformed, for instance, to make it easier for the NHS to access funding which could help with estate development. In addition, a streamlined approvals process for capital projects is needed, as is the devolving of more decision-making to system level to enable more effective estate development and utilisation.

Ministers will need to learn lessons from previous private investment models when using public-private partnerships, and there are numerous examples from around the world that can be used to inform the approach in England.

Locally, non-NHS settings can be better used to support the delivery of care. Community and voluntary sector spaces, local authority buildings and private and commercial spaces such as pharmacies, high-street retail units and shopping centres can all expand capacity and improve access.

The role of the VCSE sector is crucial in the planning and design of estate transformation. The NHS should tap into the sector’s deep roots in local communities, its flexibility and its ability to build trusted relationships. These factors make the VCSE sector essential partners in designing and delivering care that reflects local priorities and the lived experiences of those they serve in accessible and suitable locations.

1. What is needed from the NHS estate to allow it to deliver the Neighbourhood Health Service?      
1. A neighbourhood health service will require a modern estate which provides integrated health services under one roof for local communities. To realise this ambition, NHS organisations need the right tools to ensure that this change can take place and that their facilities are fit for the future.

2. The neighbourhood estate will require more local, multi-purpose sites that bring a number of services – including ones such as diagnostic centres, acute outpatient care, general practice, mental health and VCSE services, as well as things like social services and housing services – under one roof.

3. The use of the NHS estate needs to be maximised. Facilities need to be based within communities, with primary care forming a core element. A modern estate should act as an anchor, able to house a broad range of preventative services, ultimately reducing the number of patients who are referred to hospital. This will require a cultural shift away from infrastructure built solely around NHS norms. 

4. Three quarters of respondents to a survey[footnoteRef:2] by our Community Network outlined the need for a longer-term estate strategy, while three in five highlighted the need for better connectivity between services, for example by co-locating primary care and local authority services. [2:  NHS Confederation (2025), Invest to change: the capital needs of community services, https://www.nhsconfed.org/publications/invest-change ] 


a) How does this compare to the current NHS estate?      
5. The current NHS estate is inflexible, outdated and poorly suited to supporting the delivery of care closer to home through a neighbourhood health service.

6. One reason for this is, throughout the 2010s, the DHSC capital budget was continually raided to top up day-to day spending. Between 2014-15 and 2018-19, £4.3 billion was transferred from the capital budget to support revenue pressures[footnoteRef:3], having a significant impact on the NHS estate, leading to deteriorating buildings and equipment and not enough capital investment to maintain assets to suitable conditions. [3:  NHS Providers (2023), No more sticking plasters: repairing and transforming the NHS estate, https://nhsproviders.org/resources/no-more-sticking-plasters-repairing-and-transforming-the-nhs-estate/capital-spending-across-the-nhs ] 


7. This has been particularly felt in primary care, where, for example, around 50 per cent of GPs’ premises are not fit for purpose. Many buildings are old and have large maintenance backlogs, with a fifth older than the NHS.[footnoteRef:4] [4:  NHS Confederation (2025), Capital funding boost for primary and community care vital for government’s three shifts, https://www.nhsconfed.org/news/capital-funding-boost-primary-and-community-care-vital-governments-three-shifts ] 


8. Local sites are often run by individual organisations focussing on specific areas of care such as primary, acute or community. Neighbourhood health hubs need to bring staff together to work as one team, providing a single point of access.

9. Inflexibility is another complicating factor, with some of the existing estate, developed under public-private partnership models, underused, but bound by complex leases, leading to internal organisational disputes and the creation of barriers between local teams who should be integrating.

b) Do DHSC and the NHS hold sufficient data on the condition and utilisation of NHS estate?
10. The lack of high-quality central data on the condition and capability of buildings across the country is a major challenge for delivering a modern estate.

11. While some information exists for government-owned or part-owned assets, there is no comprehensive dataset covering the full range of out of hospital facilities. Ideally, DHSC, as well as regions, systems and local authorities should have such a comprehensive dataset.  

12. In addition, the requirement for ICBs to restructure and reduce their headcounts in line with the development of their role as strategic commissioners has led to a potential reduction in estates and infrastructure expertise within ICBs and a lack of clarity on where this function should sit going forward. This could lead to a situation where nobody has an overarching view of estate at local level, which is problematic, because such insight is needed to understand where it is best to target funds received via Section 106 agreements and the Community Infrastructure Levy. If no such overarching view of estates exists at local level, then we risk damaging the prospect of a neighbourhood health model being delivered.

c) Are there opportunities to better utilise the current NHS estate to support delivery of the Neighbourhood Health Service?
13. Tools such as NHS Open Space and Strategic Health Asset Planning and Evaluation (SHAPE) can provide system-wide visibility, while portfolio registers and estate maps spanning NHS, local authority and VCSE buildings can lead to better informed decision making, thus supporting the delivery of the neighbourhood health service.

14. The separation of estate planning and service commissioning can lead to void space, whereby property and rooms within buildings are being underutilised or not used at all but still cost ICBs to maintain. Systems could use available data to commission services into void space and work with local partners to maximise building and room usage.

15. One example of void space being effectively filled is NHS Lancashire and South Cumbria ICB’s proposal[footnoteRef:5] to create a Health Hub at St Peter’s Health Centre in Burnley. Supported by £3.2 million investment from Community Health Partnerships (CHP), the hub will integrate primary, community and hospital services, reduce pressure on local hospitals, and optimise over 1,000 square metres of space. [5:  This information is taken from a report by the NHS Confederation, in conjunction with Community Health Partnerships, which is due for publication on Monday 23 February 2026] 


16. The centre currently promotes a highly fragmented model of NHS physical infrastructure, with sector‑specific grants allocated for improvement and new‑build programmes. This is reinforced locally through the absence of commissioning models that would encourage organisations to prioritise delivering services within shared infrastructure.

17. Local areas should be supported to develop joint infrastructure strategies for the delivery of NHS and neighbourhood services, bringing together a wider set of partners such as local government and the voluntary sector, leading to the development of joint estates strategies and shadow budgets, enabling capital and revenue expenditure to be considered at place or system level.

18. ICBs should align their commissioning intentions with these joined‑up estates strategies, ensuring services are delivered across the full breadth of existing assets while identifying where physical infrastructure gaps remain.

19. This approach should be actively encouraged and rewarded by the centre, with greater flexibility in the rules attached to national capital and revenue allocations where areas can demonstrate high levels of integration in their physical infrastructure planning.

2. What criteria should be used to prioritise the investment in the estate to enable it to deliver the Neighbourhood Health Service?       
20. It is important that investment decisions take into account the needs of current populations, as well as future demographic changes and projected demand.

21. It also makes sense for government to invest in the estate where there are good relationships across providers and consensus around how space will be used effectively across neighbourhoods, although investment should not be solely focussed here as it would run the risk of prioritising systems that are further ahead.

22. Investment should also be prioritised in underserved communities where there is unmet need.

a) What lessons should Government take from previous private investment models when using Public-Private Partnerships?         
23. We have argued[footnoteRef:6] that neighbourhood health centres should use LIFTCo – a private finance model used to develop community health centres in the same period that PFI was used for hospitals – as a basis for developing their model, including having ICBs represented on the relevant board. The preferred LIFTCo type model would be one that sees the site come into public ownership at the end of the contract. [6:  NHS Confederation (2025), Towards a new co-investment model: what is next for NHS public-private partnerships?, https://www.nhsconfed.org/publications/towards-new-co-investment-model#_edn1 ] 


24. The government can also look outside England to learn lessons about how PPPs can work effectively. In Wales, the Velindre Cancer Centre Mutual Investment Model (MiM)[footnoteRef:7] is a refinement of the traditional PPP model and demonstrates how a project can be off-balance-sheet while also addressing some of the perceived challenges of PFIs.  [7:  NHS Confederation (2025), Towards a new co-investment model: what is next for NHS public-private partnerships?, https://www.nhsconfed.org/publications/towards-new-co-investment-model#_edn1 ] 


25. However, MiM models will need to include several sites packaged together to get sufficient scale. Individually, the administrative burden is too large relative to the size of the project.

26. In Wales, the government took a 15% equity stake via the Welsh Development Bank, representing an off-balance-sheet investment that addresses some of the criticisms with the PFI/2 model and still retains the private sector confidence to fill the remaining investment share. 

27. In England, existing government or quasi-government entities such as the National Wealth Fund or the National Infrastructure and Service Transformation Authority could have the expertise to structure and potentially provide the capital for such investments.

28. The Victorian Comprehensive Cancer Centre (VCCC) – an AU$1billion, 130,000 sqm development[footnoteRef:8] – also offers an example of how to address contractual issues that plagued PFI and ensure appropriate risk management. [8:  NHS Confederation (2025), Towards a new co-investment mode: what is next for NHS public-private partnerships?, https://www.nhsconfed.org/publications/towards-new-co-investment-model#_edn1 ] 


29. Home to world-leading cancer research, clinical services and education facilities, it is a publicly owned and publicly operated PPP with the state entering a 25-year concession with Plenary Health to ensure the facility is available to the public sector provider of clinical and research services, Peter McCallum Hospital, and the wider VCCC.

30. The VCCC has been contractually dispute-free since 2016 with the private sector responsible for a flexible building management regime and duties including utilities management, non-clinical cleaning, security and waste management.

31. The government needs to ensure that new PPPs represent genuine value for money, both now and in the future. Crucially, NHS organisations need to be shielded from the revenue consequences of such schemes; this is something that has been an issue for legacy PFI trusts.

b) What are the non-financial barriers to more effective estate development and utilisation and how can they be addressed?  
32. NHS leaders do not believe the planning system adequately accounts for the needs of the NHS. For instance, challenges within the planning system limit access to Section 106 and Community Infrastructure Levy (CIL) funding, which could otherwise support estate development. This is particularly pertinent to the ambulance sector because they are not formally recognised as infrastructure providers.

33. A reformed planning process, bringing a universally accepted methodology for calculating the NHS’s requirements for Section 106 and CIL purposes, could make the amounts available through these means more reliable. Such a methodology could be based on the one that exists for securing developer contributions for education[footnoteRef:9]. [9:  Department for Education (2023), Securing developer contributions for education, https://assets.publishing.service.gov.uk/media/64d0f70d7a5708001314485f/Securing_Developer_Contributions_for_Education.pdf ] 


34. Complex and inflexible leasing arrangements can present additional barriers and lead to inter-organisational disputes over fundamental matters such as shared use of rooms or corridors. Using a ‘head lease’ model minimises this risk and avoids the complexity of a multi-organisational partnership which would require negotiating with a landlord and between providers at the same time. This has been done to good effect[footnoteRef:10] at St George’s Neighbourhood Health Centre in Romford. [10:  NHS Confederation (2025), Transforming the NHS estate to enable a neighbourhood health service, https://www.nhsconfed.org/publications/transforming-nhs-estate-enable-neighbourhood-health-service ] 


35. Governance complexity can also act as a barrier. Estate developments involving multiple organisations often face lengthy decision-making processes, sometimes threatening the viability of projects. To overcome this, clearer system-level leadership is needed, with ICBs convening partners, defining roles and establishing streamlined approval pathways.

36. We have highlighted that the capital approval process currently moves too slowly and involves too many overlapping actors.[footnoteRef:11] A streamlined approvals process for capital projects is needed, as is the devolving of more decision-making to system level, to enable more effective estate development and utilisation. [11:  NHS Confederation (2025), Capital efficiency: how to reform healthcare capital spending, https://www.nhsconfed.org/publications/capital-efficiency ] 


37. We have also highlighted that NHS Property Services was created rapidly and inherited an extensive portfolio of premises, many of which had unsigned or no lease agreements and significant arrears.[footnoteRef:12] Consequently, it has recovered significant sums from ICBs and trusts for empty space in leased buildings. We recommended that the assets be moved from NHS Property Services to local systems so they can optimise use of estate across different organisations. [12:  NHS Confederation (2025), Capital efficiency: how to reform healthcare capital spending, https://www.nhsconfed.org/publications/capital-efficiency ] 


38. With the above in mind, we welcome recent guidance[footnoteRef:13] from DHSC supporting the voluntary transfer of properties from NHS Property Services to NHS trusts and foundation trusts, with the aim of placing assets with organisations best positioned to use them effectively, thus supporting integrated, localised care. We support trusts hosting a system-wide estates team with responsibility for overseeing one NHS estate, working closely with primary care and public and VCSE sector partners (and ideally beyond to wider public sector) and the ICB to ensure that the estate is aligned to overall strategy. [13:  Department of Health and Social Care (2026), Requesting transfers of NHS property, https://www.gov.uk/government/publications/requesting-transfers-of-nhs-property/requesting-transfers-of-nhs-property ] 


39. Further ways to potentially address non-financial barriers to more effective estate development include the development of standard contracts for third party developments (e.g. ground leases, service concessions, managed services, etc.). Also, the provision of guidance from the centre on already available risk sharing models that work within established accounting rules should be considered.[footnoteRef:14] [14:  NHS Providers (2025), Investing in the NHS: empowering the sector to drive productivity, renewal and growth, https://nhsproviders.org/resources/investing-in-the-nhs-empowering-the-sector-to-drive-productivity-renewal-and-growth/there-is-significant-potential-to-increase-investment-in-the-nhs ] 


3. What lessons can be taken from pilots of Neighbourhood Health Centres for the development of an NHS estate that supports the delivery of the Neighbourhood Health Service? 
40. Strong local leadership and flexibility will be essential and estates solutions must reflect local population needs rather than applying a uniform national model.

41. Members we have spoken to believe that neighbourhood health estates must accommodate teams from multiple organisations and sectors, bringing health and care services together under one roof. This requires flexible, collaborative spaces, supported by smart technology, alongside single clinical rooms, to enable integrated teams to work together effectively.

42. Newer, high-quality LIFT estates could play a role in this but, as one member noted, these assets are often underutilised because local NHS organisations lack the expertise to drive occupancy. In some cases, above-market rents and inflexible PFI arrangements prevent full usage and are prohibitively costly and too time-consuming to support the developments of integrated neighbourhood teams. Unlocking the potential of LIFT and PFI estates, while addressing these constraints, should be a priority.

43. One acute and community healthcare leader we spoke to highlighted the potential of space-utilisation technology to support more efficient and dynamic use of the existing estates. In light of various ownership models, one member considered locally agreed ‘integrator’ arrangements to be the best way to ensure estates are used to their full potential within a given neighbourhood or locality. 

44. Members we have spoken to have raised that a system-wide approach embedding the principles of a one public estate (OPE) approach could better support cross-sector collaboration and help ensure the neighbourhood model is not framed as an NHS‑only endeavour, while reducing costs and enhancing efficiency. Such an approach could be used as a key initiative to support the neighbourhood estate and collaboration between the NHS and public sector partners. 

45. An example[footnoteRef:15] of where this has been done well is the Whitechapel Development Programme which will create a major life sciences‑sciences cluster delivering new research, healthcare, industry, and community facilities. The programme addresses local deprivation by generating thousands of jobs, expanding skills and training, and attracting investment. The project strengthens collaboration between NHS, government, and academic partners while regenerating public spaces. [15:  Local Government Association (2024), Whitechapel Development Programme, https://www.local.gov.uk/case-studies/whitechapel-development-programme ] 


46. Community trusts also reported that changes to capital allocation processes have left them particularly constrained. Carefully designed private-sector partnerships could help address this, provided they prioritise affordability to the NHS and preserve local flexibility.  

47. Estates reform should not be conducted in isolation. Members pointed to previous examples of services moving into new shared community and primary care facilities and continuing to operate independently. Equal emphasis must be placed on service redesign to ensure that neighbourhood health estates genuinely enable new models of care, rather than housing old ways of working under one roof.

4. How could non-NHS settings or infrastructure be used to support the delivery of care in neighbourhood settings, and what arrangements would be needed to facilitate it?
48. Non-NHS infrastructure – including community and voluntary sector spaces, local authority buildings and private and commercial spaces such as pharmacies, high-street retail units and shopping centres – can expand capacity and improve access.

49. The success of this approach depends on factors including flexible contracting that enables delivery of services outside of the NHS estate, shared governance arrangements with partners, robust data sharing, quality and safety frameworks for community venues and long-term funding to sustain community partnerships.

50. An example of where a non-NHS setting is being used to support the delivery of care in a neighbourhood setting is Cornubia in Par Bay, Cornwall[footnoteRef:16]. A multi-purpose community hub providing space for film screenings, pottery classes and more, it hosts NHS clinics and social prescribing sessions, and a Warm Hub operates there. This is one of six areas we are working with in partnership with Local Trust as part of an action learning set[footnoteRef:17]. This has the added advantages of co-locating VCSE and NHS providers, supporting access to expertise and insights on community need, as well as supporting VCSE financial sustainability.  [16:  NHS Confederation (2024), Par Bay Big Local, https://www.nhsconfed.org/case-studies/par-bay-big-local ]  [17:  NHS Confederation (2024), Neighbourhood Health Community of Practice, https://www.nhsconfed.org/articles/neighbourhood-health-community-practice ] 


51. Another example is Northwood Together[footnoteRef:18] – a resident-led initiative in a Liverpool neighbourhood, tackling social, economic and health inequalities. It focuses on community engagement, trust building and accessible support through activities, mental health programmes, weight management initiatives, volunteering and signposting to services. [18:  NHS Confederation (2024), Northwood Together Big Local, https://www.nhsconfed.org/case-studies/northwood-together-big-local ] 


52. The use of empty high street units would also offer patients known and familiar locations for their care. We have argued[footnoteRef:19] that planning and funding decisions taken at both national and local level and focussed on town centre regeneration need to take into account the impact on local health and health services and look for evidence that it has been considered when finalising developments. This should be made explicit in planning guidance. [19:  NHS Confederation and Power to Change (2020), Health on the high street, https://www.nhsconfed.org/system/files/media/Health%20on%20the%20High%20Street.pdf ] 


53. A trial[footnoteRef:20] by Somerset NHS Foundation Trust using gymnasiums to provide physiotherapy could be considered for wider use. This makes good use of existing commercial space that requires no capital input from the NHS whilst simultaneously allowing for the redesign of a pathway affected by long waiting lists.  [20:  NHS Somerset NHS Foundation Trust (2025), Mendip NHS physiotherapists join forces with local gyms to offer rehab for patients, https://www.somersetft.nhs.uk/?news=mendip-nhs-physiotherapists-join-forces-with-local-gyms-to-offer-rehab-for-patients ] 


54. One ICB estates lead we spoke to called for the formalising of the use of non-NHS estate as part of neighbourhood health networks, with longer-term agreements, quality standards, and integration with local regeneration and town-centre strategies.

a) What are the challenges of delivering care services in these settings and how would they be addressed?     
55. One challenge is that VCSEs that are involved are sometimes viewed as a source of cheap space, with their expertise excluded from the wider design of services in their area. Supporting VCSEs will ultimately lead to them being financially more viable and in a position to work in conjunction with local health and care services over the longer term.

56. There would also be challenges including around quality and safety, as well as issues around information governance and potentially fragmented ownership of such settings. On quality and safety, any potential non-NHS space would have to be assessed on what care could be provided there, rather than a one-size fits all check list. A private, hygienic space that could allow for, say, outpatient appointments, could meet a lot of the needs of a neighbourhood health service without meeting the standards required of an acute hospital. On information governance, any agreement would have to allow NHS systems to be installed wholesale to manage data, potentially including enhancing telecoms linkages to meet NHS standards. On ownership issues, the NHS could offer long leases, which would be attractive to local authorities and owners of empty retail outlets.   

57. In the use of high street units being re-purposed, NHS organisations would need robust guidance around relevant planning laws, and there would likely be some fit out costs, although this could cost less than building a brand-new facility.

58. Challenges remain around the use of Section 75 of the NHS Act, and we have argued for reform in this area to enable greater integration and pooled budgets across providers.[footnoteRef:21] This would involve allowing a greater scope of organisations that can pool budgets and greater scope for services provided. [21:  NHS Confederation (2025), The future of primary care, https://www.nhsconfed.org/publications/future-primary-care ] 


5. How can local communities and the workforce best be involved in the planning and design of estate transformation for the Neighbourhood Health Service?         
59. It is essential that patients and staff are involved in the planning and design of the estates. One ICB estates lead told us that this is already happening in their area: the ICB looks at population need and experiential feedback and then commissions services and reconfigures the estate accordingly.

60. Providers should be encouraged to engage local communities in planning neighbourhood health centres, as understanding the needs of patients and the public and the barriers they face is essential for designing effective, accessible services.

61. One example of where this has happened to good effect is reflected in Chesterfield Partnerships & Neighbourhood Alliance’s work[footnoteRef:22], with local community leaders and volunteers delivering health services into the newly refurbished Barrow Hill Memorial Hall, which is based within one of the most deprived neighbourhoods in Chesterfield. The local community and Barrow Hill Community Trust successfully raised the funding required to renovate the hall, with additional support from regeneration funding from the local council. It is intended that the hall will become established as a vital hub for community events and holistic support, with a local member GP practice taking on the lease for two ‘health rooms’ within the hall. [22:  This information is taken from a report by the NHS Confederation, in conjunction with Community Health Partnerships, which is due for publication on Monday 23 February 2026] 


62. Neighbourhood Boards overseeing Pride in Place initiatives offers a clear avenue through which to engage with local communities and align funding streams.

63. The VCSE sector has a crucial role to play in the planning and design of estate transformation. Their deep roots in local communities, flexibility and ability to build trusted relationships make them essential partners in designing and delivering care that reflects local priorities and the lived experiences of those they serve in accessible and suitable locations.

64. The ongoing involvement of the workforce, too, is vitally important so that we end up in a position where it is straightforward for co-located staff to reach out to colleagues in other teams on the same clinical pathway and that shared spaces enable staff to work collaboratively so that working in isolation can be reduced.

a) How should the estate be designed to meet the needs of different communities, including those based in rural or coastal settings?  
65. Local leaders will be best placed to adapt and develop the estate to best reflect the needs of their communities. ICBs should be given the autonomy, flexibility and long-term certainty to enable strategic planning that delivers the best outcomes for their populations.

66. Certainly, the NHS taking a different approach to where clinical care is delivered – holding clinics in pharmacies, town halls or local government buildings, for example – would help improve coverage and reduce health inequalities for communities that struggle to access NHS services, particularly in rural areas with high levels of unmet need. In a number of areas, primary care networks are utilising estate in their communities to offer healthcare services to farmers and fishermen. Local authorities in many places are seeking to offload much of their estate and could welcome a reliable, long-term lease by the NHS.

67. Systems will require a detailed understanding of where capacity exists to build or adapt space. In rural areas, this might mean whole-day rental of, say, a village or church hall to keep services as localised as possible. The loss of so many rural pubs in the last two decades also provides an opportunity for the NHS to occupy a central location in many communities.

68. The approach taken in Cornwall and Isles of Scilly ICB area shows how an estate in a rural setting can be adapted and reshaped to deliver services in a way that meets local need.[footnoteRef:23] With limited transport links and undersized primary care buildings, partners repurposed vacant rooms across community hospitals and larger GP practices to create small urgent care hubs close to patients. The ICB coordinated site selection, using data to track void space and ensure good access. By removing leasing barriers and offering space at no extra cost, the system enabled flexible, rapid expansion of primary care capacity. [23:  This information is taken from a report by the NHS Confederation, in conjunction with Community Health Partnerships, which is due for publication on Monday 23 February 2026] 
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